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Strep  sore  throat 


responds  readily  to 


( Erythromycin,  Lilly) 

Temperature  normal,  throat  culture  negative,  usually 
within  twentyTour  hours.  Notably  safe  and  well  tolerated. 


dosages  1 to  1.5  Gm.  daily  in  divided  doses 


532178 


new  vistas 
for  the  . . 


Effective  control  of  seizures,  social  acceptance, 
and  recognition  of  employment  potential  are 
providing  new  vistas  for  the  majority  of  epileptic 
patients.  Accurate  diagnosis  and  adequate 
therapy,  as  in  present-day  management,  can  be 
expected  more  confidently  than  ever  before  to 
restore  such  patients  to  as  full  a life  as 
is  compatible  with  their  condition. 


DILANTir  SODIUM 

(diphenylhydantoin  sodium,  Parke-Davis) 


Alone  or  in  combination,  DILANTIN  continues  as  an  anticonvulsant  of  choice 
for  control  of  grand  mal  and  of  psychomotor  seizures.  In  addition  to  its  notable 
effectiveness,  DILANTIN  has  little  or  no  hypnotic  effect. 


DILANTIN  Sodium  is  supplied  in  a variety  of  forms— 
including  Kapseals®  of  0.03  Gm.  (14  gr.)  and  0.1  Gm. 

(114  gr.)  in  bottles  of  100  and  1,000. 


PARENTERAL  NUTRITION  IN  SURGERY* 
Carl  O.  Rice,  M.D. 

J.  H.  S trickier,  M.D. 

Minneapolis,  Minnesota 


Parenteral  nutrition  ideally  involves  the 
entire  field  of  nutrition  — oar'bohydrate,  pro- 
tein, calories,  water,  electrolytes  and  vi- 
tamins in  essentially  the  same  proportions 
that  we  eat  them. 

To  provide  one  of  these  nutritional  ele- 
ments intravenously  for  any  appreciable 
period  of  time,  such  as  is  accomplished  with 
the  administration  of  glucose  in  saline,  with- 
out providing  the  others  is  almost  as  illogical 
as  a diet  of  com  syrup  and  table  salt.  In  a 
life-saving  pinch  either  would  be  acceptable, 
but  by  election  a better  balance  of  the  nu- 
tritional elements  should  be  preferable. 

Just  as  a well  individual  requires  a bal- 
anced nutritional  intake,  so  also  a sick  in- 
dividual requires  a balanced  intake  to  have 
available  the  nutritional  elements  necessary 
for  the  repair  and  healing  of  sick  tissue. 

If  these  nutritional  elements  (carbohy- 
drate, portein,  calories)  are  not  provided  from 
food,  they  are,  nevertheless,  obtained  from 
the  body  at  the  expense  of  the  musdle  and  fat 
tissues  to  be  utilized  for  the  repair  and  heal- 
ing of  sick  tissue.  Because  of  this  physiologic 
exchange,  a sick  convalescent  patient,  who  is 
inadequately  nourished,  loses  strength  and 
energy,  and  therein  such  a patient  undergoes 
a longer  convalescence  than  one  who  is  ade- 
quately nourished. 

* Presented  at  South  Dakota  State  Medical  An- 
nual Meeting  May  23,  1955,  Mitchell,  S.  D. 


The  Carbohydrates 

Two  hundred  grams  of  carbohydrate  per 
day  will  provide  practically  all  of  the  carbo- 
hydrate needs  of  the  average  sick  individual. 
More  than  this  cannot  be  given  intravenously 
without  exceeding  the  physiologic  economy 
of  the  body.  This  amount  of  sugar  can  be  best 
administered  in  2 liters  of  10%  sugar. 

There  are  now  available  three  different 
sugars  for  intravenous  use.  Each  has  its  ad- 
herents and  each  has  its  value. 

Glucose  is  the  physiological  sugar  being 
utilized  in  the  tissues  as  such.  It  causes  con- 
siderably more  elevation  of  the  blood  sugar 
and  more  spillage  of  sugar  in  the  urine 
(Graph  No.  1)  than  is  observed  with  the  other 
sugars  when  given  at  a clinically  usable  rate. 
When  given  in  concentration  of  10%  or  more, 
it  also  causes  more  local  recation  in  the  vein. 

Fructose  would  seem  to  be  less  physiologic 
in  that  there  is  no  immediately  available 
glucose  molecule.  Though  the  fructose  mole- 
cule cannot  be  utilized  until  it  has  undergone 
glycogenesis,  it  does  not  require  insuhn  for 
its  metabolism.  It  produces  the  least  eleva- 
tion of  blood  sugar  and  the  least  loss  of  sugar 
in  the  urine.  (Graph  No.  1) 

Invert  sugar,  which  consists  of  50%  glucose 
and  50%  fructose,  possesses  some  of  the  good 
qualities  of  each  of  these  sugars.  It  is  a 
better  glycogen  former  than  either  and  these 
two  sugars  are  synergistic  in  their  action.  It 
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causes  less  blood  sugar  elevation  than  glucose 
and  less  urinary  loss.  (Graph  #1)  It  can  be 
given  in  a concentration  of  10%  with  rela- 
tively less  local  reaction  than  10%  glucose. 

A comparative  analysis  of  the  blood  sugar 
elevation  for  these  three  sugars  is  revealed 
in  graph  No.  1. 


No.  I — These  curves  represent  the  average  of  25 
cases  in  each  category  where  1000  cc  of  10%  sugar 
were  given  in  each  instance  over  a period  of  4 
hours  (approximately  36  gm/kg/hr).  Blood  sugar 
determinations  were  done  before  onset  of  intra- 
venous infusion,  shortly  before  finish,  one  hour 
after  and  24  hours  later.  The  24-hour  urine  sugars 
were  determined.  For  dextrose  there  was  7.6% 
loss,  for  invert  sugar  3.6%  loss  and  for  fructose 
3.0%  loss. 


Urinary  Sugar  Loss  in  Relation  to  Blood 
Sugar 

It  is  well  known  that  the  loss  of  sugar  in  the 
urine  increases  as  the  blood  sugar  rises.  This 
may  account  for  the  difference  in  the  sugar 
losses  as  has  been  observed  for  the  different 
sugars.  This  is  furthermore  suggested  in  our 
observations  as  illustrated  in  graph  #1.  If 
the  rate  of  administration  exceeds  .7  grams/- 
kg/hr3  (one  liter  of  10%  glucose  in  approx- 
imately two  hours),  the  loss  in  the  urine  may 
be  considerable  and  therein  negate  the  value 
of  its  administration. 

Urinary  Volume  in  Relation  to  Blood  Sugar 

Another  disadvantage  of  an  elevated  blood 
sugar  is  the  diuresis  and  dehydration  that 
may  result. 

An  analysis  of  the  urine  volume  in  relation 
to  the  blood  sugar  level  revealed,  in  our  ex- 
perience, an  increase  of  approximately  300 
cc’s.  in  the  urinary  output  when  the  blood 
sugar  was  found  to  be  above  180  mgm.%  as 
compared  to  those  cases  in  which  the  blood 
sugar  was  below  180  mgm.%.  This  is  indica- 
ted in  table  No.  1. 


Average  urine  volume  on  the  day  in 

which  the  blood  sugar  was  determined 

Number  of 

Average  Millititers 

Patient  Days 

of  Urine 

Blood  sugar  below  120  mgm.% 

100 

1257  cc. 

(Av.  94) 

Blood  sugar  121  - 180  mgm.% 

69 

1254  cc. 

(Av.  147) 

Blood  sugar  above  180  mgm.% 

(Av.  278) 

82 

1535  cc. 

Table  No.  1 


Manifestations  of  a Disturbed  Carbohydrate 
Metabolism 

Though  there  may  be  an  impairment  in  the 
ability  of  the  liver  to  produce  glycogenb  7^ 
in  the  sick  individual  there  is  nevertheless  an 
increased  demand  for  carbohydrate. 

Our  studies*  have  revealed  an  elevation  of 
the  blood  sugar  above  180  mgm.%  in  approx- 
imately 31%  of  severe  major  surgical  cases, 
and  in  about  3%  of  routine  uncompMcated 
*These  studies  have  been  supported  in  part  by  a 
grant  from  the  Cutter  Laboratories,  Berkly  Cali- 
fornia. 


surgical  operations. 

Liver  function  tests  in  many  of  these  cases 
have  shown  an  elevation  of  the  bromsul- 
phalein  retention.  Glucose  tolerance  tests  re- 
veal an  abnormal  curve  which  may  be  con- 
fused with  a diabetic  blood  sugar  curve. 

It  has  been  observed  that,  though  the  fast- 
ing blood  sugar  may  become  normal  after  the 
initial  alarm  reaction,  and  as  the  patient  im- 
proved, the  bromsulphalein  and  the  glucose 
tolerance  test  did  not  become  normal  until 
a considerable  time  had  elapsed.  Subsequent 
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tests  indicated  that  these  findings  were  not 
due  to  latent  diabetes. 

These  associated  findings  seem  to  suggest 
that  the  elevated  blood  sugar,  the  disturbed 
carbohydrate  metabolism  and  the  disturbed 
liver  function  mre  manifestations  of  the  alarm 
reaction. 

A typical  example  of  these  observations  is 
illustrated  in  graph  No.  2.  In  this  instance  the 
patient  still  showed  an  elevated  bromsulpha- 
lein  and  a disturbed  carbohydrate  meta- 
bolism on  the  6th  postoperative  day.  These 
values  were  subsequently  found  to  be  nor- 
mal.* 


E.  H.  Afe  €9  Gasti'oAuode/icstomy  for  E/cer 


No.  II — Postoperative  alarm  reaction  showing  ele- 
vated blood  sugar,  bromsulphalein  retention  and 
disturbed  carbohydrate  metabolism,  immediately 
postoperative  and  on  the  6th  postoperative  day. 
Glucose  tolerance  and  bromsulphalein  tests  done 
a year  later  revealed  normal  function. 

* The  details  of  these  findings  as  observed  in  a 
series  of  cases  are  being  analyzed  for  a future 
publication. 

Amino  Acids 

Amino  acids  for  parenteral  use  are  pro- 
duced either  from  casein,  blood  fibrin,  or 
from  bovine  plasma.  No  significant  advantage 
of  one  product  over  the  other,  as  they  are 


now  being  commercially  prepared,  has  been 
obvious  to  us  though  differences  have  been 
oberved  by  some  investigators. 6 

Most  of  the  unfavorable  criticism  of  pro- 
tein hydrolysate  has,  in  all  probability,  arisen 
as  a result  of  the  reactions  which  develop 
from  too  rapid  administration. 

Individual  intolerances  to  amino  acids  no 
doubt  vary,  but  on  the  whole  reactions  were 
not  observed  until  the  rate  -of  administration 
exceeded  .49  grams/kg/hr  as  can  be  observed 
in  table  No.  2.  We  have  found  no  significant 
difference  in  one  product  as  compared  to  an- 
other. 

Nausea  was  the  usual  first  manifestation  of 
intolerance  to  amino  acids  as  observed  in  the 
.1  to  49  range.  Table  No.  2.  Beyond  this  range 
other  and  multiple  manifestations  if  intoler- 
ance became  evident,  i.e.,  vomiting,  itching, 
abdominal  cramps,  flushing,  tingling,  head- 
ache, etc. 

The  reactions  are  rapidly  eliminated,  in 
most  instances,  by  decreasing  the  rate  of  ad- 
ministration. 

Nitrogen  Balance 

During  illness  a negative  nitrogen  balance 
develops  unless  adequate  nutrition  is  con- 
sumed. A positive  nitrogen  balance  indicates 
that  the  damaged  or  depleted  nitrogen  con- 
taining tissues  are  being  restored. 

Nitrogen  balance  studies  on  a series  of  pa- 
tients using  varying  proportions  of  amino 
acid  calories  and  total  calories,  revealed  that 
an  increase  in  the  proportion  of  calories  from 
protein  caused  an  increase  in  the  nitrogen 
balance  as  the  caloric  intake  remained  con- 
stant. These  studies  also  showed  that  as  the 
proportion  of  calories  from  protein  remained 
constant,  the  nitrogen  balance  couild  be  made 
more  favorable  by  increasing  the  caloric 
intake. 


Rate  of  administration 
Gm/kg/hr 

No.  of  Patients 
determinations 

No.  of  patient 
reactions 

.1  to  .49 

51 

8 nausea 

.5  to  .79 

15 

14  nausea,  vomiting, 
flushing,  cramps. 
Abdominal  distress, 
tingling,  etc. 

Table  No.  2 
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This  can  be  illustrated  in  graph  No.  3 which 
illustrates  the  administration  of  2500  oc.  of 
fluid  to  the  patient  who  requires  2500  cal- 
ories. Twenty-five  hundred  cc.  of  a solution 
of  5%  glucose  and  5%  amino  acids  would  pro- 
vide only  40%  of  the  required  calories  and 
would  be  expected  to  render  a negative  nitro- 
gen balance  of  approximately  -2  grams  per 
day. 


Range  of  Nitrofen  Balance  in  Relation  to  Cahn'c  Ba/a/ice 


Graph  No.  3 

No.  Ill — This  illustrates  a negative  nitrogen  bal- 
ance at  A when  the  caloric  intake  was  only  40%; 
nitrogen  eqilibrium  at  B with  73%  of  the  caloric 
requirements  and  a positive  nitrogen  balance  at  C 
with  an  intake  of  100%  of  the  caloric  requirements 
despite  the  progressively  less  proportion  of  protein 
calories  in  each  successive  period. 

The  addition  of  50  cc.  of  ethanol  to  each 
liter  of  this  type  of  solution  would  increase 
the  caloric  intake  to  73  and  thereby  increase 
the  nitrogen  balance  as  indicated  in  the 
graph  at  B. 

In  order  to  approach  the  ideal  for  paren- 
teral use  it  would  be  necessary  to  develop  a 
solution  with  a caloric  value  of  1000  per  liter 
containing  45  to  50%  carbohydrate  calories, 
15  to  25%  protein  calories  and  30  to  40%  free 
calories.  This  has  been  attained  with  a solu- 
tion containing  12%  carbohydrates,  6%  amino 
acids  and  6%  ethanol.  In  this  instance  2500 
cc.  of  this  solution  has  resulted  in  a positive 
nitrogen  balance  of  approximately  -3  grams. 

A somewhat  similar  solution  can  be  pre- 
pared from  the  commercially  available  pro- 
ducts (Travamine,  Cutter  Protein  Hydro- 
lysate, Aminosol,  Amigen)  by  merely  needl- 
ing into  each  liter,  50  to  75  cc.  of  ethanol. 


One  hundred  to  150  grams  of  amino  acids 
daily  should  provide  all  of  the  nitrogen  needs 
of  the  average  sick  individual. 

The  Calories 

Though  fat  is  the  normal  source  of  extra 
calories,  it  has  not  yet  been  made  clinically 
feasible  for  intravenous  use.  It  has  been 
found  that  fat  emulsions  or  fat  solutions  do 
not  remain  stable.  The  experimental  work 
that  has  been  done  indicates  a high  percent- 
age of  systemic  reactions.  Fat  emulsions  are 
not  compatible  with  amino  acid  solutions. 

Ethanol  provides  seven  calories  per  gram, 
or  5.6  calories  per  cc.  It  is  not  stored 
nor  resynthesized  in  the  body.  It  is  immed- 
iately metabolized  to  CO2  and  water.  The 
energy  thus  produced  is  utilized  for  calories. 
These  ethanol  calories  can  be  utilized  essen- 
tially at  the  rate  of  the  metabolism  of  the  in- 
dividual. In  other  words,  an  average  sized 
man  whose  metabolism  is  56  calories  per  hour 
could  be  given  10  cc.  of  ethanol  every  hour 
without  causing  an  elevation  of  the  blood 
alcohol  level.  For  clinical  use  it  can  be  ad- 
ministered in  intravenous  solutions  at  the 
rate  of  15  to  20  cc.  per  hour  without  produc- 
ing toxic  effects.  Mild  sedation  is  produced 
at  this  rate. 

Ethanol  has  no  incompatibility  with  amino 
acids  or  any  of  the  sugar  solutions. 

The  additional  calories  from  ethanol  make 
it  possible  to  obtain  a more  favorable  nitro- 
gen balance.  This  can  be  illustrated  in  table 
No.  3. 

In  period  I glucose  and  amino  acids  pro- 
vide nitrogen  equilibrium  (-.2  gm.). 

In  period  II  the  same  caloric  intake  of 
amino  acids  and  alcohol  shows  a definite 
negative  nitrogen  balance.  This  demonstrates 
that  glucose  is  essential  to  the  economic 
utilization  of  available  nitrogen. 

In  period  III  where  the  nitrogen  balance  is 
most  favorable  all  three  of  the  nutritional 
elements  were  provided. 

This  is  again  illustrated  in  Table  4 where 
the  nitrogen  and  total  intake  in  each  period 
is  isooaloric.  The  only  factor  being  changed 
is  the  proportion  of  glucose  and  ethanol  cal- 
ories in  each  period. 
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Table  No.  3 


Mr.  L.  W.,  Age  42,  wt.  100,  5’9” 

Period  I 

4 day  av. 

Period  II 

4 day  av. 

Period  III 

4 day  av. 

I.V.  Amino  Acid  Calories 

585 

608 

500 

I.V.  Glucose  Calories 

985 

0 

500 

I.V.  Ethanol  Calories 

0 

1008 

840 

Caloric  Balance 

75% 

77% 

87% 

Nitrogen  Balance  gm. 

-.2 

-5.3 

-3.2 

Table  No.  4 


Mr.  H.,  Age  53,  wt.  128,  5’8” 

Period  I 

3-day  av. 

Period  II 

2-day  av. 

I.V.  Amina  acid  calories 

600 

600 

I.V.  Glucose  calories 

1000 

1500 

I.V.  Ethanol  calories 

672 

0 

Caloric  balance 

109% 

101% 

Nitrogen  balance  gm. 

-4.1 

-1.1 

The  Electrolyte  Problem 

During  a period  of  parenteral  nutrition  a 
patient  should  also  receive  his  daily  require- 
ments of  the  essential  electrolytes  lest  he  de- 
velop an  electrolyte  imbalance. 

An  electolyte  imbalance  can  be  reasonably 
well  identified  on  the  basis  of  the  clinical 
manifestations,  the  CO2  combining  power, 
the  blood  chlorides  and  the  blood  sugar. 
These  tests  are  easily  done  in  any  laboratory. 

The  simultaneous  analysis  of  a series  of 
blood  chemistries  and  blood  electrolytes  has 
revealed  some  fairly  constant  combinations: 

A hjrpochloremic  alkalosis  signalizes  a low 
potassium.  Ileus  or  abdominal  distention  is  a 
pertinent  clinical  observation. 

A hypochloremic  acidosis  suggests  a low  so- 
dium and  a high  potassium.  Weakness,  con- 
fusion, oliguria  and  an  irregular  pulse  usually 
accompany  this  condition. 


Hyperchloremic  acidosis  or  alkalosis  usual- 
ly indicate  a high  sodiiim.  This  may  be  due 
to  hemoooncentration.  This  may  be  manifest 
by  weakness,  restlessness  and  a rapid  pulse. 

An  elevation  of  the  blood  sugar  in  a non- 
diabetic individual  signalizes  a disturbance 
in  the  electrolyte  metabolism  as  well  as  a dis- 
turbance in  the  carbohydrate  and  liver  meta- 
bolism. 

This  associated  elevation  in  the  blood  sugar 
with  an  electrolyte  imbalance  is  well  illus- 
trated in  graph  No.  4. 

Our  studies  have  shown  a greater  elevation 
of  blood  sugar  than  was  observed  in  a group 
of  patients  with  insignificant  or  no  electro- 
lyte imbalance.  These  patients  were  not  dia- 
betic as  was  proven  by  subsequent  glucose 
tolerance  tests.  Urinary  output  of  sugar  did 
not  indicate  the  extent  of  the  hyperglycemia 
for  as  a rule  there  was  no  sugar  or  only  a 
trace  of  sugar  in  the  urine. 
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Definite  Electrolyte  Imbalance 

Graph  No.  4 

No.  IV — This  illustrates  the  electrolyte  pattern  and 
the  blood  sugar  in  59  patients  determinations.  The 
patients  were  considered  to  be  suffering  a severe 
electroljrte  imbalance.  Here  it  is  seen  that  there 
was  a tendency  for  the  blood  sugar  to  be  elevated 
with  an  average  of  205  mg/100  cc  for  the  group. 

These  findings  have  suggested  that  the 
treatment  of  such  electrolyte  imbalance 
might  respond  to  the  use  of  large  quantities 
of  insulin  and  invert  sugar  by  way  of  forcing 
carbohydrate  metabolism.  This  can  probably 
be  best  illustrated  by  citing  one  of  our  most 
outstanding  cases.2 

This  man,  age  66  entered  the  hospital  in 
extremus  with  signs  of  a ruptured  sigmoid 
diverticulitis.  He  was  dehydrated  and  mal- 
nourished. The  blood  electrolyte  and  blood 
sugar  studies  and  the  treatment  are  illus- 
trated in  graph  No.  2. 

Though  our  chief  concern  in  this  instance 
was  the  rapid  control  of  the  hyperpotassemia, 
it  was  evident  that  the  electrolyte  imbalance 
corrected  itself  as  the  metabolism  of  the  car- 
bohydrate was  being  forced  with  insulin. 

We  have  used  this  type  of  treatment  in  a 
number  of  other  less  severe  cases  and  have 
observed  a rapid  correction  of  the  electrolyte 
imbalance  as  well  as  a correction  of  the  ele- 
vated blood  sugar.  It  is  recognized  that  the 
efficacy  of  this  type  of  treatment  of  an  elec- 
trolyte imbalance  is  not  yet  fully  substan- 
tiated. Only  time  and  more  cases  will  give 
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us  the  evidence  that  we  need. 

In  the  meantime,  I recommend  for  those 
patients  who  are  doing  poorly  and  who  may 
be  suffering  an  electrolyte  imbalance  that  a 
COl>  combining  power,  blood  chloride  and  a 
blood  sugar  determination  be  done.  If  an  ele- 
vated blood  sugar  is  found,  the  administra- 
tion of  insulin,  sufficient  to  correct  the  blood 
sugar,  should  be  instituted  along  with  the 
use  of  a polyi'onic  electrolyte  solution  in  a 
concentrated  carbohydrate  solution. 

COMMENTS 

I have  endeavored  to  point  out  some  of  the 
rational  for  the  use  of  parenteral  nutrition  in  post- 
surgical  patients.  Our  studies  have  indicated  the 
need  for  carbohydrates,  amino  acids  and  adequate 
calories  in  order  to  maintain  a positive  nitrogen 
balance. 

It  would  seem  that  invert  sugar  provides  a very 
satisfactory  carbohydrate  in  that  it  is  a mixture 
of  the  physiologically  usable  glucose  molecule,  and 
the  non-insulin-requiring  fructose  molecule.  The 
combination  of  these  two  carbohydrate  molecules 
is  said  to  have  sjoiergistic  value  as  pertains  to 
gly  cogenesis. 

The  treatment  of  a composite  patient  requiring 
parenteral  feeding  could  be  outlined  in  the  follow- 
ing manner: 

1.  Give  2500  cc.  (1500  - 3000  cc.)  of  glucose  and 
amino  acids  (Travamine,  Cutter  Protein  Hydro- 
lysate, Amigen,  Aminosol)  in  each  24  hours. 

2.  Add  75  cc.  of  ethanol  to  each  liter. 

3.  Add  one  ampule  of  multiple  vitamins  (paren- 
teral) to  each  liter. 

4.  Administer  slowly  over  a period  of  6 to  8 
hours  for  each  liter,  or  administer  around  the  clock 
if  a polyethylene  tube  is  used.  (The  latter  is  pre- 
ferable if  parenteral  feeding  is  to  be  used  for 
more  than  one  day.) 

5.  Record  the  daily  urine  volume  and  daily  fluid 
intake.  The  fluid  intake  should  not  exceed  the 
24-hour  urine  volume  by  more  than  1000  cc. 

6.  If  the  24-hour  urine  volume  is  below  500  cc., 
do  not  give  potassium  in  the  intravenous  fluid. 

7.  If  the  urine  volume  continues  to  remain  low, 
change  the  intravenous  fluid  to  10,  15  or  20%  in- 
vert sugar. 

8.  If  the  patient  has  any  untoward  symptoms 
suggesting  an  electrolyte  disturbance,  check  the 
CO2  combining  power,  the  blood  chlorides  and  the 
blood  sugar. 

9.  If  hypochloremic  alkalosis  and  abdominal  dis- 
tention are  present,  add  2 grams  of  potassium 
chloride  to  each  liter  of  intravenous  fluid. 

10.  If  hypochloremic  acidosis  is  present  and  as- 
sociated with  weakness  and  confusion,  add  20 
grams  of  sodium  chloride  to  each  liter  of  intra- 
venous fluid. 

11.  If  hyperchloremia  with  ecidosis  or  alkalosis 
is  present,  add  no  electrolytes  to  the  intravenous 
solution. 

12.  If  the  blood  sugar  is  above  180  mgm.  % in 
any  of  these  instances,  administer  a concentrated 
solution  of  invert  sugar.  To  which  insulin  is  added 
in  the  preparation  of  Vz  to  1 unit  per  gram  of  sugar. 
One  of  the  polyionic  solutions  could  be  used.  Then 
determine  the  blood  sugar  at  the  end  of  each  liter 
of  intravenous  fluid  and  continue  the  use  of  insulin 
as  indicated  by  the  blood  sugar  level. 

13.  Offer  the  patient  a full  diet  on  the  morning 
following  surgery  (the  third  postoperative  day  for 
gastric  resection  cases).  As  soon  as  the  patient  eats 
adequately,  intravenous  feedings  can  be  discon- 
tinued. 

Due  to  shortage  of  space  the  bibliography  will 
be  found  in  the  reprint. 
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Mr.  J.  R.,  age  66 


1/15/54 

1/16/54 

1/17/54 

1/18/54 

1/19/54  1/20/54  1/27/54  5/19/54  5/26/54 

Blood  Sugar  mgm.% 

296,146,234 

146,107 

304,122 

200,198 

122  190  104  95  100 

Chloride  mEq. 

90.58 

95.7,  102.6 

121 

CO2  mEq. 

10.9,  15.8 

15.,  24.5 

23.1 

Sodium  mEq. /I 

123 

143 

160 

Potassium  mEq. 

9.4,  7.1 

5.2 

3.9 

BUN  mgm.% 

195 

189 

216 

BSP  retention 

60% 

50% 

Qualitative 

It  gms. 

It  gms. 

Urine  Sugar  Quantitative 

0.8  gms. 

0.8  gms. 

Treatment 

Insulin  Units 

250,  50 

50,100, 

100,100 

50,  30 

20 

20 

Oral 

240 

287 

Glucose  gms.  I.V. 

335 

710 

420 

100 

100 

Amino  Acids  gms. 

25 

0 

0 

0 

0 

Glucose  Tolerance  Mgm.% 

F 104 

95 

100 

Vz  203 

160 

141 

1 278 

190 

175 

2 308 

125 

125 

3 286 

105 

75 

Intake 

66.1 

90 

0 

24.3 

Sodium  Output  mEq. 

48 

76 

89 

79. 

Balance 

tl8.1 

tl4 

-89 

-54.7 

Intake 

10 

0 

0 

45 

Potassium  Output  mEq. 

95 

169 

157 

89 

Balance 

-85 

-169 

-157 

-44 

Intake 

33 

0 

0 

0 

Chloride  Output  mEq. 

32 

47 

65 

45.1 

Balance 

tl 

-47 

-65 

-45.1 
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drug  of  choic© 


as  a tranquiUzing  (ataractic''}  agent 
in  anxiety  and  tension  states 
. , , in  hypertension 


Squibb  Whole  Root  Rauwolfia 


As  a tranquiUzing  agent  in  office  practice, 
Raudixin  produces  a calming  effect,  usually 
free  of  lethargy  and  hangover  and  without  the 
loss  of  alertness  often  associated  with  barbi- 
turate sedation.  It  does  not  significantly  lower 
the  blood  pressure  of  normotensive  patients. 


In  hypertension,  Raudixin  produces  a 
gradual,  sustained  lowering  of  blood  pres- 
sure. In  addition,  its  mild  bradycardic  effect 
helps  reduce  the  work  load  of  the  heart. 


• Less  likely  to  produce  depression 

• Less  likely  to  produce  Parkinson-like  symptoms 

• Causes  no  liver  dysfunction 

• No  serial  blood  counts  necessary  during  maintenance  therapy 


• Raudixin  is  not  habit-forming;  the  hazard 
of  overdosage  is  virtually  absent.  Tolerance 
and  cumulation  have  not  been  reported. 

• Raudixin  suppli^  the  total  activity  of  the 
whole  rauwolfia  root,  accurately  standard- 
ized by  a rigorous  series  of  test  methods. 
The  total  activity  of  Raudixin  is  not  ac- 
counted for  by  its  reserpine  content  alone. 

Supply:  50  mg.  and  100  mg.  tablets,  bottles 
of  100  and  1000. 

^Ataractic,  from  ataraxia ; calmness  untroubled  by  mental  or  emotional 
excitation.  (Use  of  term  suggested  by  Dr.  Howard  Fabmg  at  a recent 
meeting  of  the  American  Psychiatric  Association.) 


REACTIONS  TO  ANTIBACTERIAL 
THERAPY 

PREVENTION  AND  TREATMENT* 
Paul  S.  Rhoads,  M.D.,  Chicago,  Illinois 


At  the  present  time  antibiotic  therapy  of 
some  type  is  likely  to  be  used  in  almost  every 
case  of  infection  unless  it  is  of  an  extremely 
minor  nature.  Even  for  infections  strongly 
suspected  of  being  of  virus  origin  antibiotics 
usually  are  used  — sometimes  with  justifica- 
tion — in  the  hope  of  preventing  secondary 
bacterial  infection.  Welch  (1)  estimates  that 
the  annual  output  of  antibiotic  drugs  is  now 
something  over  2000  tons. 

In  Table  1 are  listed  most  of  the  antibiotics 
in  common  use  each  of  which  is  capable  of 
producing  undesirable  side  reactions.  Many 
others  are  under  clinical  investigation  and 
may  be  obtained  for  particular  situations. 
Selection  among  this  large  group  of  potent 
antibacterial  remedies  must  be  made  on  the 
basis  of  1)  effectiveness  of  the  particular 
antibiotic  against  the  etiologic  agent  or 
agents  of  the  infection  to  be  treated,  2)  pene- 
trability of  the  antibiotic  into  the  area  under 
therapeutic  attack,  3)  presence  or  absence  of 
properties  whose  deleterious  effects  might 
outweigh  in  importance  the  clinical  gain 
being  sought. 

Contemplation  of  the  formidable  list  of 
possible  toxic  reactions  should  make  one 
deeply  conscious  of  his  responsibility  in  eval- 
uating the  indications  and  weighing  the  risk 
before  embarking  on  any  course  of  antibiotic 
therapy. 

* Presented  to  the  S.  D.  Medical  Association  An- 
nual Meeting  May  22-24,  1955,  Mitchell,  S.  D. 


RANGE  OF  ANTIBIOTIC  THERAPY 


Penicillin 

Chlortetracycline 

(Aureomycin) 

Oxytetracycline 

(Terramycin) 

Tetracycline 
(Achromycin, 
Tetracyn,  Etc.) 


Streptomycin 

Dihydrostreptomycin 

Polymyxin  B 

Neomycin 

Bacitracin 

Erythromycin 


Chloramphenicol  Carbomycin 
Table  I 

The  properties  of  antibiotics  which  enable 
them  to  affect  so  profoundly  the  growth  of 
bacterial  cells  are  imperfectly  understood  but 
the  evidence  that  the  same  properties  may 
produce  a variety  of  harmful  effects  on  the 
tissues  of  the  host  is  abundant  and  obvious. 
These  effects,  regardless  of  exactly  how  they 
are  mediated,  may  be  grouped  roughly  under 
the  following  categories: 

1.  Allergic  manifestations  — such  as  urti- 
caria, “serum  sickness”  type  of  joint 
pains,  anaphylactic  shock,  “id”  reactions, 
etc.  These  are  seen  most  commonly  fol- 
lowing the  use  of  penicillin,  but  may 
occur  following  any  of  the  antibiotics. 

2.  Dislocation  of  the  normal  bacterial  flora 
of  the  body  resulting  in  increased  path- 
ogenicity of  species  otherwise  of  no  clin- 
ical importance.  Such  changes  occur 
most  commonly  during  prolonged  use  of 
the  tetracyclines. 
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3.  Physiologic  disturbances,  such  as  nausea, 
vomiting,  diarrhea  which  are  usually  re- 
versible. Practically  all  of  the  anti- 
biotics administered  orally  may  induce 
such  reactions. 

4.  Structural  toxic  effects,  often  irrever- 
sible and  progressive,  on  certain  tissues 
such  as  bone  marrow,  8th  nerve  and  the 
kidneys.  Suppression  of  hematopoiesis 
by  chloramphenicol  is  an  example. 

PENICILLIN 

Probably  because  it  has  been  used  longer 
and  more  widely  then  any  other  antibiotic, 
reactions  to  penicillin  are  observed  more  fre- 
quently then  to  any  of  the  others. 
Sensixivity  manifestations  of  one  kind  or  an- 
other constitute  the  bulk  of  the  reactions  to 
penicillin.  These  are  least  common  when  the 
drug  is  administered  orally,  more  common 
with  parenteral  administration  and  increas- 
ing in  frequency  the  longer  the  drug  injected 
remains  in  the  tissues.  That  is,  reactions 
occur  more  commonly  with  procaine  peni- 
cillin G given  parenterally  than  with  aqueous 
penicillin  G.  The  longer  acting  forms  such 
as  hydriodide  of  diethylamiamethyl  ester  of 
penicillin  G (Neopenil)  and  benzathine  peni- 
cillin (Bicillin)  G result  in  more  reactions 


PREVENTION  OF  ANAPHYLACTIC 
REACTIONS 

1.  Parenteral  administration  contra-indicated 
if  history  of: 

a.  Previous  allergic  reactions  to  penicil- 
lin. 

b.  Proceed  cautiously  if  history  of  asthma, 
hay  fever,  urticaria. 

2.  Always  have  epinephrine  (aqueous  solution 
1:1000)  at  hand  when  giving  penicillin  in- 
jections to  anyone. 

3.  For  persons  suspected  of  being  hyper- 
reactors: 

a.  Intradermal  skin  tests. 

(0.02  ml  of  solution  of  100  units  per  ml.) 
Proceed  with  great  caution  if  test  is 
positive.  Negative  test  no  guarantee  of 
lack  of  sensitivity. 

b.  Premedicate  with  benadryl  and  epine- 
phrin  in  oil. 

c.  Give  a small  preliminary  dose  I.M.  into 
the  arm.  If  no  reaction  follow  with 
larger  dose  into  an  area  already  infil- 
trated with  aqueous  solution  of  epine- 
phrin. 


than  procaine  penicillin  (2,  3,  4).  Penicillin 
applied  directly  to  the  nasal,  oral  or  optic 
mucous  membranes  or  skin  very  frequently 
causes  reactions.  In  our  own  experience  the 
incidence  of  definite  reactions  in  the  skin  and 
oral  mucous  membrane  to  the  inhalation  of 
penicillin  powder  was  6 per  cent  (5). 

Urticaria  is  by  all  odds  the  most  frequent 
allergic  phenomenon  encountered.  This  may 
appear  in  all  degrees  from  a few  small  hives 
about  the  injection  site  to  severe  generalized 
eruptions  and  angioneurotic  edema.  Most 
often  the  eruption  occurs  several  days  after 
starting  penicillin  but  if  it  develops  within  a 
few  minutes  of  the  injection  immediate  steps 
must  be  taken  as  it  may  be  the  precursor 
of  anaphylactic  shock.  Joint  pains  similar  in 
all  respects  to  those  encountered  with  horse 
serum  reactions  may  accompany  the  urti- 
caria, occurring  most  characteristically  when 
the  reaction  is  delayed  several  days. 

Other  rashes  not  necessarily  hive  like  in 
appearance  or  accompanied  by  itching  may 
occur.  We  have  observed  diffuse  evanescent 
erythema  involving  the  face  alone  and  at 
times  the  whole  body  appearing  during  the 
administration  of  very  large  doses  of  peni- 
cillin intravenously  for  subacute  bacterial 


TREATMENT  OF  ANAPHYLACTIC 
SHOCK 

1.  Tourniquet  applied  above  the  injection  site 
— if  penicillin  was  given  in  the  arm. 

2.  Epinephrin  (0.3  ml.  (1:1000  aq.  sol.))  into 
the  injection  site  and  0.3  mil.  into  the  op- 
posite arm  (adult  dose).  May  repeat  in  5 
to  10  minutes. 

3.  Benadryl  25  mg.  I.V.  or  50  mg.  I.M. 

4.  Oxygen  by  inhalation. 

5.  ACTH  — 25  mg.  in  200  ml.  physiological 
saline  — I.V. 

6.  To  restore  blood  pressure  from  shock 
levels: 

Plasma  or  blood  — I.V. 

Norepinephrin  — 4 ml.  ampul  in  1000 
ml.  of  physiological  solution  of  NaCl 

— I.V. 

7.  For  pulmonary  edema: 

Aminophyllin  — 0.25  gm.  slowly  I.V. 
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endocarditis  and  disappearing  spontaneously. 
Often  more  or  less  generalized  erythema 
multiforme  like  lesions  which  may  event- 
ually have  much  the  appearance  of  measles 
develop  between  the  seventh  and  11th  day 
after  therapy  is  started,  the  so-called  “ery- 
thema of  the  ninth  day”  described  by  Rosten- 
berg  (6).  “Id”  reactions  characterized  by 
acute  erythematovesicular  and  weeping 
eczematoid  lesions  in  the  sites  previously  in- 
volved with  epidermophyton  infections  are 
fairly  common.  Most  persons  think  there  is 
some  cross  sensitivity  between  fungi  of  the 
trychopyton  genus  and  penicillium,  though 
Mosko  and  his  associates  (7)  were  unable  to 
prove  this  common  antigenicity  with  skin 
tests.  The  Arthus  phenomenom  in  which 
sterile  necrosis  occurs  at  the  site  of  re-injec- 
tion  in  a patient  previously  sensitized  to 
penicillin  is  very  rare  and  has  been  observed 
only  once  by  us,  but  it  is  a good  rule  to  avoid 
re-injection  into  areas  where  severe  uriti- 
carial  eruptions  have  occurred  even  if  the 
precautions  to  be  described'subsequently  are 
taken. 

Reports  of  severe  anaphylactic  shock  from 
penicillin  administration  have  been  more  and 
more  frequent.  In  an  investigation  of  the  ex- 
perience in  95  hospitals  having  a total  of  51,- 
000  beds,  Welch,  et  al  (4)  discovered  63  acute 
anaphylactoid  reactions  during  a two  year 
period,  20  of  which  were  fatal.  This  is  an  ex- 
tremely small  incidence  considering  the  total 
number  of  penicillin  injections  that  have 
been  given  but  they  constitute  an  ever  pres- 
ent threat  and  certain  precautions  always 
should  be  taken.  A patient  about  to  receive 
the  drug  should  always  be  questioned  about 
his  previous  experience  with  it.  Side  re- 
actions occur  in  approximately  1.0  per  cent 
of  persons  who  have  never  had  penicillin 
before.  The  percentage  is  1.5  to  2.0  per  cent 
in  those  who  have  had  one  previous  exper- 
ience and  is  nearly  doubled  again  in  those 
receiving  the  drug  for  the  third  time  (2,  8). 
While  many  patients  who  have  had  a mild 
sensitivity  reaction  to  one  course  of  therapy 
may  take  another  without  difficulty  the 
chances  of  a severe  reaction,  including  ana- 
phylactic shock,  are  so  great  that  further 
penicillin  dosage  should  be  avoided  com- 
pletely unless  the  need  is  felt  to  be  so  urgent 
that  a grave  risk  is  warranted.  It  is  equally 
hazardous  to  give  penicillin  to  allergic  in- 
dividuals with  a history  of  severe  hay  fever, 


repeated  urticaria  or  asthma  regardless  of 
whether  they  have  ever  received  the  drug 
before  or  not.  In  the  anaphylactic  shock 
series  cited  by  Welch  (4)  26  were  known  to 
be  severe  allergic  reactors  to  other  antigens, 
though  they  had  not  received  penicillin  be- 
fore. 

Physicians  and  nurses  administering  peni- 
cillin to  anyone  should  always  be  equipped 
to  inject  epinephrin  (1:1000  aqueous  solution) 
quickly  should  the  need  arise.  Before  giving 
it  to  persons  with  known  hypersenitivity  cer- 
tain other  precautions  are  advisable.  A skin 
test  in  which  0.2  cc.  of  a solution  containing 
100  units  per  ml.  is  injected  intradermally 
and  observed  for  20  minutes.  If  a wheal 
appears  during  the  test  period  one  should 
proceed  with  exceptional  caution,  although  a 
negative  skin  test  is  by  no  means  a guarantee 
that  no  reaction  will  occur.  In  such  cases 
a dose  of  cortisone  or  ACTH  proceeding  the 
injection  is  a good  precaution  and  the  in- 
jection of  epinephrine  (0.3  cc  of  the  1:1000 
aqueous  solution)  into  the  site  subsequently 
to  receive  the  penicillin  prevents  rapid  ab- 
sorption by  its  vasooonstricting  properties. 
Bell  and  bis  associates  (9)  on  the  basis  of  ex- 
periments on  cats  and  studies  of  persons  who 
had  severe  penicillin  reactions  think  multiple 
small  pulmonary  emboli  often  occur  after  in- 
advertent intravenous  injections  of  penicil- 
lin, especially  the  depot  types.  To  avoid  this 
unfortunate  circumstance  they  advocate  in- 
troducing the  injecting  needle  into  the  pa- 
tient’s buttock  without  the  syringe  attached. 
If  no  blood  issues  from  the  needle  it  is 
thought  that  a vein  has  not  been  entered  and 
the  penicillin  may  then  be  safely  introduced. 

A further  precaution  in  treating  persons 
known  to  have  had  reactions  to  penicillin  be- 
fore is  to  substitute  penicillin  0 - now  avail- 
able in  both  aqueous  and  procaine  forms  — 
for  penicillin  G if  further  medication  with 
the  drug  is  required.  Since  cross  antigenicity 
is  thought  by  some  persons  to  exist  it  is  best 
to  take  the  precautions  just  outlined  any- 
way. However,  in  our  own  experience  peni- 
cillin 0 has  repeatedly  been  given  to  persons 
having  had  reactions  with  penicillin  G and, 
aside  from  one  or  two  hives  in  one  patient,  no 
untoward  reactions  have  resulted. 

Should  anaphylactic  shock  occur,  as  it  may 
do  even  after  oral  or  topical  administration 
(4,  10),  it  will  be  manifested  by  the  abrupt 
occurrence  of  different  combinations  of  the 
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following  symptoms  — sudden  feeling  of  ap- 
prehension, angio-neurotic  edema,  flushing 
of  the  face,  severe  dyspnea  often  accom- 
panied by  asthmatic  wheezing,  cramping 
lower  abdominal  pain,  severe  drop  in  blood 
pressure,  coma.  If  the  antibiotic  has  been 
introduced  into  the  arm  a tourniquet  should 
be  applied  above  the  injection  site  and  0.3  cc. 
of  epinephrine  injected  in  the  area  contain- 
ing the  drug  to  slow  up  systemic  dissemina- 
tion. Oxygen  should  be  started  and  Benadryl 
25  mg.  given  intramuscularly  or  intraven- 
ously. If  there  is  pulmonary  edema  araino- 
phyllin  0.25  gm.  intravenously  may  be  very 
helpful.  Should  the  blood  pressure  remain 
at  shock  levels  a fairly  rapid  transfusion  of 
blood  or  plasma  should  be  instituted  and  a 
pressor  drug  such  as  Neosynephrin  or  Nor- 
epinephrin  (4  mg.  in  500  cc.  of  physiologic 
solution  of  sodium  chloride)  may  be  started 
in  the  vein  of  the  opposite  arm.  Lastly  it  is 
to  be  emphasized  that  the  need  for  these 
heroic  measures  often  can  be  avoided  if  the 
need  for  penicillin  administration  is  carefully 
weighed.  It  is  clearly  the  drug  of  choice  in 
infections  due  to  group  A hemolytic  strep- 
tococci, pneumococei  and  gonococci  and  in 
subacute  bacterial  endocarditis  and  syphilis. 
However,  there  are  few  clinical  situations  in 
which  fairly  effective  antibiotic  substitutions 
cannot  be  made.  In  the  group  of  patients 
known  to  be  questionable  risks  the  drug 
usually  can  and  should  be  avoided  altogether. 

In  rare  instances  convulsions  and  peri- 
pheral nerve  lesions  have  been  reported  in 
patients  who  have  received  enormous  doses 
of  penicillin  intramuscularly  (11)  and  occas- 
ionally in  those  in  whom  it  was  administered 
intratheoally  (12).  In  our  own  experience 
there  have  been  no  ill  effects  when  doses  of 
crystallin  penicillin  no  larger  than  10,000 
units  well  diluted  in  saline  were  given  intra- 
theoally. 

Black  tongue  and  eruptions  at  the  corners 
of  the  lips  and  face  are  frequent  in  persons 
being  treated  with  penicillin  lozenges  or  by 
inhalation.  Washing  the  face  after  each  in- 
halation aids  in  avoiding  contact  dermatitis 
of  the  latter  type.  “Black  tongue”  usually 
subsides  within  a few  days  after  discontin- 
uing penicillin  lozenges  or  tablets  held  in  the 
mouth  too  long  before  swallowing. 

Serious  dislocations  of  the  bacterial  flora 
of  various  areas  of  the  body  following  pro- 


longed penicillin  administration  occur  much 
less  frequently  than  with  tetracycline  ther- 
apy, but  our  own  studies  have  shown  that  as 
hemolytic  streptococci  are  eliminated  from 
the  throat  gram  negative  rods  increase 
sharply. 

TETRACYCLINES 

The  tetracyclines  — chlortetracycline 
(Aureomycin),  oxytetracycline  (Terramycin) 
and  tetracycline  (Achromycin,  Tetracyn,  etc.) 
will  be  discussed  together  because  reactions 
to  them  are  quite  similar,  usually  differing 
only  in  degree. 

Nausea  and  vomiting,  which  in  the  early 
use  of  chlortetracycline  and  oxytetracycline 
so  often  proved  to  be  a serious  problem, 
occur  much  less  frequently  now.  The  in- 
cidence is  only  in  5 to  10  per  cent  of  cases. 
This  is  because  both  products  are  much  bet- 
ter refined  than  in  the  past  and  the  tendency 
at  present  is  to  use  them  in  smaller  doses 
than  before.  Tetracycline  undoubtedly  pro- 
duces less  disturbance  than  either,  though  it, 
too,  can  on  occasion  cause  nausea,  vomiting 
and  diarrhea  which  is  not  on  the  basis  of 
change  in  the  intestinal  flora,  but  a direct, 
rapid  quickly  reversible  effect  in  the  gastro 
intestinal  tract. 

By  all  odds  the  most  serious  ill  effects  from 
administration  of  the  tetracyclines  arise  from 
changes  in  the  bacterial  flora  which  pro-  j 
longed  dosage  with  any  of  them  may  pro-  i 
voke.  It  has  repeatedly  been  shown  that  B. 
proteus.  Staphylococci,  Streptococci  and 
Candida  albicans  increase  greatly  in  the  in- 
testinal contents  when  chlortetracycline  and  I 
oxytetracycline  are  given  in  therapeutic  dos-  I 
age  for  a week  or  more  (13,  14,  15,  16  & 17). 
While  it  has  not  been  proved  with  certainty 
that  streptococci  and  C.  albicans  produce  a 
diarrhea  it  is  certain  that  the  yeast  infec- 
tion does  result  in  severe  anal  and  vulval 
irritations.  In  our  own  experience  a shift  of 
the  intestinal  flora  to  a predominance  of  B. 
proteus  is  most  commonly  associated  with  the 
intractable  diarrhea  that  follows  tetracycline 
administration.  It  is  best  terminated  by  giv- 
ing Neomycin  in  full  doses  (1.0  gm.  every 
four  hours)  to  adults.  Sometimes  the  presence 
of  staphylococci  may  be  detected  only  by 
streaking  out  fecal  m'aterial  on  blood  agar 
plates  containing  1%  phenylythel  alcohol  (18) 
to  inhibit  the  growth  of  gram  negative  rods 
although  they  may  be  present  in  sufficient 
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numbers  to  appear  on  ordinary  blood  agar. 
Bearing  and  others  (18)  have  reported  pseu- 
domembranous enterocolitis  due  to  path- 
ogenic staphylococci,  some  oases  of  which 
have  terminated  fatally.  Such  serious  staphy- 
lococcus infections  fortunately  occur  in  only 
a small  proportion  of  patients  receiving  tet- 
racycline drugs  although  the  content  of  the 
micro-organisms  listed  above  does  increase  in 
nearly  all  instances  of  prolonged  tetracycline 
administration.  Finland,  Grigsby  and  Haight 
(19)  report  that  serious  staphylococcus  diar- 
rhea occurred  much  more  frequently  as  a 
sequel  of  oxytetracycline  administration  than 
after  the  use  of  chlortetracycline.  In  this 
series  520  patients  with  a variety  of  infec- 
tions, but  mostly  respiratory  or  urinary,  were 
treated  with  either  chlortetracycline  or  oxy- 
tetracycline in  doses  usually  of  250  mg.  every 
four  or  six  hours.  The  two  groups  were  of 
approximately  the  same  size.  Nausea  or 
vomiting  occurred  soon  after  therapy  was 
started  in  6.7  per  cent  of  the  chlortetracycline 
group  and  10.2  per  cent  of  the  oxytetracycline 
group.  Severe  diarrhea  developed  in  9.5  per 
cent  of  the  chlortetracycline  group  and  of 
these  patients  four  of  the  27  had  coagulase 
positive  staphylococci  in  their  stools.  In  the 
oxytetracycline  group  18.6  per  cent  developed 
diarrhea  and  among  these  22  of  the  38  pa- 
tients were  found  to  have  coagulase  positive 
staphylococci  in  stool  cultures.  Two  of  the 
latter  group  of  patients  died. 

Diarrhea  following  the  prolonged  use  of 
tetracycline  drugs  will  usually  subside  with- 
in a few  days  after  these  antibiotics  are 
stopped.  However,  if  it  fails  to  clear  up  spon- 
taneously the  best  treatment  usually  is  ery- 
thromycin in  full  doses  or  a combination  of 
this  drug  with  neomycin.  Choice  of  the 
proper  drug  should  be  made  on  the  basis  of 
sensitivity  tests. 

Tetracyclines  used  longer  than  a week  to 
treat  mixed  infections  of  the  respiratory 
tract,  particularly  in  elderly  persons  or  those 
with  advanced  pulmonary  lesions  such  as 
cancer,  brondhiectasis  and  lung  abscess  may 
promote  the  growth  of  all  of  the  bacterial 
species  mentioned  above  plus  Ps.  aeruginosa, 
Kl.  pneumoniae,  cryptoooccus  and  aspergil- 
losus.  In  the  series  of  Barach,  Bickerman  and 
Beck  (2)  and  that  of  Yow  (21)  several  deaths 
attributable  to  blood  stream  invasion  with 
one  or  another  of  these  micro-organisms  fol- 


lowed the  use  of  chlortetracycline  or  oxyte- 
tracycline over  long  periods.  Fatalities  fol- 
lowing such  infections  again  are  rare,  but  a 
striking  shift  in  the  respiratory  flora  to  a pre- 
dominance especially  of  B.  proteus,  Kl.  pneu- 
moniae and  Ps.  aeruginosa  is  a common  ex- 
perience. 

It  is  a good  rule  to  discontinue  the  use  of 
any  of  the  broad  spectrum  antibiotics  after  a 
week  of  therapy.  At  this  time,  if  continued 
therapy  is  required  a switch  to  one  of  the 
other  antibacterial  agents  usually  can  be 
made.  Often  Gantrisin  or  Furadantin  ad- 
ministered along  with  the  tetracycline  drug 
will  inhibit  the  growth  of  B.  proteus. 

Since  the  development  of  preparations  of 
chlortetracycline  for  intravenous  use  and  of 
oxytetracycline  and  tetracycline  for  both  in- 
travenous and  intramuscular  injection  these 
drugs  are  used  more  and  more  frequently  by 
the  parenteral  routes.  This  is  a great  ad- 
vantage in  treating  patients  unable  to  take 
the  drugs  by  mouth  but  in  using  chlortetra- 
cycline it  must  be  remembered  that  if  the 
drug  dissolved  in  the  leucine  diluent  gets 
into  the  wall  of  a vein  it  often  produces 
severe  irritation  and  may  result  in  throm- 
bophlebitis. Also,  as  first  shown  by  Lepper, 
Dowling  and  their  associates,  and  coinfirmed 
by  others  (22,  23),  doses  of  chlortetracycline 
greater  than  40  mg.  per  kg.  per  day  in  persons 
with  previously  normal  livers  or  smaller 
doses  in  persons  with  previously  damaged 
livers  may  produce  irreversible  progressive 
hepatic  injury.  The  exact  mechanism  of  in- 
terference with  liver  function  is  not  com- 
pletely understood.  However,  the  appearance 
of  hyperbilirubinemia,  with  jaundice  in 
a number  of  the  patients;  increase  in 
bromsulphthalein  retention  in  the  blood  (22, 
23,  24,  25),  development  of  a negative  nitrogen 
balance  and  fatty  changes  in  the  liver  as 
demonstrated  by  biopsy  are  well  documented. 
These  changes  have  been  induced  by  doses  of 
1.0  gm.  of  chlortetracycline  daily  intraven- 
ously. Fortunately  they  are  usually  reversible 
if  the  drug  is  discontinued  as  soon  as  adverse 
effects  upon  the  liver  are  discovered.  While 
hepato-toxicity  with  chlortetracycline  ad- 
ministered orally  can  occur  it  is  extremely 
rare.  Hence  a good  rule  is  to  avoid  the  use 
of  the  drug  by  either  route  if  there  is  any 
evidence  of  hepatic  damage  before  therapy 
is  started.  If  chlortetracycline  appears  to  be 
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urgently  needed  in  patients  who  cannot  tol- 
erate it  by  mouth  the  total  intravenous  daily 
dose  should  not  exceed  1.0  gm.  daily  for 
adults.  Liver  function  tests,  particularly 
bromsulpihthalein  retention  and  quantitative 
Vanden  Bergh  should  be  frequently  repeated, 
during  the  course  of  therapy  and  the  drug 
discontinued  at  once  if  signs  of  toxicity 
occur. 

The  other  tetracyclines  do  not  appear  to 
have  this  hepato-toxic  effect,  but  Bateman 
and  her  associates  (11)  showed  that  oxytetra- 
cycline  in  doses  of  2.0  gm.  or  more  per  day 
administered  intravenously  produced  severe 
renal  damage  in  a group  of  seriously  debili- 
tated patients  with  advanced  cancer.  While 
intravenous  doses  of  these  drugs  of  the  mag- 
nitude required  to  cause  the  hepatic  and 
renal  injury  just  noted  are  seldom  necessary 
the  possible  disastrous  results  of  over-dosage 
should  be  kept  in  mind. 

While  interference  of  any  of  the  tetra- 
cyclines with  penicillin  action  is  always  a 
possibility  on  the  basis  of  in  vitro  and  animal 
experiments  (26)  most  workers  with  wide  ex- 
perience in  infectious  diseases  believe  there 
is  very  little  practical  difficulty  in  this  re- 
gard provided  full  dosage  of  the  tetracycline 
drug  is  used  along  with  penicillin.  Certainly 
the  combined  use  of  penicillin  and  chlor- 
tetracycline  in  subacute  bacterial  endocar- 
ditis has  frequently  effected  a cure  when 
penicillin  alone  was  not  holding  the  infection 
in  check. 

CHLORAMPHENICOL 

Shortly  after  its  release  for  distribution  in 
July  1949  Chloramphenicol  enjoyed  extremely 
wide  use  because  of  its  wide  range  of  anti- 
microbial usefulness  and  the  infrequency  of 
side  effects  such  as  nausea  and  vomiting,  at 
that  time  so  common  with  chlortetracycline. 
However,  by  1951  many  reports  of  severe  ap- 
lastic anemia,  pancytopenia  and  severe 
granulocytopenia  associated  with  its  use  were 
appearing  in  the  medical  literature.  It  be- 
came apparent  that  such  reactions  were  oc- 
curring more  frequently  during  its  adminis- 
tration than  with  lany  other  antibiotic  then  in 
common  use.  They  are  thought  now  to  be 
due  to  the  presence  in  its  structure  of  a nitro- 
benzene ring. 

In  1952  Lewis,  Putnan,  Hendricks,  Kerlan 
and  Welch  (27)  were  commissioned  by  the 
U.  S.  Public  Health  Service  to  investigate  this 


problem.  In  a survey  of  a selected  group  of 
hospitals  they  discovered  539  cases  of  severe 
bone  marrow  depression  associated  with  drug 
administration.  In  37  per  cent  of  these  oases 
chloramphenicol  was  used  but  in  the  major- 
ity of  such  instances  it  was  in  conjunction 
with  the  use  of  other  drugs.  Chloramphen- 
icol alone  was  incriminated  in  55  instances, 
approximately  10  per  cent  of  the  total.  While 
this  figure  is  extremely  low  in  comparison  to 
the  thousands  of  people  who  had  received 
the  drug  the  incidence  of  severe  bone  marrow 
depression  was  high  enough  to  be  significant. 
Chloramphenicol  is  seldom  used  now  against 
infections  in  which  some  other  antibiotic  ap- 
pears to  be  equally  effective. 

All  evidence  points  to  the  fact  that  it  is 
still  the  drug  of  choice  in  typhoid  fever  and 
other  salmonella  infections.  Occasionally, 
also,  titration  tests  will  show  it  is  more  effec- 
tive than  other  agents  against  certain  strains 
of  staphylococci,  probably  because  these 
strains  of  staphylococci  have  not  been  ex- 
posed to  it  before  and  thus  have  not  gained 
resistance  to  it. 

The  toxic  effects  of  chloramphenicol  should 
not  deter  one  from  its  use  when  the  infection 
being  treated  belongs  in  the  group  against 
which  it  is  clearly  superior.  However,  the 
hesitancy  now  felt  in  using  it  only  under  ex- 
ceptional circumstances  is  probably  justified. 
It  should  never  be  given  to  persons  who  have 
or  have  had  evidences  of  bone  marrow  de- 
pression. When  used  over  long  periods  a 
close  check  on  the  blood  count  is  obviously 
in  order.  Reactions  of  chloramphenicol  other 
than  those  in  the  hematopoietic  system  are 
practically  negligible.  What  has  been  said 
regarding  interference  by  the  tetracyclines 
with  penicillin  action  applies  equally  to  chlor- 
amphenicol. 

STREPTOMYCIN  AND 
DIHYDROSTREPTOMYCIN 

As  with  chlortetracycline,  refinements  in 
purification  have  eliminated  many  of  the 
toxic  factors  of  streptomycin.  Renal  damage 
from  streptomycin  is  now  extremely  rare, 
but  it  probably  is  still  wise  in  treating  per- 
sons with  chronic  pyelonephritis  with  this 
drug  to  keep  the  urine  alkaline. 

Also  much  of  the  neurotoxicity  has  been 
eliminated.  When  it  became  apparent  that 
dihydrostreptomycin  caused  much  less  tin- 
nitus and  dizziness  than  streptomycin  used 
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in  comparable  doses  most  physicians  switched 
to  'the  former  drug  almost  completely.  Now 
it  has  been  demonstrated  by  Heck  and  Hin- 
shaw  (28)  and  others  that  loss  of  hearing  is 
more  common  with  dihydrostreptomycin 
than  with  the  parent  drug.  The  discovery 
that  sharp  reduction  in  the  size  of  strepto- 
mycin dosage  can  be  made  with  very  little 
reduction  of  clinical  effectiveness,  has  re- 
duced both  types  of  eighth  nerve  involve- 
ment a great  deal.  Further  reduction  has 
been  accomplished  by  use  of  a mixture  of 
equal  parts  of  streptomycin  and  dihydro- 
streptomycin, the  dose  of  the  mixture  being 
the  same  as  that  formerly  used  for  either  of 
the  components.  When  doses  not  exceeding 
0.5  gm.  per  day  are  administered  practically 
no  adverse  effect  on  the  eighth  nerve  is 
noted.  When  streptomycin  or  dihydrostrepto- 
mycin are  used  alone  or  in  combination  with 
each  other  this  dose  is  seldom  exceeded,  but 
often  inadvertently  total  doses  of  one  of  the 
streptomycin  preparations  of  1.0  gm.  to  1.5 
gm.  daily  are  given  over  long  periods  in  peni- 
cillin-streptomycin mixtures. 

These  mixtures  have  the  advantage  of  re- 
quiring only  a single  injection  for  their  ad- 
ministration but  when  used  carelessly  or 
continued  too  long  they  may  cause  strepto- 
mycin intoxication.  The  introduction  of  these 
and  other  combinations  of  antibacterial 
agents  put  up  in  the  same  vial  is  to  be  de- 
plored because  it  promotes  a dependence  on 
the  manufacturer  for  establishment  of  the 
proper  dosage  for  each  ingredient,  a pre- 
rogative which  should  be  retained  by  the 
physician. 

Contact  dermatitis  often  develops  in  per- 
sons handling  streptomycin  and  those  using 
aerosols  containing  the  drug.  It  can  be 
avoided  in  susceptible  nurses  and  doctors  by 
the  use  of  mbber  gloves  when  handling  the 
drug  and  in  patients  by  washing  off  the  skin 
quickly  when  the  drug  gains  access  to  it. 

The  final  point  to  be  remembered  about 
streptomycin  is  that  bacterial  resistance 
against  it  develops  more  quickly  then  against 
any  other  antibiotic.  Almost  always  it  should 
be  used  in  combination  with  other  antibac- 
terial agents. 

POLYMYXIN  B 

Polymyxin  B has  practically  no  side  effects 
when  ingested  orally  but  intramuscular  in- 
jection is  so  irritating  that  we  make  a prac- 


tice of  injecting  1.0  ml.  of  one  per  cent  pro- 
caine with  it  to  offset  this  effect.  No  instan- 
ces of  necrosis  at  the  injection  site  have  been 
observed.  However,  parenteral  use  of  even 
the  newer  more  highly  refined  preparation 
often  causes  renal  damage  and  occasionally 
dizziness,  paresthesias  about  the  mouth  and 
face,  unsteadiness  of  gait  and  diplopia.  The 
only  field  of  usefulness  for  which  polymyxin 
B seems  clearly  superior  to  other  antibiotics 
is  in  Ps.  aeruginosa  infections.  In  blood 
stream  infections  due  to  this  micro-organisms 
it  probably  should  be  used  in  full  doses  (50 
mg.  every  six  hours  for  adults)  even  if  re- 
actions develop,  for  they  are  usually  rever- 
sible. Intrathecally  the  dose  should  never 
exceed  5.0  mg.,  well  diluted. 

NEOMYCIN 

It  is  unfortunate,  indeed,  that  neomycin  is 
toxic  by  the  parenteral  route  because  it  has, 
in  our  experience,  the  widest  range  of  bac- 
teriostatic effect  of  any  antibiotic  now  avail- 
able. It  suppresses  growth  of  all  the  common 
inhabitants  of  the  gastro-intestinal  tract  ex- 
cept Clostridia  and  yeasts.  It  is  especially 
valuable  for  its  effect  on  staphylococci  and 
B.  proteus,  the  micro-organisms  which  so 
often  flourish  to  the  detriment  of  the  host 
during  administration  of  the  tetracyclines. 
Effects  of  parenteral  injection  include  renal 
tubular  damage,  eighth  nerve  involvement, 
drug  fever  and  paresthesias  of  the  extrem- 
ities. When  given  parenterally  in  doses  up  to 

1.0  gm.  daily  such  effects  may  occur  in  a high 
percentage  of  patients  but  are  usually  re- 
versible on  withdrawal  of  the  drug. 

We  have  repeatedly  administered  orally 

4.0  gm.  daily  in  patients  with  intestinal  in- 
fections or  those  being  prepared  for  gastro- 
intestinal surgery  with  no  untoward  effects, 
except  occasional  instances  of  nausea. 

BACITRACIN 

Bacitracin  is  seldom  used  parenterally  ex- 
cept for  staphylococcus  septicemia  and  other 
severe  staphylococcus  infections  because  of 
its  nephrotoxic  potentialities.  When  the  need 
is  quite  urgent  it  can  be  used  in  doses  total- 
ling a maximum  of  80,000  units  in  24  hours 
provided  a day  by  day  check  on  the  urine 
for  albumin,  casts  and  red  blood  cells  and  a 
check  on  the  blood  chemistry  is  made.  If 
urinary  signs  of  renal  damage  occur  or  azot- 
emia is  discovered  the  drug  should  be  stopped 
unless  the  need  for  its  use  is  extremely  ur- 
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gent.  The  reactions  are  usually  reversible. 

There  is  considerable  local  irritation  from 
its  parenteral  introduction  but  as  a surface 
local  application  it  usually  is  quite  innocuous. 
Contact  dermatitis  is  much  less  frequent  from 
it  then  from  penicillin  or  streptomycin.  It 
usually  is  quite  harmless  when  ingested 
orally  also.  Since  it  is  effective  against  Clos- 
tridia it  often  is  used  in  combination  with 
neomycin  in  prophylaxis  prior  to  gastro- 
intestinal surgery.  It  can  be  used  orally  in 
doses  up  to  120,000  units  daily  with  safety. 

ERYTHROMYCIN  AND  CARBOMYCIN 

These  two  antibiotics  are  grouped  together 
because  the  indications  for  their  administra- 
tion are  practically  identical  and  because 
both  are  relatively  innocuous  when  given 
either  orally  or  parenterally.  In  doses  of  even 
200  mg  every  four  hours  nausea  and  vomiting 
may  result  but  not  as  commonly  as  with  400 
mg.  units  every  four  hours  — the  usual  dose. 
Aside  from  nausea  and  vomiting  in  a rela- 
tively small!  proportion  of  cases,  probably  not 
more  than  10  per  cent,  these  are  harmless 
drugs. 

CONCLUSION 

It  has  been  pointed  out  that  all  of  the  anti- 
biotics now  in  common  use  may  have  dele- 
terious side  effects  which  are  potentially 
more  dangerous  than  the  condition  for  which 
antibiotic  is  being  administered.  The  most 


serious  of  these  effects  are  sensitivity  re- 
actions to  penicillin  which  may  reach  the 
proportion  of  severe  angioneurotic  edema  or 
anaphylactic  shock;  severe  gastro-enteritis 
or  blood  stream  invasions  due  to  enhanced 
virulence  of  microorganisms  present  in  the 
gastro-intestinal  or  respiratory  tract  which 
are  not  sensitive  to  the  antibiotic  agent  being 
used;  and  direct  toxic  effects  on  hemato- 
poietic tissues  by  chloramphenicol.  Knowl- 
edge of  these  side  effects  should  not  deter  one 
from  the  use  of  any  of  the  antibiotics  discus- 
sed if  the  need  is  proven  and  urgent.  How- 
ever, the  practice  of  injecting  penicillin  and 
often  streptomycin  into  every  patient  with  a 
mild  respiratory  disease  without  determining 
by  cultures  and  blood  count  that  there  is  an 
indication  for  the  drug  is  to  be  deplored. 

Inquiry  as  to  whether  previous  reactions  to 
penicillin  administration  have  occurred  and 
as  to  other  allergic  conditions  such  as  asthma, 
hay  fever  and  urticaria  should  always  be 
made;  so  that  proper  precautions  may  be 
taken. 

Suggestions  for  the  treatment  of  the  side- 
effects  of  most  antibiotics  have  been  made. 
However,  the  best  way  to  avoid  serious  re- 
actions is  to  anticipate  them  and  avoid  the 
use  of  antibiotics — especially  penicillin — un- 
less the  need  for  them  is  quite  clear. 

* Due  to  shortage  of  space  the  bibliography  will  be 

found  in  the  reprints  of  the  above  paper. 


VALERIAN  V.  "VAL"  KOBZA,  M.D. 

1914-1955 

Doctor  Valerian  V.  “Val”  Kobza  died  at  the  age  of  41,  at  St.  John’s  Hospital,  Rapid  City,  from  a coronary 
occlusion,  December  16,  1955,  at  1:15  A.M. 

Born  in  Ulysses,  Nebraska,  July  27,  1914,  Doctor  Kobza’s  education,  training  and  military  service  were 
as  follows: 

Pre-med,  St.  Procopius  College,  Lisle,  Illinois,  1937-1940; 

B.S.M.,  Creighton  University,  Omaha,  1942; 

M.D.,  Creighton  University  School  of  Medicine,  1943; 

Internship,  Creighton  Memorial  St.  Joseph’s  Hospiaal, 

January  1944  to  September  1944; 

Residency,  Ob-GYN,  Creighton  Memorial  St.  Joseph’s  Hospital,  September  1944  to  July  1945; 

U.  S.  Navy,  July  1945  to  July  1946.  Medical  Officer  at  Oakland  Naval  Hospital  and  Senior  Medical 
Officer  aboard  an  auxilliary  vessel  for  four  months  and  Medical  Officer  with  a destroyer  group  for 
five  months  amd  was  associated  in  obstetrics  and  gynecology  with  Drs.  Maurice  E.  and  John  J.  Grier 
of  Omaha,  Nebraska,  from  August  1946  to  May  1,  1948. 

He  was  appointed  to  the  staff  of  the  Rapid  City  Medical  Center  on  May  1,  1948,  and  became  a partner 
in  the  Rapid  City  Medical  Center,  March  1,  1951. 

Medical  memberships  included  the  Rapid  City  Medical  Society,  Black  Hills  District  Medical  Society, 
South  Dakota  State  Medical  Association,  American  Medical  Association  and  the  American  Academy  of  Ob- 
stetrics and  Gynecology. 

At  the  time  of  his  death,  Dr.  Kobza  was  chief  of  Ob-Gyn  service  at  St.  John’s  McNamara  Hospital 
and  Bennett-Clarkson  Memorial  Hospital  in  Rapid  City. 

Immediate  survivors  are  his  widow,  Mae  Beth,  three  sons  and  three  daughters  ranging  in  age  from  15 
months  to  10  years. 
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SOME  MEDICAL  AND  SURGICAL  TIPS 
by 

R.  B.  Robins,  M.D.* 

Camden,  Arkansas 


Because  of  the  steady  advance  of  medicine, 
there  is  an  ever  constant  change  in  concepts 
regarding  the  etiology  of  disease,  therapeutic 
methods,  operative  procedures  and  technics, 
medical  and  surgical  diagnoses,  other  scien- 
tific research  and  developments,  public  re- 
lations, and  hospital  costs  and  dynamics. 

It  is  the  author’s  purpose  to  present  sixteen 
separate,  selected  subjects,  evaluated  by  per- 
sonal experience  and  observation,  and  the 
published  views  of  other  authors.  Each  is  the 
subject  of  some  controversial  opinions  or 
constantly  changing  ideas  in  the  minds  of 
medical  men.  Each  could,  of  course,  very 
well  serve  as  the  basis  for  an  entire  article. 
However,  a discussion  of  each,  will  be  con- 
fined to  what,  in  the  opinion  of  the  writer, 
are  a few  of  the  fundamental  high  points; 
some  indications  and  contraindications  to 
currently  accepted  rules  and  methods,  and 
some  deficits  and  excesses. 

It  is  hoped  that  these  remarks  will  be  of  in- 
terest, particularly  to  the  general  prac- 
titioner, who  everyday  is  confronted  with  a 
myriad  of  medical  and  surgical  problems, 
and  is  often  required  to  make  independent 
vital  decisions  as  regards  his  patients. 

HOSPITAL  COSTS 

In  the  past  two  decades,  the  cost  of  hos- 
pital care  has  soared.  Inflation,  of  course,  has 
been  a great  factor  in  this  rise,  but  allowing 

*Pa9t  Vice-President,  American  Medical  Associa- 
tion. Past  President,  American  Academy  of  Gen- 
eral Practice.  Chief  of  Staff  and  Chief  of  Surgery, 
Ouachita  County  Hospital,  Camden,  Arkansas. 


for  inflation,  the  increase  has  been  estimated 
to  be  about  200  per  cent.  There  was  a time 
when  people  had  to  be  persuaded  to  go  to  a 
hospital;  now,  in  many  instances,  you  have  to 
persuade  them  not  to  go.  Fifty  years  ago, 
people  considered  the  hospital  a stopping 
point  on  the  way  to  the  graveyard;  now  they 
prefer  to  enter  the  hospital  for  the  most 
trivial  ailments. 

Statistics  show  that  more  people  have  hos- 
pital insurance  and/or  are  covered  by  various 
voluntary  health  insurance  plans  today,  than 
ever  before  in  our  history.  Likewise,  more 
of  those  who  have  insurance  are  going  to  hos- 
pitals, having  more  operations,  and  staying 
longer,  than  those  who  have  not.  You  can- 
not eliminate  human  behavior. 

Fortunately,  however,  in  regard  to  the 
length  of  hospital  stay,  modern  advances  in 
operative  technics,  postoperative  care,  and 
the  recent  concept  of  early  ambulation  for 
many  patients,  have  considerably  shortened 
the  necessary  hospital  stay.  This  has  been 
helpful  in  making  available  more  beds  in  our 
otherwise  crowded  hospital  facilities,  with 
some  lowering  of  hospital  costs  to  the  pa- 
tient. 

Purchase  of  hospital  and  medical  care  has 
not  been,  and  still  is  not  high  on  the  list  of 
popular  purchases  with  the  people;  they  are 
making  a purchase  which  they  would  like  to 
avoid.  You  can  never  make  the  purchase  of 
an  appendectomy  as  attractive  as  the  pur- 
chase of  a new  automobile  or  television  set. 
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Medical  care  is  a negative  sort  of  purchase. 
Nevertheless,  “The  insurance  carriers  are, 
through  their  own  advertising,  making  the 
public  health-conscious  and  are  “selling”  the 
value  of  medical  service  to  the  people.”  ’ The 
impression  therefore  grows,  that  hospital  care 
today,  is  becoming  a less  unpopular  purchase. 

However,  society  is  becoming  more  and 
more  concerned  with  the  present  high  cost 
of  hospital,  medical  and  surgical  care.  Many 
factors  play  their  roles  in  this  rising  and  tre- 
mendously inflated  cost  of  something  which, 
in  the  majority  of  cases,  is  not  a luxury,  but 
a vital  and  important  necessity.  For  example, 
the  40^hour  work  week;  the  hours  on  and  the 
hours  off  problem;  the  matter  of  doing  no 
surgery  except  emergency  operations,  and  no 
roentgenographic  or  laboratory  work  on 
Saturdays  and  Sundays,  all  have  increased 
the  cost  of  hospital  care.  Hospital  costs  to  the 
patient  are  the  same  for  Saturdays  and  Sun- 
days as  for  the  other  days  of  the  week. 

Secretarial  costs  in  hospitals  are  also  size- 
able items,  and  in  this  regard,  a comment 
about  hospital  records  is  in  order.  It  seems 
that  everywhere  in  medical  records,  there  is 
the  tendency  to  be  verbose.  The  physician, 
surgeon,  roentgenologist,  pathologist,  resi- 
dent and  intern,  often  use  abundant  words  to 
explain  a situation  which  is  negative.  If  it  is 
negative,  it  is  simply  negative,  and  a page  or 
more  of  writing  does  not  make  it  more,  or 
less  so,  and  supplies  little,  other  than  work 
for  the  secretary  and  typist. 

WHO  MAY  DO  SURGERY  IN  THE 
HOSPITAL 

Surgery  formerly  was  glamorous;  now  it  is 
commonplace  and  -routine.  Highly  technical 
operative  procedures  in  the  past,  were  only 
done  in  large  cities;  now  they  are  performed 
as  well  in  the  smaller  communities,  and  very 
successfully. 

Babcock,2  Director  of  the  Joint  Commis- 
sion on  Hospital  Accreditation,  clarified  the 
matter  of  who  should  perform  surgical  opera- 
tions in  hospitals,  with  this  statement:  “Merit 
alone  is  the  only  criterion  for  judging  the 
physician’s  surgical  abilities.  This  judgment 
should  be  performed  by  those  capable  of 
judging  other  qualified  surgeons;  by  those 
who  are  willing  to  accept  the  responsibility 
and  to  attest  to  the  public  and  community 
that  “in  our  judgment  this  man  is  capable  of 
doing  good  surgery.”  In  our  present  medical 


set-up  this  means  that  a staff  surgeon  should  j 
be  judged  by  those  other  members  of  the  ‘ 
staff  who  have  seen  him  work,  use  his  judg- 
ment and  exercise  his  ability.  It  becomes  a 
local  personal  equation  in  every  hospital.” 

There  are  three  suggested  classifications 
regarding  who  can  and  should  operate,  and 
what  kind  of  operative  procedures  each 
group  or  individual  may  perform:  (1)  major 
surgery  without  restrictions;  (2)  major  sur-  ^ 
gery  with  restrictions;  and  (3)  probationary 
major  surgery,  or  surgery  permitted  only  , 
with  the  active  assistance  and  presence  of  a 
staff  surgeon  with  unlimited  privileges. 

Special  medical  and  surgical  society  mem-  j 
berships  and  board  certificates  are  fine.  It  j 
must  be  remembered,  however,  that  the  true 
criterion  for  surgical  ability  is  based  upon 
performance  , and  a review  of  record  and 
tissue  committee  reports.  Which  brings  us 
to  a short  discussion  of  these  committees  as 
our  third  subject. 

MEDICAL  AUDIT  AND  TISSUE 
COMMITTEES 

The  objective  of  Medical  Audit  and  Tissue 
Committees  is  to  improve  the  quality  of 
medical  and  surgical  work;  a laudable  ob- 
jective. These  committees,  and  their  work 
in  hospitals  are  relatively  new.  Their  per- 
sonnel must  be  individuals  with  common 
horse-sense,  and  good  judgment,  and  they 
must  be  absolutely  free  from  prejudice. 

In  order  for  these  committees  to  do  their 
best  w’ork,  there  must  exist  in  the  profes- 
sional personnel  of  the  hospital  staff,  a proper 
group  spirit,  manifested  by  a sincere  am- 
bition on  the  part  of  all  staff  members  to 
maintain  a high  grade  of  medical  care  for 
their  patients,  and  thus  create  a proud  record 
for  the  hospital. 

OVER-USE  OF  BLOOD  AND 
INTRAVENOUS  FLUIDS 

Attention  to  fluid  and  electrolyte  balances, 
and  intravenous  fluids  for  their  maintenance 
and  replacement,  are  vitally  important  in 
preoperative,  operative  and  postoperative 
care.  Nevertheless,  if  we  are  to  err,  it  is 
better  to  err  on  the  side  of  dehydration 
rather  than  overhydration.  It  is  my  belief 
that  the  intravenous  fluid  project  ds  greatly 
overdone  in  this  country  today.  Let  us  stop 
drowning  our  patients.  We  must  realize  that 
fluid  and  salt  therapy  is  not  yet  an  exact 
science  in  human  beings.  Here  is  where  one 
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must  almost  “play  by  ear.” 

There  are  various  formulas  used  to  estimate 
fluid  replacement.  Hardy^  gives  the  follow- 
ing as  a fairly  good  rule  for  approximation  of 
volume  deficit; 

For  severe  dehydration;  6 to  8%  of  body 
weight 

For  moderate  dehydration;  4 to  6%  of  body 
weight 

For  mild  dehydration;  2 to  4%  of  body 
weight 

Example;  If  the  patient  weighs  176  pounds, 
divide  by  2.2  to  convert  to  kilograms;  176  di- 
vided by  2.2  equals  80  kilograms.  For  mod- 
erate dehydration  80  x 4 equals  3.2  liters  of 
fluid  required. 

Repeat  blood  chemistry  determinations  the 
following  morning,  and  continue  fluids,  based 
on  chemistry  values,  and  the  general  and 
clinical  appearance  of  the  patient,  i.e.,  for 
signs  of  returning  hydration.  Plan  to  under- 
correct fluid  imbalances  rather  than  over- 
correct  with  the  first  fluids  administered. 

It  also  seems  to  be  the  fashion  to  give  one 
or  two  units  of  blood  in  major  operations, 
whether  or  not  indicated.  Transfusions,  of 
course,  are  safer  than  formerly,  but  there  are 
still  many  risks  involved;  such  as,  severe  re- 
actions, renal  shutdown,  cardiovascular  acci- 
dents, seriun  hepatitis,  transmission  of  di- 
sease, and  others.  Again,  this  is  also  import- 
ant in  the  elderly  surgical  patient,  in  whom 
it  may  be  far  wiser  to  undertransfuse  than 
overtransfuse.  Some  authors  prefer  to  utilize 
the  crystaUbids  to  maintain  circulating  blood 
volume  at  operation  on  the  aged  patient,  and 
accomphsh  blood  replacement  during  the 
postoperattive  period. 

TRACHEOTOMY 

The  status  of  tracheotomy  in  surgery  has 
changed  considerably  in  the  past  few  years. 
Contrary  to  being  an  infrequently  performed 
emergency  procedure,  it  is  now  a routine, 
well  accepted,  and  important  means  of  estab- 
lislhing  and  maintaining  a free,  efficient  air- 
way. Indications  for  trachetomy  have  mark- 
edly broadened.  For  example,  it  has  been 
found  especially  valuable  in  any  condition 
causing  respiratory  obstruction;  such  as, 
poliomyelitis  (bulbar),  cerebrovascular  acci- 
dents, barbiturate  poisoning,  skull  and  face 
fractures,  chest  injuries,  tetanus,  burns,  and 
compressing  mediastinal  lesions. 

The  procedure  permits  a direct  route  for 


introduction  of  a tracheal  and  bronchial  as- 
pirating catheter,  to  facilitate  removal  of 
secretions  Which  fill  the  tracheobronchial 
tree  in  many  medical  and  postsurgical  con- 
ditions. Two  points,  however,  should  be 
stressed;  (1)  the  value  of  tracheotomy  is 
largely  dependent  upon  the  skill  with  which 
it  is  performed;  and  (2)  meticulous  medical 
and  nursing  care  is  required  in  caring  for  the 
patient  who  has  a tracheotomy.  When  prop- 
erly done  and  well  managed,  the  procedure  is 
a useful  and  excellent  addition  to  our  thera- 
peutic armamentarium. 

USE  OF  ANTIBIOTICS 

There  is  a consensus  of  agreement  that 
antibiotics  are  grossly  misused  in  the  prac- 
tice of  medicine  today.  They  are  indiscrim- 
inately employed  in  the  treatment  of  colds 
and  virus  infections  where  they  can  do  little 
or  no  good.  They  are  empirically,  and  some- 
times unreasonably,  employed  for  the  pre- 
vention and  treatment  of  all  types  of  sur- 
gical complications.  As  a result  of  this  kind 
of  management,  an  alarming  increase  of 
drug-resistant  bacterial  infections  is  being 
encountered.  Dowling  and  associates,®  state 
that  an  important  solution  to  this,  is  “increas- 
ing attention  to  the  host,  his  protective 
mechanisms  and  his  environment.  In  the  field 
of  infectious  diseases  the  patient  has  come  to 
be  neglected  as  we  have  concentrated  on  the 
parasite.” 

Drugfastness  has  become  a major  nation- 
wide problem.  Our  leaders  today,  are  plead- 
ing with  us  to  more  rationally  use  the  anti- 
biotics, by  first  identifying  the  offending  or- 
ganisms, and  employing  sensitivity  tests,  to 
ascertain  the  specific  antibiotic  for  the  par- 
ticular organism  involved. 

Drug  bills,  too,  reflect  the  abundant  use  of 
antibiotics.  Figures  have  been  reported, 
which  show  that  today,  one-third  of  the 
drug  bills  of  the  country  are  for  the  purchase 
of  antibiotics. 

It  is,  of  course,  general  knowledge,  that  a 
number  of  people  have  become  penicillin- 
sensitive,  and  that  deaths  have  occurred  from 
penicillin.  Recently  there  has  been  one 
death  and  one  near-death  in  the  author’s  hos- 
pital. The  great  majority  of  serious  penicillin 
reactions  have  followed  intramuscular  injec- 
tion, but  some  serious  penicillin  reactions 
have  been  reported  after  instillation  in  the 
nasal  sinuses,  aerosol  treatment,  and  even 
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after  oral  ingestion.  The  author  has  found 
that  combined  administration  of  penicillin 
with  an  injectible  antihistamine,  offers  a 
means  of  reducing  penicillin  reactions.  Both 
medications  are  mixed  in  the  same  syringe 
before  injection,  and,  for  convenience,  1 cc  of 
Chlor-Trimeton  100  mg/cc  is  added  to  the  10 
cc  vial  of  any  leading  brand  of  aqueous  peni- 
cillin G procaine. 

In  the  final  analysis,  however,  we  must 
give  due  credit  to  antibiotic  therapy,  includ- 
ing that  of  the  broad  spectrum  agents,  when 
rationally  used;  particularly  in  surgical  infec- 
tions such  as  peritonitis,  and  others  of  a 
tuberculous  nature. 

CHEST  INJURIES 

With  the  number  of  accidents  and  con- 
comitant injuries  encountered  in  our  me- 
chanized era,  treatment  of  the  fractured  rib, 
pneumothorax  and  hemothorax,  and  chest  in- 
juries, assume  major  importance.  In  the  frac- 
tured rib,  intercostal  nerve  block  has  taken 
the  place  of  strapping  of  the  chest.  Four  or 


Intercostal 
nerve  block 


Fig.  1 

“Use  of  intercostal  nerve  block  in  fractured 
rib.” 


5 cc  of  1%  procaine  is  injected  in  two  inter- 
spaces above  and  below  the  fractured  rib,  and 
repeated  as  indicated. 

Pneumothorax  and  hemothorax  are  com- 
mon sequelae  of  accidental  trauma  to  the 
dhest.  If  these  are  only  slig'ht,  it  is  unneces- 
sary to  do  anything  except  watch  with  serial 
roentgenograms.  If,  however,  pneumothorax 
and/or  hemothorax  is  more  extensive,  a 
good  plan  is  to  immediately  re-expand  the 
lung.  This  is  done  by  the  use  of  local  anes- 
thesia and  the  insertion  of  a fenestrated 
catheter,  usually  through  the  sixth  or  seventh 
interspace  in  the  axillary  line,  and  the  use 
of  an  underwater  trap. 


Fig.  2 

“Under  local  anesthesia  a fenestrated  catheter 
is  inserted  in  the  sixth  or  seventh  interspace 
in  the  axillary  line  and  tube  is  led  to  under- 
water trap  to  relieve  pneumothorax.” 

When  there  is  hemothorax  of  any  magni- 
tude, aspiration  of  the  blood  may  be  done  by 
a needle,  connected  to  a donor  vacuum  bottle 
containing  citrate,  and  the  blood  may  be  re- 
turned to  the  body  as  a transfusion. 
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Fig.  3 

“Hemothorax  is  relieved  by  inserting  needle  in 
chest  with  aspiration  of  blood  into  a citrated 
vacuum  donor  bottle  and  blood  returned  as  a 
transfusion.” 

As  a result  of  our  high  speed  transporta- 
tion, we  often  see  the  “stove-in”  chest  from 
steering  wheel  accidents.  In  these  accident 
patients,  there  is  a flail  chest,  with  a floating 
central  segment  of  the  chest  wall.  Here,  trac- 
tion must  be  used,  by  towel  clips  fastened  to 
the  ribs,  or  by  a uterine  tenaculum  attached 
to  the  sternum,  and  the  application  of  four  or 
five  pounds  of  traction  to  stabilize  the  chest. 
Tracheotomy  is  also  often  needed,  and  should 
be  performed  by  a skilled  operator,  and  with 
strict  attention  to  good  nursing  care,  and 
frequent  aspirations  of  the  tracheobronchial 
tree. 

CARDIAC  SURGERY 

Today,  there  is  a great  deal  of  glamour 
about  operative  procedures  on  the  heart. 
However,  heart  surgery,  w'hile  a great 
achievement  of  our  modern  medicine,  is  not 
for  the  occasional  operator.  The  young  sur- 
geon, not  adequately  trained  in  this  meti- 


Fig.  4 

“Management  of  the  flail  chest  by  the  use  of 
traction  to  towel  clips  around  ribs  or  uterine 
tenaculum  in  the  sternum.” 

culous  type  of  operation,  should  be  extremely 
careful  in  this  area.  Another  significant 
point,  in  the  author’s  opinion,  is  that  the  pa- 
tient subjected  to  heart  surgery,  must  be  im- 
proved by  such  surgery,  and  not  merely  sur- 
vive it.  Here,  in  cardiology,  diagnostic  and 
prognostic  acumen  is  of  the  utmost  import- 
ance. 

The  author  concurs  in  the  suggestion  of  an 
ideal  plan,  that  each  State  have  one  or  two 
cardiac  surgery  centers.  This  set-up  would 
undoubtedly  give  better  results  than  can  be 
obtained  by  many  surgeons,  with  limited  ex- 
perience in  this  type  of  surgery,  and  with 
inadequate  facilities,  performing  occasional 
operations  on  the  heart.  This  same  idea, 
could  probably  be  applied  with  equally  good 
results,  in  pulmonary  surgery. 

HYPERTHYROIDISM 

The  therapeutic  approach  in  hyperthy- 
roidism is  still  a somewhat  controversial  sub- 
ject. Nevertheless,  concepts  in  the  manage- 
ment of  this  disease  are  changing,  and 
conservative  treatment  with  antithjnroid 
drugs  is  showing  some  excellent  results. 
Propylthiouracil,  together  with  rest,  sedation, 
and  a high  caloric,  well  balanced  diet,  is  ob- 
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taining  a permanent  response  in  many  pa- 
tients, after  a few  months  of  this  treatment, 
thus  avoiding  operative  intervention. 

The  patient  is  given  200  mg.  of  propyl- 
thiouracil with  10  drops  of  Lugol’s  solution, 
three  times  daily.  Lugol’s  solution  will  de- 
press the  hyperthyroidism  in  10  to  14  days, 
while  the  propy'lthiouracil  is  taking  effect. 
Lugol’s  solution  is  then  discontinued,  and  the 
propylthiouracil  dosage  may  be  reduced  to 
100  mg.  or  less,  three  times  daily,  as  a main- 
tenance dose,  to  establish  a euthyroid  state. 
It  is,  of  course,  understood,  that  this  treat- 
ment should  be  governed  by  close  observa- 
tion of  laboratory  blood  studies  for  leukemia 
and  thrombocytopenia.  This  therapy  may  be 
discontinued,  after  a year  or  more,  and  the 
patient  observed  for  recurrence  of  symptoms. 
If  there  is  recurrence,  and  the  blood  studies 
are  normal,  therapy  should  begin  again. 

Results  in  the  use  of  radioactive  iodine  in 
the  treatment  of  hyperthyroidism,  have  been 
reported  from  various  sources. s.  9 How- 
ever, the  carcinogenic  properties  of  this  drug 
have  not  as  yet  been  fully  evaluated. 

APPENDICITIS 

The  death  rate  from  appendicitis  in  the 
United  States,  has  markedly  declined  in  the 
past  30  years;  from  14.4  per  100,000  in  1923 
to  1.6  in  1953. ■'o  The  rapid  decrease  in  mor- 
tality in  the  more  recent  years,  is  undoubt- 
edly attributable  in  large  part  to  the  wide- 
spread use  of  antibiotics  against  peritonitis, 
a complication  responsible  for  most  of  the 
deaths  charged  to  appendicitis.  General  im- 
provement in  preoperative,  operative,  and 
postoperative  care,  and  improved  operative 
technics,  have  also  reduced  the  hazard  of  ap- 
pendectomy. It  seems  likely,  too,  that  with 
the  spread  of  health  education,  an  increasing 
proportion  of  patients  seek  early  treatment 
for  symiptoms  of  appendicitis,  before  compli- 
cations arise.  The  story  of  appendicitis  is  a 
proud  chapter  in  the  recent  history  of  Amer- 
ican medicine,  yet  there  is  room  for  improve- 
ment, because  about  2,500  deaths  occur  in  the 
country  each  year,  from  this  disease. 

In  acute  appendicitis,  however,  the  hazard 
is  still  so  great,  that  it  is  unwise,  in  my  opin- 
ion, for  tissue  committees  to  adopt  regula- 
tions so  rigid,  as  to  interfere  with  early  op- 
eration on  these  patients.  The  author  has 
been  told  that,  in  some  quarters,  the  appen- 


dix is  allowed  to  practically  rupture,  and  in 
some  cases  does,  before  operation  is  per- 
formed, because  of  fear  of  tissue  committees 
and  their  regulations  which  pertain. 

Nevertheless,  it  is  considered  good  surgical 
judgment  to  remove  a pathologic  appendix, 
when  there  is  history  of  recurring  mild  at- 
tacks of  appendicitis,  although,  at  the  mo- 
ment, the  patient  is  symptom  free. 

Years  ago.  Dr.  John  B.  Murphy,  warned 
against  the  use  of  morphine  in  suspected  ap- 
pendicitis, because  it  masked  the  symptoms 
and  delayed  diagnosis.  The  same  warning  is 
appropriate  today,  with  respect  to  the  use  of 
antibiotics  in  any  undiagnosed  acute  abdom- 
inal condition. 

Two  points  regarding  appendicitis,  in  my 
opinion,  bear  repeating:  (1)  The  increase  in 
the  percentage  of  polymorphonuclear  leu- 
kocytes in  the  differential  blood  count,  is  more 
important  than  the  total  count;  (2)  Do  not  be- 
come a slave  to  a standard  incision.  We  all 
know  that  the  appendix  may  be  high  or  low; 
lateral  or  medial;  on  the  right,  or  on  the  left; 


PojSiiioni^  of 


Fig.  5 

“Illustrating  the  various  possible  locations  of 
the  appendix.” 

and  the  incision  should  be  made  accordingly. 
The  point  of  tenderness  is  our  best  guide. 


— 22  — 


JANUARY  1956 


GALLBLADDER  DISEASE 

Many  disappointments  are  encountered 
after  gallbladder  surgery.  Operation  on  those 
individuals  who  have  no  stones  will  give  the 
poorest  results.  If  the  individual  has  stones 
and  symptoms,  there  will  be  a high  percent- 
age of  cures.  If  there  are  stones  and  no 
symptoms,  cholecystectomy  is  recommended, 
because  many  of  these  patients  will  develop 
cholecystitis  later. 

The  number  of  common  duct  explorations 
today,  varies  with  individual  surgeons.  Ac- 
cording to  some  figures,  the  common  duct  is 
explored  in  about  one  out  of  every  five  chole- 
cystectomies, and  stones  are  found  in  about 
one  out  of  every  ten  of  the  ducts  explored. 
Thus,  approximately  two  common  ducts  are 
explored,  for  every  one  duct  in  which  stones 
are  found. 

Dilatation  of  the  common  duct  is  the  most 
significant  indication  for  its  exploration.  A 
good  method  of  estimating  this  dilatation,  is 
to  consider  any  common  duct  larger  than  the 
size  of  an  ordinary  lead  pencil,  to  be  dilated. 
A common  duct  smaller  than  this,  is  not 
likely  to  have  a stone  in  it.  A normal  sized 
common  duct  should  not  be  explored.  You 
cannot  feel  a stone  in  three-fourths  of  the 
ducts  palpated,  even  though  one  is  present. 

PEPTIC  ULCER 

The  duodenum  is  the  most  common  site  of 
peptic  ulcer.  According  to  Marshall  and 
Welch,  12  the  ratio  of  duodenal  ulcer  to  gas- 
tric ulcer  was  found  at  the  Lahey  Clinic,  to 
be  nine  to  one.  Medical  treatment  of  duod- 
enal ulcer  is  preferable  when  possible.  How- 
ever, if  the  ulcer  is  refractory  to  conservative 
treatment,  or  if  profuse  bleeding  occurs  on 
two  or  more  occasions,  subtotal  gastrectomy 
is  the  operation  of  choice,  for  control  of 
bleeding  and  a permanently  satisfactory  re- 
sult. Many  lesser  surgical  procedures  are  not 
advisable,  and  have  a much  greater  incidence 
of  recurrent  bleeding.  Vagotomy,  alone  or  in 
combination  with  other  gastric  surgery,  has 
had  a popular  day,  but  there  now  seems  to  be 
a trend  away  from  this  procedure. 

In  gastric  ulcers,  the  question  of  possible 
malignancy  is  the  important  one.  Gastric 
ulcers  diagnosed  by  roentgenogram  as 
benign,  finally  prove  to  be  malignant  in 
many  patients.  It  is  difficult  to  differentiate 
by  roentgenograms  or  gastroscopy,  whether 
these  ulcers  are  benign  or  malignant.  There- 


fore, if  the  patient  is  over  45  years  of  age, 
gastric  resection  is  the  best  and  most  defini- 
tive operative  procedure.  We  must  remem- 
ber that  medical  treatment  will  very  often 
alleviate,  and  sometimes  mask,  the  symptoms 
of  cancer  of  the  stomach,  and  we  must  not  be 
fooled  by  such  temporary  improvement. 

In  the  over-all  picture  of  peptic  ulcer,  when 
the  question  is  the  indication  for  conservative 
treatment  versus  operative  intervention,  or 
when  medical  treatment  should  be  discon- 
tinued, and  surgical  intervention  begin,  we 
must  consider  these  salient  points:  assurance 
of  definite  clinical  evidence  of  a chronic 
ulcer;  whether  adequate  conservative  treat- 
ment has  failed;  the  possibility  of  other  con- 
current pathology;  and  whether  the  patient’s 
general  condition  indicates  profuse  bleeding. 

ACUTE  PANCREATITIS 

We  all  know  that  it  is  a mistake  to  operate 
on  a patient  with  an  acute  pancreatitis.  It  is 
a hazardous  procedure,  in  that,  operation  can 
accomplish  nothing,  except  add  to  the  al- 
ready present  shock.  Mortality  after  opera- 
tion for  acute  pancreatitis  is  high,  whereas, 
the  death  rate  after  conservative  therapy  is 
much  less. 

Difficulty  in  diagnosis  lies  in  differentiat- 
ing acute  pancreatitis  from  other  acute  ab- 
dominal conditions;  such  as,  ruptured  peptic 
ulcer,  acute  cholecystitis,  intestinal  obstruc- 
tion, or  a highly  situated  appendicitis,  all  of 
which  are  surgical  conditions,  and  should  be 
treated  surgically. 

Etiology  of  acute  pancreatitis  has  been  the 
subject  of  changing  concepts.  The  clinical 
picture  in  acute  pancreatitis,  the  pathognom- 
onic physical  findings,  and  symptomatology, 
are  inconstant  and  variable.  The  two  labora- 
tory tests  most  helpful  in  the  clinical  diag- 
nosis are  the  serum  amylase  determinations, 
and  urinalysis.  There  is  the  almost  constant 
finding  of  albumin  in  the  urine,  in  this  con- 
dition. Normal  values  for  serum  amylase 
range  from  50  to  200  units. 

It  should  be  remembered,  that  after  con- 
servative therapy,  and  recovery  from  an 
acute  attack  of  pancreatitis,  recurrent  attacks 
are  not  unusual.  When  these  occur,  a 
thorough  examination  of  the  biliary  and 
gastrointestinal  tract  should  be  made,  to  de- 
termine the  possibility  of  other  etiology  and 
pathology. 

In  addition  to  the  usual  conservative  man- 
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widely  prescribed  because  of  these  important  advantages: 

1)  rapid  diffusion  and  penetration 

2)  prompt  control  of  infection 
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4)  true  broad-spectrum  activity  (proved  effective 
against  a wide  variety  of  infections  caused  by 
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5)  every  gram  produced  in  Lederle’s  own  labora- 
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agement  of  this  condition,  such  as  rest,  seda- 
tion and  adequate  intravenous  fluids,  300  mg. 
daily,  of  intramuscular  cortisone,  is  also  cur- 
rently recommended. 

TOTAL  vs.  SUBTOTAL  HYSTERECTOMY 

The  question  of  partial  versus  total  hys- 
terectomy, is  still  one  of  considerable  dis- 
agreement. Of  1,588  hysterectomies  done  at 
the  Lahey  Clinic,  from  1940  to  1950,'' ^ total 
hysterectomies  were  performed  on  539  pa- 
tients (33.9%),  and  subtotal  hysterectomies 
on  1,049  (66%).  The  statement  was  made 
there,  that  ““We  do  not  believe  that  total 
hysterectomy  for  benign  cervical  or  uterine 
disease  should  be  performed  routinely.” 

The  author  was  told  at  the  John  Gaston 
Hospital  Clinic,  at  the  University  of  Tennes- 
see School  of  Medicine,  that  10.3%  of  their 
patients  with  carcinoma  of  the  cervix,  had 
had  a previous  subtotal  hysterectomy,  and 
that  54%  of  these  had  carcinoma  less  than 
two  years  after  the  subtotal  hysterectomy. ' 6 

An  important  procedure,  too  often  neglec- 
ted in  diagnostic  examination,  in  determining 
the  indications  for  hysterectomy,  and  the  rul- 
ing out  of  malignancy,  is  dilatation  and  curet' 
tage,  prior  to  operation.  This  can  be  done  at 
the  time  of  preoperative  catheterization. 

A point  stressed  at  the  John  Gaston  Hos- 
pital, was  that  they  are  now  doing  ureteral 
catheterizations  routinely,  on  their  total  hys- 
terectomy patients,  in  order  to  guard  against 
ureteral  injury  at  the  time  of  operation.  This 
means  that  the  operator  must  do  his  own 
catheterizations,  or  have  a urologist  do  them 
for  him. 

HERNIAS  IN  CHILDREN 

There  appears  to  be  a current  tendency  on 
the  part  of  younger  surgeons,  to  find  an  ex- 
cuse to  repair  umbilical  hernias  in  children. 
It  has  been  the  author’s  observation,  that  um- 
bilical hernia  is  a common  lesion  in  infants. 
They  very  rarely  become  strangulated,  and 
most  of  these  hernias  will  disappear  later  in 
life,  if  left  alone. 

INJURIES  TO  THE  SPLEEN 

There  are  miany  causes  of  injury  to  the 
spleen,  necessitating  splenectomy;  such  as, 
spontaneous  rupture,  penetrating  abdominal 
wounds,  contusions  of  the  abdomen,  and  trau- 
ma from  surgical  procedures.  However,  in 
our  modern  times,  when  we  have  so  many 
traffic  accidents,  we  must  be  on  the  alert  for 
hidden  injuries  to  the  spleen.  History  of  an 


accident  may  not  be  impressive,  and  visible 
trauma  may  be  minimal.  Nevertheless,  we 
must  be  very  suspicious  of  a ruptured  spleen, 
when  a patient  has  been  a victim  of,  or  par- 
ticipant in  an  automobile  accident,  and  shows 
signs  of  slight  shock,  palor,  listlessness,  ab- 
dominal pain,  more  marked  on  the  left,  and 
referred  to  the  left  shoulder,  and  abdominal 
tenderness,  particularly  in  the  left  hypochon- 
drium. 

A point  that  should  be  stressed,  is  that  at 
first  a subcapsular  hematoma  of  the  spleen 
may  occur  at  the  time  of  injury,  and  there 
may  occur  a delayed  rupture  of  the  spleen. 
It  is  important  to  remember  that  this  may 
occur  a few  days,  or  several  weeks,  after  the 
original  injury. 

COMMENT 

It  must  be  recognized,  that  medicine  is  no*t 
an  exact  science;  that  there  are  many  con- 
troversial incidents  which  arise,  when  cir- 
cumstances may  alter  the  carrying  out  of 
usual  procedures.  There  should  be  no  place 
on  our  Audit  and  Tissue  Committees,  for  the 
dogmatic,  didactic  physician,  who  does  not 
realize  that  doctors  are  individualists,  and 
that  patients  are  individuals  whose  problems 
have  to  be  approached  from  an  individual 
basis.  Patients  cannot  be  handled  in  an  as- 
semblynline  manner.  Common  horse-sense, 
in  association  with  science,  must  be  used  in 
the  practical,  realistic  practice  of  medicine 
and  surgery.  This  approach  has  its  counter- 
part in  the  legal  profession,  with  the  judge 
who  knows  how  to  temper  justice  with 
mercy. 

In  the  successful  march  of  medicine  and 
surgery,  a factor  which  may  have  played  an 
important,  although  somewhat  uncredited 
role  in  the  past  two  or  three  decades,  in  im- 
proving this  nation’s  health,  has  been  good 
lay  medical  and  health  education  and  report- 
ing. This  has  been  projected  to  the  public 
through  our  newspapers,  by  their  able 
science  writers;  in  lay  periodicals  and  books, 
and  viai  the  mediums  of  radio  and  television. 

This  increased  lay  education,  and  public 
and  government  interest,  is  showing  its  force 
and  influence  today,  and  the  enlightened 
voice  of  society  is  being  heard  on  all  facets  of 
the  medical  field.  During  the  first  half  of 
the  present  century,  medicine  and  surgery 
had  exerted  a tremendous  impact  upon  so- 
ciety. It  is  apparent,  however,  that  during 
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the  second  half,  society  is  making,  and  will 
continue  to  make,  a great  impact  on  med- 
icine and  surgery. 

The  medical  profession  is  fast  losing  con- 
trol of  its  own  business.  At  the  present  time 
there  are  one  hundred  or  more  bills  before 
Congress,  dealing  in  some  form,  with  the 
practice  of  medicine.  So  far  as  I know,  none 
of  these  bills  has  been  instituted  by  phys- 
icians. There  is  a gradual  shifting  over  the 
country,  of  medical  power  to  the  laymen.  The 
practice  of  medicine  is  definitely  in  jeopardy. 

Recently  the  United  Mine  Workers  of 
America,  Welfare  and  Retirement  Fund, 
have  advised  physicians  in  their  areas,  that 
coverage  for  surgery  will  be  limited  to  Dip- 
lomates  of  the  American  Board  of  Surgery 
and  Fellows  of  the  American  College  of  Sur- 
geons, for  all  surgical  operations  other  than 
extreme  emergencies. 

Through  able  news  reporting  regarding 
health  matters,  the  public  is  gaining  an  in- 
sight into  the  realm  of  medicine,  and  how  it 
affects  their  lives.  They  must  be  made  aware, 
that  we,  of  the  medical  profession,  are  not 
alone  scientists,  interested  in  conquering  di- 
sease per  se,  but  that  we  are  vitally  inter- 
ested in  treating  them  as  individuals,  and  are 
ever  alert  to  specific  remedies  and  proced- 
ures, applicable  to  their  particular  needs. 

We,  as  physicians,  have  a sincere  desire  to 
do  that  which  is  best  for  the  patient,  an  at- 
titude whidh,  in  the  long  run,  always  proves 
best  for  the  physician;  it  is  a rule  that  works 
both  ways.  Hard  and  fast  inflexible  rules 


and  concepts  are  difficult  to  establish  and 
maintain  in  this  country,  and  rightly  so,  be- 
cause, in  America,  physicians  are  not  in- 
clined to  be  placed  in  a regimented  medical 
strait  jacket. 
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HAWAII 

MEDICAL  ASSOCIATION 
CENTENNIAL  CELEBRATION 
APRIL  22-29 

Treat  yourself  to  a week  or  two  in  Hawaii  in  the  springtime,  why  don’t  you? 

That’s  an  invitation  it’s  a pleasure  to  pass  along.  It  comes  from  the  Hawaii  Medical  Association, 
whose  members  are  celebrating  their  organization’s  Hundredth  Anniversary  this  coming  April  22  to  29  in 
proper  “Hawaii”  as  well  as  medical  fashion.  There  will  be  a short  but  worthwhile  professional  program 
on  Monday  and  Tuesday  mornings,  a spectacular  Centennial  Celebration  Pageant  Tuesday  night,  and  a 
traditional  luau  (Hawaiian  feast  to  you  Easterners)  Thursday  night,  with  Polynesian  entertainment. 

This  is  the  best  time  of  the  year  to  visit  America’s  island  paradise  — clear,  balmy  days  and  cool, 
refreshing  nights;  spring  flowers  in  profusion  on  the  ground  and  in  the  trees;  lovely  island  m — but 
you  have  the  idea  now,  surely.  Hawaii  in  the  spring  is  always  the  greatest,  and  this  is  your  chance  to 
tie  it  into  a professional  meeting.  It  follows  the  American  College  of  Physicians’  session  in  Los  Angeles, 
too.  Write  the  Hawaii  Medical  Association,  510  South  Beretania  St.,  Honolulu  13,  Hawaii,  for  reserva- 
tion application  forms. 
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"SOMETHING  OF  WHICH  TO  BE  PROUD" 

Our  State  Medical  Association  is  justly 
proud  of  the  marked  improvement  of  our 
South  Dakota  Medical  School.  First,  we  have 
an  extremely  efficient  Medical  School  Dean 
in  the  person  of  Dr.  Walter  Hard.  Second,  a 
Topnotch  Faculty;  third,  a very  excellent 
Physical  Plant;  and  fourth,  the  very  sound 
Educational  Program  as  shown  by  the  recent 
survey. 

Dr.  Hard  has  exercised  his  position  of 
leadership  in  developing  the  academic  affairs 
of  the  School  of  Medicine  and  effective  and 
congenial  relationship  with  the  Teaching 
Hospitals  and  the  profession  at  large  in  such 
a manner  as  to  give  more  than  ample  evi- 
dence that  his  selection  for  this  position  was 
indeed  a fortunate  one.  His  efforts  have  been 
all  the  more  effective  because  of  the  under- 
standing support  he  has  received  from  the 
University  Administration,  the  Board  of  Re- 
gents and  the  State  Legislature.  We  are  all 
proud  of  Dr.  Walter  Hard. 

The  Medical  School  now  has  an  effective, 
competent  Basic  Science  Faculty  which  ac- 
tively participates  in  the  development  and 
implementation  of  Medical  School  policies. 

It  is  also  fortunate  in  having  available  the 
competent  services  of  so  many  interested  and 
capable  Clinicians  who  contribute  on  a voluntary  basis  to  the  teaching  programs.  The  School 
has  developed  stronger  relations  with  its  Teaching  Hospitals.  However,  there  are  still  prob- 
lems involved  by  the  considerable  geographic  separation  of  the  Medical  School  from  these  Hos- 
pitals. There  is  a need  for  continued  cultivation  of  these  relationships. 

Through  the  efforts  of  Dr.  Walter  Hard,  an  intensive  Post-Graduate  Program  has  been 
instituted.  There  has  been  a great  interesjt  on  the  part  of  many  of  our  physicians  in  these 
offerings.  Every  physician  in  this  state  should  avail  himself  of  the  intellectual  and  physical 
resources  of  our  Medical  School. 

The  new  Medical  Science  Building  has  proven  itself  to  be  soundly  planned  and  equipped 
and  this  has  contributed  significantly  to  the  noteworthy  overall  improvement  in  the  total  ac- 
tivities of  the  Medical  School.  For  this  we  wish  to  express  our  deep  appreciation  to  the  South 
Dakota  State  Legislature. 

Recently  a survey  was  made  of  our  Medical  School  by  a Liaison  Committee  composed  of 
Dr.  Wiggins,  Associate  Secretary  of  the  Council  of  Medical  Education;  Dr.  Dean  F.  Smiley, 
Secretary  of  the  American  Medical  Colleges;  and  Dr.  Samuel  Trufant,  Assistant  Dean  at  the 
University  of  Cincinnati  Medical  School.  A number  of  recommendations  and  suggestions  of 
excellent  nature  were  made.  This  Committee  was  satisfied  that  a very  sound  educational  pro- 
gram is  currently  in  effect,  a report  of  which  every  physi'cian  of  South  Dakota  should  indeed 
be  justly  proud. 

The  Medical  Affairs  Committee  and  the  Officers  of  the  South  Dakota  State  Medical  Asso- 
ciation wish  to  commend  Dr,  Walter  Hard  for  the  excellent  work  he  has  done  for  our  Medical 
School  and  his  selection  of  such  a high  standard  of  students  who  are  making  their  medical 
beginning.  I am  indeed  proud  to  bring  the  findings  of  this  report  to  our  South  Dakota  phys- 
icians. 

F.  Daniel  Gillis,  M.D. 
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PROGRAMS  FOR  DISTRICT  MEDICAL 
SOCIETY  MEETINGS 


Now  that  new  officers  have  been  elected 
for  1956,  and  these  men  will  be  in  charge  of 
the  meetings  of  the  various  District  Medical 
Societies;  we  would  like  to  make  a few  sug- 
gestions regarding  the  planning  of  their  pro- 
grams. Most  county  and  district  medical  so- 
cieties have  speakers  on  scientific  subjects, 
but  fail  to  allow  enough  time  for  discussion 
of  medical  economic  problems. 

There  are  many  problems  facing  the  med- 
ical profession  today,  and  eventually  they 
must  be  solved;  not  by  the  Officers  and 
House  of  Delegates  of  the  American  Medical 
Association,  but  by  the  rank  and  file  of  the 
doctors  at  the  “grass-roots”  level.  In  order  to 
be  solved  properly;  physicians  must  have  a 
clear  understanding  of  the  various  aspects  of 
these  problems.  So  may  we  suggest  that 
every  district  medical  society  in  South  Da- 
kota sipend  at  least  30  minutes  of  each  month 
discussing  some  phase  of  socio-economic  med- 
icine. There  are  certainlly  many  of  these  prob- 
lems, and  one  or  two  members  could  be  as- 
signed to  study  some  specific  subject  and 
then  lead  the  discussion.  Or  some  non-mem- 
ber who  has  expert  knowledge  of  a certain 
problem  could  be  invited  to  the  meeting  to 
present  the  subjedt. 

Health  insurance  is  one  subject  upon  which 
many  hours  could  be  spent.  Social  Security 
is  another,  the  Bricker  amendment,  Hos- 
pital-Physicians, relationships,  malpractice 
problems,  medical  legal,  public  and  press  re- 
lations, are  all  subjects  which  would  be 


worthwhile  to  spend  some  time  in  discussing. 

Most  physicians  now-a-days  keep  abreast 
of  progress  in  scientific  medicine  by  their 
reading  of  numerous  medical  journals,  at- 
tending scientific  medical  meetings,  and  tak- 
ing post-graduate  courses;  but  far  too  many 
are  woefully  uninformed  about  the  socio- 
economic problems  facing  them  now  and  in 
the  near  future.  How  many  of  you  under- 
stand the  implications  of  the  amendment  to 
the  Social  Security  act  which  passed  the 
House  of  Representatives  by  a 372  to  31  vote 
last  summer  and  will  be  considered  by  the 
Senate  early  in  1956?  How  many  of  you  know 
why  the  American  Medical  Association  has 
staunchly  supported  the  Bricker  Amendment 
limiting  the  President’s  treaty-making 
power? 

In  November  the  Ohio  State  Medical  Asso- 
ciation conducted  a survey  to  determine  how 
Ohio  doctors  feel  about  having  Social  Secur- 
ity payments  and  benefits  extended  to  the 
profession.  There  are  arguments  pro  and  con, 
and  some  of  these  arguments  were  presented 
in  the  November  issue  of  the  Ohio  State  Med- 
ical Journal.  One  of  the  main  objections  by 
physicians  to  Social  Security  is  that  under 
Social  Security  you  would  receive  nothing  if 
your  earnings  exceeded  $1200  per  year  after 
age  65.  Social  Security  will  not  supplement 
income  after  age  65  if  you  continue  to  work. 
On  the  other  hand,  proponents  advocating  in- 
cluding physicians  under  Social  Security 
argue  that  we  are  paying  directly  in  tax 
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money  for  present  and  future  benefits  for 
those  people  now  covered  by  Social  Security 
without  having  any  benefits  of  coverage  our- 
selves. 

The  Social  Security  system  is  still  young. 
It  has  been  reported  that  it  has  a surplus  of 
$22  billion  in  its  accounts,  although  the 
money  is  spent  and  what  it  has  is  govern- 
ment bonds.  The  fund  is  piling  up  obligations 
faster  than  its  reserves,  and  sharply  higher 
taxes  for  the  system  are  already  planned. 
The  government  cannot  pay  money  to  one 
person  without  having  previously  taken  it 
from  him  or  some  other  person.  What  makes 
Social  Security  so  popular  is  the  belief  that 
somebody  else  is  going  to  pick  up  the  tab. 

During  the  past  year  Iowa  has  had  a court 
trial  on  hospital-physician  relationships 
which  may  have  repercussions  on  the  medical 


profession  throughout  the  country.  The  phys- 
icians won  the  case,  but  it  is  being  appealed 
to  the  Supreme  Court. 

Health  insurance  programs  have  grown  so 
fast  during  the  past  two  decades  that  num- 
erous problems  have  developed.  Physicians 
must  become  better  informed  on  this  subject 
so  that  they  can  advise  their  patients  prop- 
erly and  protect  their  interests,  but  they 
should  also  be  careful  to  see  that  the  health 
insurance  programs  are  not  abused. 

So  it  is  self-evident  that  an  educational 
campaign  on  all  of  these  subjects  is  neces- 
sary. Half  an  hour  devoted  monthly  to  dis- 
cussion of  medical  economic  problems  at  each 
District  Medical  Society  meeting  should  stim- 
ulate the  interest  of  our  members,  and  aid  in 
finding  a proper  solution  of  these  problems. 


LONGEVITY  IN  SOUTH  DAKOTA 


South  Dakota  citizens,  and  particularly 
South  Dakota  physicians  can  take  justifiable 
pride  in  the  statistics  presented  in  an  edi- 
torial in  the  Journal  of  the  American  Medical 
Association  entitled  “Where  Expected  Long- 
evity is  Greatest,”  as  published  in  the  issue 
of  December  3,  1955. 

It  stated  that  the  opinion  is  often  heard 
that  the  healthiest  people  in  this  country  live 
in  the  heavily  populated  areas  where  hos- 
pitals, physicians,  and  other  health  facilities 
and  personnel  are  plentiful.  Data,  compiled 
by  the  Metropolitan  Life  Insurance  Company, 
prove  that  the  six  states  with  the  highest  ex- 
pectation of  life  at  birth  for  white  males  for 
1949-1951  were:  South  Dakota,  68.4  years; 
Nebraska,  Minnesota,  and  Iowa,  68.2  years; 
Kansas,  68.0  years;  and  North  Dakota,  67.9 
years.  The  expectation  of  life  at  birth  for 
white  males  in  the  United  States  was  66.3 
years;  so  a South  Dakota  white  male  has  the 
advantage  and  expectation  of  living  more 


than  two  years  over  the  average  for  the  en- 
tire country. 

Ten  years  previously  Nebraska  was  in  the 
enviable  first  position,  but  now  our  state  has 
been  placed  at  the  top.  Nebraska,  however, 
retained  its  leadership  in  life  expectation  at 
birth  for  white  females  with  74.0  years;  as 
compared  to  72.0  years  for  the  entire  nation. 
Oklahoma,  Florida,  Iowa,  Kansas,  and  South 
Dakota  follow  with  73.8  to  73.6. 

While  these  favorable  mortality  records 
should  be  attributed  in  part  to  the  strong 
North  European  strains  in  the  population;  it 
also  shows  that  our  citizens  have  developed  a 
way  of  life  that  has  well  adjusted  them  to 
whatever  health  hazards  can  be  ascribed  to 
long  distances  travelled  to  reach  physicians, 
hospitals,  and  other  health  agencies.  These 
figures  also  emphasize  how  man’s  longevity 
has  increased  tremendously  during  the  last 
quarter  century. 
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REPORT  ON  ACTIONS  OF  THE 
HOUSE  OF  DELEGATES 
AMERICAN  MEDICAL  ASSOCIATION 
NINTH  CLINICAL  MEETING 
NOV.  29— DEC.  2.  1955 
BOSTON,  MASS. 


The  Ninth  Clinical  Session  of  the  American 
Medical  Association  was  held  in  Boston,  No- 
vember 29th  through  December  2,  1955.  The 
Public  Relations  Conference  which  consid- 
ered ‘What’s  Ahead  for  ‘56’  was  held  Novem- 
ber 28.  Your  Delegate  and  his  alternate,  Dr. 
Art  Redding,  attended  all  meetings  of  both 
the  Public  Relations  Conference  and  the 
House  of  Delegates.  Total  registration  for  the 
meetings  reached  7,027  including  3,672  phys- 
icians. 

Social  security,  revisions  of  the  code  of 
medical  ethics,  grievance  committees,  the  re- 
port of  the  Committee  on  Medical  Practices, 
Federal  subsidy  for  medical  education,  Salk 
polio  vaccine  distribution,  progress  reports 
from  the  committee  on  Medical  Care  Plans 
and  from  the  Law  Department  on  Profes- 
sional Liability  were  among  the  major  sub- 
jects of  discussion  and  action  by  the  House 
of  Delegates. 

Social  Security 

Major  legislative  policy  action  taken  at  the 
Boston  meeting  involved  H.R.  7225,  known  as 
the  Social  Security  Amendments  of  1955. 
This  bill,  which  was  passed  last  summer  by 
the  U.  S.  House  of  Representatives  and  is 
now  pending  before  the  Senate  Finance  Com- 
mittee, includes  a proposal  for  federal  cash 
benefits  to  selected  individuals  judged  to 
be  permanently  and  totally  disabled.  The 
House  of  Delegates  adopted  a Substitute  reso- 
lution proposed  by  the  Reference  Committee 
on  Legislation  and  Public  Relations  to  com- 
bine the  intent  for  four  resolutions  and  three 
supplementary  reports  of  the  Board  of  Trus- 
tees dealing  with  H.R.  7225  and  other  aspects 
of  Social  Security.  The  substitute  resolution 
stated  the  following  policy: 

“That  the  American  Medical  Association 
reiterate  in  the  strongest  possible  terms  its 
determination  to  resist  any  encroachment 
upon  the  American  system  of  medical  prac- 
tice which  would  be  detrimental  to  our  pa- 
tients, the  American  people; 


“That  the  American  Medical  Association 
urge  and  support  the  creation  of  a well- 
qualified  commission,  either  governmental  or 
private  or  both,  to  make  a thorough,  objec- 
tive and  impartial  study  of  the  economic, 
social  and  political  impact  of  Social  Security, 
both  medical  and  otherwise,  and  that  the 
facts  developed  by  such  a study  should  be 
the  sole  basis  for  objective  non-political  im- 
provements to  the  Social  Security  Act,  for 
the  benefit  of  all  of  the  American  people; 

“That  the  American  Medical  Association 
pledges  its  wholehearted  cooperation  in  such 
a study  of  Social  Security  in  the  United 
States,  and  will  devote  its  best  efforts  to 
procuring  and  providing  full  information  on 
the  medical  aspects  of  disability,  rehabilita- 
tion and  medical  care  of  the  disabled,  and 

“That  copies  of  this  resolution  be  trans- 
mitted to  the  President  of  the  United  States, 
to  all  members  of  the  Cabinet,  to  all  mem- 
bers of  the  Congress,  and  to  all  constituent 
state  medical  associations.” 

H.R.  7225  is  considered  by  most  observers 
to  be  the  most  important  legislation  curren- 
tly facing  the  profession.  By  the  time  this 
report  reaches  publication  every  member  of 
the  American  Medical  Association  will  have 
received  a personal  communication  from  Dr. 
Elmer  Hess  explaining  the  major  portions  of 
the  proposed  bill  and  the  reasons  for  the 
American  Medical  Association  position  of  op- 
position. The  cooperation  of  every  physician 
is  mandatory  to  produce  study  of  the  entire 
Social  Security  problem.  Our  nations  econ- 
omy as  well  as  our  ability  to  provide  proper 
care  for  the  public  is  endangered  by  H.R. 
7225.  We  urge  each  physician  to  acquaint 
himself  with  the  facts  available  and  to  make 
his  opinion  known  in  Washington. 

OASI  Coverage  of  Physicians 

In  another  action  on  social  security,  the 
House  Passed  the  following  resolution  de- 
signed to  determine  the  exact  attitude  of 
pihyslcians  toward  compulsory  or  voluntary 
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coverage  under  the  social  security  system: 

“Whereas,  Misunderstanding  exists  about 
the  position  of  the  medical  profession  on  the 
question  of  the  inclusion  of  physicians  in  the 
Old  Age  and  Survivors  Insurance  provisions 
of  the  Social  Security  Act;  therefore  be  it 

“Resolved,  That  the  House  of  Delegates  of 
the  American  Medical  Association  recom- 
mend to  state  societies  that  they  poll  their 
entire  membership  on  this  quesition  and  that 
the  results  of  the  poll  be  transmitted  to^  the 
Board  of  Trustees  of  the  American  Medical 
Association  as  soon  as  possible.” 

Medical  Ethics 

A proposed  revision  of  the  “Principles  of 
Medical  Ethics  and  Precepts  of  Manners  of 
the  American  Medical  Association”  was  sub- 
mitted to  the  House  by  the  Council  on  Con- 
stitution and  Bylaws.  The  following  refer- 
ence committee  suggestion  was  adopted  by 
the  House; 

“In  discussion  it  became  evident  that  there 
was  need  for  wide  distribution  of  these  prin- 
ciples and  careful  study  of  the  proposed 
changes  not  only  by  this  Reference  Commit- 
tee but  also  by  all  members  of  the  House  and 
in  fact  all  members  of  the  Association.  It 
seemed  desirable  also  that  the  two  Councils 
(Council  on  Constitution  and  Bylaws  and  the 
Judicial  Council)  should  meet  in  joint  ses- 
sion to  consider  these  proposals.  Your  Ref- 
erence Committee  therefore  recommends 
that  these  proposals  be  tabled  for  further 
consideration  at  the  next  annual  session  of 
the  House  to  be  held  in  Chicago  in  June, 
1956. 

“In  the  meantime,  it  is  recommended  that 
these  proposals  in  their  entirety  be  widely 
publicized  and  that  consideration  be  given  to 
publishing,  in  the  Journal  of  the  American 
Medical  Association  and  also  in  state  med- 
ical journals,  these  proposed  changes  in  the 
Principles.  It  is  also  recommended  that  con- 
sideration be  given  to  the  mailing  of  copies  to 
each  member  of  the  Association.  Finally, 
your  Reference  Committee  recommends  that 
prior  to  the  meeting  in  Chicago  next  June  the 
Council  on  Constitution  and  Bylaws  and  the 
Judicial  Council  meet  in  joint  session  to  con- 
sider these  proposed  changes.” 

In  another  action  on  revisions  of  medical 
ethics,  the  House  also  approved  a pilan  re- 
quiring that  all  resolutions  dealing  with 
changes  in  the  Principles  of  Medical  Ethics 


shall  be  considered  over  a period  between 
sessions  of  the  House  before  final  adoption. 

It  was  repeatedly  stated  that  people  change 
but  not  principles.”  Over  the  years  many 
special  interpretations  of  the  principles  of 
medical  ethics  to  fit  specific  circumstances 
have  been  attempted.  These  specific  and 
special  requests  have  been  resisted  by  the 
Councils  concerned.  However,  perhaps  now 
the  time  has  come  for  a major  overhaul  of 
our  ‘procedures’  or  ‘manners’  of  operation. 
Again  the  attention  of  each  physician  is  re- 
quesited  and  his  opinions  sought  when  the 
proposed  revision  of  the  “Principles  of  Med- 
ical Ethics  and  Precepts  of  Manners  of  the 
American  Medical  Association”  is  made  avail- 
able as  suggested  by  the  House  of  Delegates 
action. 

Grievance  Committees 

The  House  approved  the  report  of  the  Com- 
mittee to  Recommend  Guides  for  Grievance 
or  Mediation  Committees  and  commended 
the  committee  for  “their  superb  approach  to 
this  problem.”  Purpose  of  the  guides  is  “to 
provide  general  uniformity  or  organization 
and  function  of  grievance  committees  — and 
better  understanding  of  their  purposes  — 
without  interfering  with  the  inherent  auton- 
omy of  constituent  medical  associations.  Con- 
stituent associations  are  therefore  urged  to 
implement  these  guides  without  delay.” 

The  Reference  Committee  on  Miscellaneous 
Business  made  the  following  recommenda- 
tions which  were  adopted  by  the  House: 

“Your  reference  committee  desires  to  sup- 
port the  recommendation  that  a brochure  be 
published  promptly  which  will  outline  the 
recommendations  regarding  the  activities  of 
Grievance  Committees  and  that  this  brochure 
be  given  wide  distribution. 

“We  recommend  also  that  there  be  an  ap- 
pendix to  this  brochure  in  which  additional, 
practical  suggestions  shall  be  included. 

“We  desire  also  to  support  the  contention 
that  there  should  be  no  equivocation  con- 
cerning the  naming  of  such  committees  and 
we  recommend  that  a uniform  policy  be 
adopted  in  which  they  are  called  frankly 
‘Grievance  Committees.’ 

“Finally,  your  reference  committee  recom- 
mends that  because  of  the  many  variables, 
including  the  laws  of  the  several  states, 
which  may  influence  the  operations  or  pro- 
cedures followed  by  State  Grievance  Com- 
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mittees,  legal  counsel  shall  be  sought  at  the 
local  level  within  the  states.” 

Report  on  Medical  Practices 

The  House  passed  a substitute  resolution 
offered  by  the  Reference  Committee  on  In- 
surance and  Medical  Service  to  implement 
the  findings  and  recommendations  of  the 
Committee  on  Medical  Practices  (Truman 
Committee),  which  studies  the  basic  causes 
leading  to  certain  unethical  practices  and  un- 
favorable publicity.  The  resolution,  adopted 
with  the  proviso  that  it  is  subject  to  review 
by  legal  counsel,  includes  the  following 
points: 

“That  a Continuing  Committee  on  Medical 
Practice  be  created  in  the  American  Medical 
Association  to  conduct  a study  of  the  relative 
value  of  diagnostic,  medical  and  surgical  ser- 
vices and  to  report  its  findings  and  recom- 
mendations to  this  House  in  the  same  man- 
ner as  is  now  followed  by  other  committees 
and  councils  of  the  Association; 

“That  this  committee  shall  consist  of  five 
members  of  the  House  appointed  by  the 
Speaker,  three  of  whom  shall  be  general 
practitioners;  . . . 

“That  this  committee  be  directed  to  utilize 
all  possible  means  to  stimulate  the  forma- 
tion of  a department  of  general  practice  in 
each  medical  school; 

“That  the  American  Medical  Association 
approve  of  the  medical  school  teaching  pro- 
grams which  afford  the  medical  student  op- 
portunity for  experience  in  the  general  prac- 
tice of  medicine; 

“That  the  representatives  of  the  American 
Medical  Association  on  the  Joint  Commission 
on  Accreditation  of  Hospitals  be  instructed 
to  stimulate  action  by  that  body  leading  to 
the  warning,  provisional  accreditation  or  re- 
moval of  accreditation  of  community  or  gen- 
eral hospitals  which  exclude  or  arbitrarily 
restrict  hospital  privileges  for  generalists  as 
a class  regardless  of  their  individual  profes- 
sional competence,  after  appeal  to  the  Com- 
mission by  the  County  Medical  Society  con- 
cerned; 

“That  this  committee  cooperate  in  every 
way  and  assist  the  Public  Relations  Depart- 
ment of  the  American  Medical  Association  to 
present  a program  of  public  education  de- 
signed to  bring  about  a better  understand- 
ing of  all  fields  of  medical  practice,  and 

“That  this  committee  use  its  full  influence 


to  discourage  any  arbitrary  restrictions  by 
hospitals  against  general  practitioners  as 
group  or  as  individuals.” 

In  a complementary  action  on  the  same 
shbject,  the  House  also  approved  a supple- 
mentary report  of  the  Board  of  Trustees 
which  included  the  following  suggestions: 

1.  All  non-surgical  groups  should  be  asked 
for  their  suggestions  and  cooperation  in 
carrying  out  a public  education  program  on 
the  value  of  diagnostic  and  medical  work. 

2.  The  various  specialty  boards  should  be 
encouraged  to  reappraise  the  practice  re- 
strictions on  their  board  diplomates. 

3.  The  American  Medical  Association 
should  continue  to  discourage  arbitrary  re- 
strictions by  hospitals  against  general  prac- 
titioners. 

4.  Organized  medicine  is  “ready,  willing 
and  able  to  solve  satisfactorily  its  own  prob- 
lems, and  such  assurance  should  be  given  to 
the  American  Hospital  Association,  or  any 
other  group  concerning  itself  with  such  prob- 
lems.” 

Federal  Subsidy  for  Medical  Education 

5. B.  1323  which  has  American  Medical  As- 
sociation approval  with  certain  proposed 
modifications  is  a measure  the  stated  pur- 
pose of  which  is  to  authorize  a five  year  pro- 
gram of  federal  grants,  on  a matohing  basis, 
for  construction  of  medical  education  and  re- 
search facilities.  No  part  of  the  monies  could 
be  used  for  operational  expenses  or  salaries. 

The  American  Medical  Association  House 
of  Delegates  in  1951  established  the  policy 
concurring  with  federal  grants  for  construc- 
tion — one  shot  grants,  but  opposed  grants 
for  operational  expenses  feeling  that  the 
latter  would  lead  to  federal  supervision  of 
medical  education.  The  American  Medical 
Association  stand  at  this  time  expresses  again 
the  view.  This  years  House  of  Delegates  ac- 
tion reaffirms  the  1951  policy. 

Salk  Polio  Vaccine  Distribution 

The  House  of  Delegates  recommended  that 
further  purchase  and  distribution  of  Salk 
polio  vaccine  be  carried  on  by  the  presently 
available  commercial  avenues  used  for  other 
immunizing  agents.  It  further  advised  that 
all  vaccines,  once  proved  effective,  should 
enter  the  usual  channels  of  distribution.  The 
persons  unable  to  pay  for  Salk  vaccine  would 
remain  a local  problem,  and  responsibility. 
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Medical  Care  Plans 

The  Committee  on  Medical  Care  Plans  sub- 
mitted a progress  report  which  has  been  pub- 
lished in  the  Journal  of  the  American  Med- 
ical Association  for  December  3.  This  Com- 
mittee was  formed  to  inquire  into  (1)  the 
nature  and  methods  of  various  plans  through 
which  persons  receive  the  services  of  phys- 
icians; (2)  the  effect  of  these  plans  on  the 
quality  and  quantity  of  medical  care  pro- 
vided. Many  issues  of  concern  requiring  in- 
tensive study  are  being  investigated.  A final 
Committee  report  with  recommendations  is 
anticipated  by  June  1956. 

Miscellaneous  Actions 

Among  many  other  actions  on  a variety  of 
other  subjects,  the  House  of  Delegates  also: 

Recommended  that  the  Board  of  Trustees 
give  consideration  to  a dues  increase  for  all 
Association  members,  with  the  increase  de- 
signated for  contribution  to  the  American 
Medical  Education  Foundation: 

Adopted  a resolution  on  the  practice  of 
pathology  declaring  opposition  to  “the  di- 
vision of  any  branch  of  medical  practice  into 


THE  MONTH  : 

The  second  session  of  the  eighty-fourth 
Congress  is  under  way,  and  in  medical  legis- 
lation — as  in  all  other  fields  — this  prom- 
ises to  be  much  livelier  than  last  year’s  de- 
liberations. 

For  one  thing,  neither  the  Republican  ad- 
ministration nor  the  Democratic  party,  which 
is  in  control  on  Capitol  Hill,  got  anywhere 
near  as  much  as  it  wanted  last  year  in  med- 
ical legislation. 

For  another  thing,  and  something  that 
shouldn’t  be  lost  sight  of  at  any  time,  both 
parties  this  year  will  be  legislating  with  one 
eye  cocked  toward  next  November,  when  the 
voters  make  a choice  between  the  two  par- 
ties. Try  as  they  might  to  pass  laws  for  the 
good  of  all  the  people,  neither  party  can  af- 
ford to  ignore  the  political  realities  of  the 
situation:  each  will  want  to  take  credit  for 
any  legislation  with  popullar  appeal  or  where 
that  is  impossible,  at  least  to  see  that  the 
other  party  dosen’t  get  the  credit. 

In  front  of  this  political  mosaic,  these  are 
some  of  the  medically-important  issues  that 
will  be  fought  out  in  Senate  and  House: 


so-called  technical  and  professional  services”; 

Approved  appointment  of  an  A.M.A.  com- 
mittee to  study  the  prevention  of  highway 
accidents; 

Commended  the  Women’s  Auxiliary  of  the 
A.M.A.  for  its  financial  contributions  in  sup- 
port of  medical  education  and  requested  the 
Auxiliary  to  continue  its  active  efforts; 

Commended  the  Sears  Roebuck  Founda- 
tion for  its  thoughtfulness  and  foresight  in 
sponsoring  the  new  plan  for  financial  assist- 
ance in  establishing  medical  practice  units; 

Received  progress  reports  from  the  A.M.A. 
Law  Department  on  its  studies  of  profes- 
sional liability; 

Approved  a Board  of  Trustees  recommen- 
dation that  the  State  Journal  Advertising 
Bureau  be  separated  from  the  American  Med- 
ical Association  and  be  given  full  autonomy; 

Congratulated  the  physicians  of  Iowa  for 
their  efforts  in  supporting  the  position  that 
the  practice  of  medicine  is  the  right  of  the  in- 
dividual, and 

Approved  the  selection  of  Minneapolis  for 
the  1958  Clinical  Meeting  and  Chicago  for  the 
1960  Annual  Meeting. 


WASHINGTON 

1.  Federal  guarantee  of  mortgages  on 
health  facilities.  This  has  been  on  the  Con- 
gressional calendar  for  two  years;  it  was 
pushed  hard  in  1954,  and  was  given  some  con- 
sideration in  1955.  It  would  mean  that  the 
federal  government  would  underwrite  mor- 
tgages for  hospitals,  clinics  and  nursing 
homes,  under  certain  conditions,  thereby 
allowing  some  sponsors  to  obtain  loans  they 
couldn’t  otherwise  get,  or  to  obtain  them  on 
longer  terms  and  with  lower  interest. 

2.  Federal  grants  for  research  facilities. 
Under  this  plan  — approved  last  session  by 
the  Senate  — the  U.  S.  would  make  outright 
grants  to  laboratories,  medical  schools  and 
clinics  for  building  facilities  for  research  in 
specific  diseases,  such  as  cancer  and  heart 
disease. 

3.  Federal  aid  to  medical  education.  This 
perennial  project  probably  is  closer  to  Con- 
gressional enactment  now  than  ever  before. 
The  most  popular  bill  is  one  restricting  the 
federal  role  to  grants  for  building  and  equip- 
ment, with  a financial  incentive  held  out  to 
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those  schools  willing  to  increase  their  enroll- 
ment. This  bill  may  be  tied  in  with  some 
other  grants  bill,  such  as  the  one  for  re- 
search. 

4.  Salk  vaccine.  Legislation  authorizing 
federal  appropriations  for  the  purchase  of 
Salk  poliomyelitis  vaccine  ($30  million  for  the 
current  year)  expires  February  15,  virtually 
insuring  Congressional  action  of  some  sort 
before  that  date.  One  issue  is  whether  the 
federal  government  should  continue  the 
grants;  more  controversial  is  the  question  of 
whether  the  U.  S.  should  move  in  to  control 
the  allocation  and  distribution  of  the  vaccine. 
Allocation  and  distribution  now  are  handled 
under  a voluntary  program  supervised  by  the 
U.  S.  Public  Health  Service. 

5.  Increases  in  federal  appropriations  for 
medical  research.  Over  the  last  few  years  — 
since  the  National  Institutes  of  Health  came 
of  age  — Congress  repeatedly  has  increased 
research  grants  over  the  amounts  the  Budget 
Bureau  allowed  Public  Health  Service  to  re- 
quest. Indications  are  that  this  year  the  Bud- 
get Bureau  may  have  to  give  way  and  allow 
important  increases  to  be  requested  of  Con- 
gress. Congress  probably  would  want  to  add 
on  its  own  special  additions  anyway,  result- 
ing in  more  money  than  ever  before  available 
for  work  on  cancer,  heart  disease,  mental  ill- 
ness, arthritis,  blindness  and  the  many  other 


THE  INCREASING  IMPORTANCE 

There  are  a number  of  reasons  for  renewed  in- 
terest in  tuberculin  testing.  It  is  the  most  accurate 
method  known  to  medicine  of  determining  a 
specific  infection.  It  is  increasingly  desirable,  if 
indeed  not  essential,  in  determining  the  need  for 
drug  treatment  or  prophylaxis  in  certain  types  of 
infection  and  groups  of  individuals.  Studies  are 
under  way  by  the  United  States  Public  Health 
Service  to  determine  the  extent  to  which  Isoniazid 
protects  against  infection  and  prevents  dangerous 
complications,  such  as  miliary  tuberculosis  and 
tuberculous  meningitis,  in  infected  children  in  the 
younger  age  groups.  By  tuberculin  testing  im- 
munologic or  prophylactic  treatment  can  be  started 
before  infection  or  clinical  manifestations  and  de- 
tectable x-ray  changes  develop.  A tolerant  view 
is  now  held  by  some  regarding  prophylactic  treat- 
ment of  persons  with  recent  conversion  from  a 
negative  to  a positive  tuberculin  reaction.  Periodic 
re-examination  of  known  contacts,  including  occu- 
pational groups  with  a negative  tuberculin  reaction 
exposed  to  tuberculosis,  is  necessary  to  determine 
the  relative  date  of  conversion.  When  BCG  Vac- 
cination is  used  to  immunize  against  tuberculosis, 
tuberculin  testing  is  essential  to  find  negative  re- 
actors suitable  for  vaccination. 

Tuberculin  testing  is  the  most  accurate  method 
of  determining  epidemiological  information.  In 
some  areas  where  tuberculin  testing  has  been  car- 
ried on  over  a period  of  years,  a sharp  decline  in 
infection  rate  has  been  observed.  There  has  been 
a progressive  decline  in  the  number  of  positive 
tuberculin  reactors  among  medical,  nursing  and 
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6.  OASI-covetred  persons  could  receive  pay- 
ments beginning  at  age  50  if  determined  to 
be  disabled.  Under  present  law  retirement 
payments  for  all  are  available  at  age  65.  The 
bill  containing  this  provision  (H.R.  7225) 
passed  the  House  last  session  by  an  over- 
wheilming  margin.  It  is  now  before  the 
Senate  Finance  Committee,  where  the  next 
phase  of  the  legislative  contest  will  be  fought 
out  in  1956. 

The  lop-sided  House  vote  on  disability  pay- 
ments may  be  discounted  in  part  because  of 
the  parliamentary  maneuvering  by  sponsors 
of  the  legislation.  House  members  had  only 
40  minutes  to  debate  this  bill,  and  no  oppor- 
tunity to  amend  it.  It  was  a case  of  accepting 
the  whole  bill  — which  contains  a number  of 
other  social  security  liberalizations  not  of 
medical  significance  — or  being  politically 
damned  as  opposed  to  social  security  per  se. 

The  American  Medical  Association  main- 
tains that  the  present  rehabilitation  programs 
would  be  undermined  by  cash  payments  for 
disability,  that  the  financial  and  other  long- 
range  aspects  of  the  disability  payments  plan 
have  not  been  thoroughly  studied,  and  that 
the  machinery  for  disability  payments  would 
inevitably  project  the  federal  government 
deeply  into  the  medical  care  picture. 


OF  THE  TUBERCULIN  TEST* 

other  students  during  the  past  several  years.  Tu- 
berculin testing  of  large  numbers  of  the  young 
adult  population  from  various  parts  of  the  country, 
such  as  Navy  and  Marine  Corps  recruits,  has  re- 
vealed positive  reactors  in  less  than  10  per  cent. 
Thus,  the  importance  of  tuberculin  testing  to  es- 
tablish the  reservoir  of  those  infected  and  from 
whom  future  tuberculosis  will  develop  is  clear. 
Examination  of  contacts  of  positive  reactors  by 
tuberculin  test,  x-ray,  or  both,  should  be  done  in 
an  effort  to  discover  the  source  of  infection. 

Combined  efforts  of  the  physician.  Medical  So- 
ciety, voluntary  and  official  organizations,  to  es- 
tablish the  infection  rate  among  various  age  and 
population  groups  in  Westchester  County  is  highly 
desirable.  Such  a program  would  greatly  enhance 
mass  chest  x-ray  screening  programs  in  addition 
to  determine  the  magnitude  of  the  reservoir  of  in- 
fection. 

In  the  future  it  will  become  increasingly  im- 
portant for  all  concerned  with  tuberculosis,  and 
this  especially  includes  the  practicing  physician, 
to  determine  the  tuberculin  status  of  patients  to 
be  in  position  to  offer  them  the  best  in  way  of 
treatment  and  protection  against  man’s  most  de- 
structive and  preventable  infectious  disease.  With 
a minimum  of  planning  and  effort,  and  with  a 
firm  conviction  of  its  importance,  the  tuberculin 
test  could  easily  become  an  accepted  part  of  the 
routine  examination  of  all  office  and  hospital 
patients. 

*Reprinted  from  the  Westchester  Medical  Bulletin, 
December  1955  issue. 
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Medical  Research 


The  Executive  Director,  John  M.  Russell, 
of  the  John  and  Mary  R.  Markle  Foundation 
in  the  1954-55  Annual  Report  describes  public 
relations  and  science.  The  following  is  quoted 
from  this  report;  . . . “Fifteen  years  or  more 
ago  basic  research  was  supported  almost  en- 
tirely from  endowment  funds  of  one  sort  or 
another-mostly  from  the  income  produced  by 
university  endowments  and  grants  from 
private  foundations.  World  War  II,  as  every- 
one knows,  entirely  changed  this  picture. 
Public  funds  in  vast  amounts  became  avail- 
able suddenly  — public  funds  either  in  the 
form  of  government  grants  or  in  the  form 
of  grants  from  agencies  supported  by  con- 
tributions collected  from  the  public.  In  either 
case  it  was  at  this  point  that  the  public  and 
its  collective  opinion  became  seriously  in- 
volved; and  public  opinion  is  not  noted  either 
for  its  patience  or  its  understanding. 

The  layman  tends  to  be  impatient  with 
medical  scientists  who  appear  to  take  too 
long  to  solve  the  problems  of  disease;  and, 
above  all,  the  proverbial  man-in-the-street 
can  not  possibly  understand  the  scientific 
difficulties  and  complications  involved,  es- 
pecially when  he  may  have  misinterpreted 
the  information  provided  or  may  have  been 
only  partially  informed.  Yet  the  opinion  of 
the  public  has  become  an  enormous  factor  in 
the  support  of  scientific  research.  Unless  the 
public  is  better  informed,  unless  there  is 
more  general  understanding  of  the  problems 
involved,  scientific  research  is  sure  to  suffer.” 

This  need  for  educating  the  public  has  re- 
sulted in  propaganda  some  times  emotional. 


as  exemplified  by  the  posters  and  statements 
made  during  money-raising  campaigns  con- 
ducted by  money  raising  experts.  A valuable 
type  of  education  is  now  being  carried  on 
through  various  media  of  communication,  the 
most  recent  of  which  is  television,  in  which 
medically  trained  men  give  information  and 
advice  that  is  scientific  and  sound. 

Public  relations  experts  in  science  is  a new 
development  and  the  result  has  been  the 
stimulating  of  interest  of  the  American 
citizen  and  of  Congress  in  particular  diseases, 
so  that  millions  in  government  funds  has 
been  appropriated.  Some  confusion,  as  evi- 
denced by  the  “now-it’s  safe”  and  “now-it- 
isn’t”  situation  and  an  over  enthusiasm  has 
resulted  in  much  misunderstanding  and  disil- 
lusionment. 

It  is  of  great  importance  that  the  public 
understand  that  basic  scientific  research  takes 
time,  vast  amounts  of  time,  and  that  the  free- 
dom and  integrity  of  scientists  needs  to  be 
protected. 

Most  of  the  staff  members  at  the  Univer- 
sity Medical  School  are  carrying  on  research 
projects,  some  of  which  are  supported  in  part 
by  grants  from  the  National  Institutes  of 
Health,  and  Markle  Foundation,  and  the 
American  Cancer  Society.  Recently  a num- 
ber of  these  research  projects  have  been  des- 
cribed in  articles  appearing  in  prominent 
and  nationally  known  journals.  These  are 
as  follows: 

“The  growth  reponse  of  corn  seedlings  to 
normal  and  rat  blood”  by  Walter  L.  Hard, 
Dean  of  the  Medical  School  and  John  H.  Win- 
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ter,  Head  of  the  Botany  Department.  This 
was  published  in  Growth  in  v.l9,  pp.  151-154, 
1955. 

Summary:  A method  previously  employed 
by  Dr.  Winter  in  an  investigation  of  the  corn 
seedling  as  a photo-biological  test  agent,  es- 
tablished in  this  study  a range  of  controls, 
necessary  to  the  growth  environment,  w^hich 
assure  a consistent  growth  pattern  and 
yielded  results  of  some  statistical  value. 
Eight  per  cent  solution  of  whole  blood  from 
normal  rats  has  a pronounced  inhibition  on 
growth  of  corn  seedlings  as  measured  by  dry 
root  weight  in  comparison  with  water  grown 
controls.  Blood  from  rats  bearing  trans- 
planted tumors  (Walker  and  Jensen  strains) 
do  not  exhibit  the  same  degree  of  inhibition 
but  rather  root  weights  were  increased  above 
those  for  seedlings  grown  in  normal  blood 
in  47  out  of  53  determinations. 

“Isolation  of  a Hyperglycemic,  Pbosphory- 
lase-Reactivating  Substance  From  Canine 
Pancreatic  Blood”  by  John  H.  Fodden  of  the 
Pathology  Department  and  Willard  O.  Read 
of  the  Physiology  Department.  This  article 
is  found  in  the  American  Journal  of  Phys- 
iology, September,  1955,  pp.  513-517. 

Summary:  A substance  with  biological  ac- 
tivities similar  to  those  of  pancreatic  HGF  is 
extractable  from  canine  pancreatic  venous 
blood.  Its  reactions  basically,  are  those  of  a 
protein.  The  amount  recovered  is  increased 
by  pretreatment  of  the  animal  with  either 
growth  hormone  or  corticotropin;  the  con- 
dition of  alloxan  diabetes  makes  little  dif- 
ference to  the  total  yield.  The  hyperglycemic 
activity  of  this  protein  is  undisturbed  by  in- 
cubation of  the  protein  in  blood. 

“Mechanism  of  Action  of  Hypertensin”  by 


W.  O.  Read  found  in  the  American  Journal  of 
Physiology.  September,  1955,  pp.  545-547. 

Summary:  Analysis  of  arterial  tissue  of  the 
rat  during  hypertension  reveals  that  the 
creatine  content  and  acid-soluble  phosphorus 
are  decreased.  Renin  increased  the  ATP-ase 
activity  of  aorta  actomyosin  in  the  absence  of 
added  salts  and  inhibited  that  of  heart  acto- 
myosin. Calcium  inhibited  the  action  of  renin, 
and  the  presence  of  both  calcium  and  pot- 
assium caused  the  ATP-ase  activity  to  ap- 
proach the  control  level.  Hypertensin  caused 
a decrease  in  tissue  potassium  and  an  in- 
crease in  tissue  sodium  of  the  isolated  rat 
uterus.  When  the  external  sodium  concen- 
tration was  low  and  the  potassium  concen- 
tration high,  hypertensin  caused  a shift  of 
potassium  from  the  bath  into  the  tissue. 

“Histopathology  of  Amino  Acid  Deficien- 
cies” IV.  Tryptophan,  by  Earl  B.  Scott  of  the 
Anatomy  Department.  Published  in  the 
American  Journal  of  Pathology,  November- 
December,  1955,  pp.  1111-1129. 

Summary:  The  total  lack  of  dietary  tryp- 
tophan resulted  in  some  tissue  changes  which 
were  similar  to  the  histologic  effects  of 
phenylalanine,  threonine,  or  histidine  de- 
ficiencies. These  were  regression  in  the  size 
of  the  anterior  pituitary  acidophils,  complete 
depletion  in  the  anterior  pituitary  gonado- 
trophic basophils,  atrophy  of  the  testes  and 
accessory  structures,  and  thymic  involution 
and  interference  with  somatic  growth.  There 
were  some  histopathologic  effects,  however, 
which  were  not  observed  previously  and 
which  appear  to  have  resulted  directly  from 
the  total  lack  of  tryptophan.  These  include 
lipidosis  of  hepatic  cells,  myocardial  lesions, 
and  crystalline  deposition  in  an  already  in- 
voluted thymus. 
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Medical-Hospital  Practice 
Decision  in  Iowa  Clarifies 
Licensure  Picture 


The  Decision  of  the  Dis- 
trict Court  in  Des  Moines, 
Iowa  on  the  controversy  be- 
tween the  Iowa  Hospital  As- 
sociation and  its  member 
hospitals  on  one  hand  and 
the  Iowa  Board  of  Medical 
Examiners  and  the  Iowa 
State  Medical  Examiners 
and  the  Iowa  State  Medical 
Society  on  the  other,  has 
given  new  perspective  to  the 
use  of  medical  licenses  by  a 
corporation. 

In  effect,  the  decision 
shows  the  move  of  hospitals, 
as  corporations,  towards  the 
usurpation  of  medical  prac- 
tice, which  has  always  been 
an  individual  privilege. 

In  the  decision,  the  Court 
held  as  follows: 

“It  is  the  conclusion  of  the 
Court  that  under  the  facts 
established  in  this  case  and 
the  law  as  the  Court  under- 
stands it,  that  the  work  done 
by  the  pathologist,  radio- 
logist, and  the  technicians 
working  in  the  pathology 
and  X-ray  laboratories,  con- 
stitutes the  practice  of  med- 
icine. 


That  under  the  Iowa  law 
the  privilege  of  practicing 
medicine  is  a personal  one 
requiring  qualifications 
which  cannot  be  met  by  a 
corporation. 

That  the  provisions  of 
Chapter  135B  do  not  grant 
hospitals  any  right  to  prac- 
tice medicine  by  the  opera- 
tion of  pathology  and  X-ray 
laboratories  in  the  manner 
shown  by  the  evidence. 

That  plaintiff  hosipitals  are 
not  excluded  from  the  re- 
quirements of  the  Iowa  prac- 
tice acts  in  regard  to  the 
practice  of  medicine  on  the 
basis  that  they  are  non- 
profit corporations  or  be- 
cause of  long  standing  cus- 
tom and  inactivity  on  the 
part  of  those  charged  with 
enforcing  the  law,  or  be- 
cause of  public  policy  in  the 
absence  of  legislative  enact- 
ment. 

That  plaintiff  hospitals 
under  the  Court’s  findings  of 
fact  and  conclusions  of  law 
have  been  engaged  in  the  un_ 
authorized,  unlicensed  and 
illegal  practice  of  medicine. 


That  under  the  Court’s 
findings  of  fact  and  conclu- 
sions of  law  the  pathologists 
and  radiologists  have  been 
violating  the  provisions  of 
Subsection  4 of  Section 
147.56. 

The  Court  does  not  intend 
that  any  findings  or  conclu- 
sions herein  affect  in  any 
way  the  obligation  of  public 
hospitals  under  Chapter  347 
or  380  of  the  Code,  as  well, 
as  the  State  Hospital  at  Iowa 
City,  to  provide  medical 
treatment  for  indigent  per- 
sons or  tuberculous  patients 
as  provided  in  Chapter  254 
and  Chapter  255  of  the  Code 
wherein  medical  treatment 
is  to  be  provided  by  hospitals 
of  that  category  to  patients 
of  certain  entitlement,  nor  as 
to  the  operation  by  the  State 
of  mental  or  other  hospitals 
authorized  by  law. 

The  Court  is  not  to  be  un- 
derstood as  holding  the 
plaintiff  hospitals  cannot 
own  and  maintain  the  facil- 
ities of  pathology  and  X-ray 
laboratories  and  receive  just 
compensation  for  the  use 
thereof,  as  certainly  these 
are  essential  and  necessary 
parts  of  a modern  hospital, 
not  that  the  operation  of 
said  laboratories  within  the 
law  need  affect  the  care  and 
treatment  to  be  given  the  pa- 
tients. 
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It  is  the  opinion  of  the 
Court  that  the  furnishing  of 
proper  pathology  and  X-ray 
services  to  the  patients  in 
the  hospitals  can  be  worked 
out  on  the  local  level  and 
within  the  law.” 


ABERDEEN  DISTRICT 

SOCIETY  MEETS 

“The  Aberdeen  District 
Medical  Society  held  their 
regular  monthly  dinner 
meeting  in  the  Miexican 
Room  of  the  Sherman  Hotel 
Wednesday  evening,  De- 
cember 7.  The  following  of- 
ficers were  elected  for  1956: 
President,  R.  G.  Mayer.  M.D. 
Aberdeen;  Vice  President, 

B.  F.  King.  M.D..  Aberdeen; 
Secretary-treasurer,  W.  E. 
Gorder,  M.D..  Aberdeen.  Di- 
rectors, E.  J.  Perry.  M.D.. 
Redfield;  for  a term  of  three 
years;  P.  V.  McCarthy,  M.D., 
Aberdeen  still  has  two  years 
of  his  term  to  serve;  and 

C.  L.  Vogele,  M.D.,  Aberdeen 
has  one  year.  J.  C.  Rodine, 
M.D.,  Aberdeen  was  elected 
to  serve  a three  year  term 
on  the  Board  of  Censors; 
P.  G.  Bunker,  M.D.,  Aber- 
deen (2  years),  and  G.  J. 
Bloemendaal.  M.D.,  Ipswich 
(1  year)  are  the  other  mem- 
bers of  the  Board  of  Censors. 
The  Delegates  were  elected  a 
year  ago  for  two  year  terms, 
and  are  as  follows:  C.  B. 
Murdy,  M.D.,  Aberdeen,  and 
J.  N.  Berbos,  M.D.,  Aber- 
deen. Alternate  Delegates 
are  W.  E.  Gorder,  M.D., 
Aberdeen  and  J.  F.  Comely, 
M.D.,  Aberdeen. 

A fifty  year  pin  was  pre- 
sented to  Dr.  C.  H.  Weishaar, 
of  Aberdeen;  who  recalled 
some  of  his  early  experiences 
in  the  practice  of  his  pro- 


fession. The  guest  speaker 
for  the  evening  was  Dr.  N.  K. 
Jensen,  of  Minneapolis, 
Minnesota;  who  presented  a 
very  interesting  talk  on 
‘Crushing  Injuries  of  the 
Chest’  which  was  well  illus- 
trated with  lantern  slides.” 


HURON  DISTRICT 
STARTS  FALL 
HUNTERS  MEET 

On  the  first  two  days  of 
hunting  season  last  Pall,  the 
Huron  District  Medical  So- 
ciety sponsored  the  East 
Central  Medical  Symposium 
for  out-of-town  physicians 
hunting  in  the  area. 

The  symposium  was  con- 
ducted during  the  two  morn- 
ings and  a smoker  held  on 
the  second  evening. 

The  meeting  was  highly 
successful  and  plans  are 
being  made  to  make  it  an 
annual  event. 


A.C.S.  SECTION 

TO  MILWAUKEE 

The  Sectional  Meeting  of 
the  American  College  of  Sur- 
geons will  be  held  in  Mil- 
waukee, February  27-28-29 
and  will  discuss  handling  of 
mass  casualties,  fractures  in 
children,  prostatic  carcin- 
oma, biliary  tract  surgery 
and  many  other  subjects. 

Special  hospital  clinics  will 
be  offered  on  two  morning 
sessions  as  will  medical  mo- 
tion pictures  and  cine  clinic 
films. 

Information  on  the  meet- 
ing may  be  obtained  by  writ- 
ing Dr.  H.  Prather  Saunders, 
American  College  of  Sur- 
geons, 40  East  Erie  Street, 
Chicago  11,  Illinois. 


YOHE  LEAVES 
YANKTON  POST 
Dr.  Charles  Yohe,  superin- 
tendent of  Yankton  State 
Hospital  since  January  1953 
has  resigned  that  post  effec- 
tive February  1st. 

In  his  letter  of  resignation. 
Dr.  Yohe  recommended  that 
his  assistant.  Dr.  Anthony 
Coletti  be  named  superin- 
tendent. At  the  time  of 
writing,  no  successor  had 
been  selected. 


NEWS  NOTES 
Dr.  Raymond  Coultrip  has 

taken  up  residence  and  prac- 
tice at  Estelline  replacing 
Dr.  Miguel  Drobinsky  who 
moved  to  California. 

* * * 

Dr.  G.  H.  Steele  has  been 
named  Chief  of  Staff  at  St. 
Luke’s  Hospital  in  Aberdeen 
for  1956. 

* * 

Dr.  M.  N.  Spirtos  has 

opened  an  office  at  Gregory. 
^ ^ ^ 

Dr.  H.  J.  Barton,  Jr.,  has 

been  elected  Chief  of  Staff 
at  Memorial  Hospital  in 
Watertown. 

* * * 

Drs.  Mary  and  Ronald 
Price  have  purchased  a 
building  in  Armour  which 
will  be  remodeled  into  a 
modern  clinic. 

* * 

The  Medical  Clinic,  Yank- 
ton, will  move  into  larger 
quarters  when  they  take 
over  the  present  Red  Owl 
Store  building.  Plans  call 
for  suites  for  six  physicians 
plus  administrative  and  stor- 
age space. 
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“The  medical  staff  of  St. 
Lukes  Hospital  in  Aberdeen 
held  their  annual  dinner 
meeting  and  election  of  of- 
ficers on  Tuesday  evening, 
December  6.  The  following 
officers  were  elected:  Presi- 
dent, Dr.  G.  H.  Steele,*  Vice 
President,  Dr.  W.  E.  Gorderj 
Secretary-Treasurer,  Sister 
M.  Geraldine.” 

* ^ * 

Radio-isotope  equipment 
has  been  added  to  the  lab- 
oratory at  McKennan  Hos- 
pital in  Sioux  Falls. 

* * if: 

Methodist  Homes  for  the 
Aged  have  purchased  the 
Bartron  Hospital  in  Water- 
town  and  will  convert  to  an 
old  peoples  home  this  Spring. 


MEDICAL  SCHOOL 
NEWS  NOTES 

The  December  program  of 
the  Student  American  Med- 
ical Association  featured  a 
talk  by  Doctor  Hugo  Andre 
of  Vermillion  on  several  as- 
pects of  the  general  practice 
of  medicine. 

He  ^ 

Doctor  Leonard  C.  Smith, 
formerly  of  Northwestern 
University  and  Research  As- 
sociation of  Hines  Veterans 
Hospital,  has  been  appointed 
to  the  faculty  as  Assistant 
Professor  in  Biochemistry. 

Hs  H:  * 

Doctor  John  G.  Pirsch  has 

joined  the  staff  of  the  De- 
partment of  Anatomy  as 
Assistant  Professor  and  has 
recently  received  his  Ph.D. 
degree  from  the  University 
of  Iowa  School  of  Medicine. 


The  South  Dakota  Division 
of  the  American  Cancer  So- 
ciety bias  awarded  three 
grants  totalling  $6,200.00  in 
support  of  cancer  research 
at  the  medical  school.  The 
principle  investigators  of 
these  projects  are:  Dr.  Harry 
J.  Clausen,  Dr.  Walter  L. 
Hard  — Anatomy  Depart- 
ment; Dr.  John  M.  Winter  — 
Botany  Department;  Doctor 
F.  Ellis  Kelsey  — Pharma- 
cology Department. 

* ^ * 

The  United  States  Public 
Health  Service  has  continued 
two  research  grants  totalling 
$21,000.00  in  contmuing  sup- 
port of  research  conducted 
by  Dr.  Earl  B.  Scott  in  Ana- 
tomy and  Dr.  John  F.  Fod- 
den  in  Pathology. 


ATLANTA  GRADUATE 
MEDICAL  ASSEMBLY 
TO  MEET 

Attracting  wider  attend- 
ance and  acclaim  in  medical 
circles  each  year,  the  Atlanta 
Graduate  Medical  Assembly, 
scheduled  for  February  20- 
22  in  ’56,  has  streamlined  and 
sharpened  its  agenda  to  in- 
corporate the  features  which 
have  attracted  most  favor- 
able comment  from  the 
growing  numbers  of  doctors 
who  have  been  attending 
each  year. 

Dt.  a.  Cullen  Richardson 
of  Atlanta,  this  year’s  Chair- 
man of  the  Assembly,  prom- 
ises another  excellent  speak- 
ing faculty,  a feature  that 
has  been  possibly  the  most 
outstanding  attraction  in  the 
past. 

“In  addition,  this  year  we 
have  made  a stronger  at- 
tempt to  group  the  speakers 
and  discussion  forums  on 


each  separate  specialty  and 
field  of  interest  to  practi- 
tioners, into  a unified  corre- 
lated ‘package,’  allowing 
those  visiting  doctors  most 
interested  in  one  specific 
field  to  attend  and  partici- 
pate in  the  coverage  of  this 
field  in  a concentrated  dose,” 
Dr.  Richardson  stated.  “Also 
this  year,  we  are  lengthen- 
ing the  time  allowed  for 
lunch  and  scheduling  some 
of  our  “round  table  discus- 
sion forums’  to  convene 
around  the  luncheon  table, 
thus  allowing  more  time  for 
a leisurely  luncheon  meal 
and  at  the  same  time  the 
opportunity  to  combine  a 
little  business  with  pleas- 
ure,” Dr.  Richardson  added. 

Other  highlights  of  the  ’56 
Atlanta  Graduate  Medical 
Assembly  include  a more  ex- 
tensive social  and  entertain- 
ment program,  especial'ty 
those  activities  planned  for 
the  visiting  doctors’  wives, 
than  ever  before.  Atlanta, 
known  throughout  the  coun- 
try for  its  hospitality,  has 
gone  all-out  from^  the  stand- 
points of  both  the  large 
groups  of  host  physicians 
and  medical  associations 
themselves,  and  the  non- 
miedical  people  and  enter- 
tainment facilities  of  the  city 
itself,  to  welcome  the  neably 
2,000  doctors  from  all  over 
the  country  who  are  expec- 
ted. 


The  placement  service  has 
a surgeon  finishing  a resi- 
dency in  1956.  A former 
South  Dakota  G.P.,  he  is  now 
looking  for  an  association 
with  an  established  surgeon. 
Write  the  executive  office  if 
interested. 
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OPHTHALMIC  SOLUTIONS* 
Clark  T.  Eidsmo©** 
Brookings,  South  Dakota 


In  probably  no  other  type  of  prescription  is 
there  a need  for  such  care  in  preparation  or 
such  rigid  standards  for  the  finished  product 
as  for  the  ophthalmic  solution.  The  eyes  are 
the  most  delicate  structures  of  the  body,  ex- 
tremely sensitive  to  even  slight  stimuli,  and 
since  most  stimulation  of  the  cornea  results 
in  pain,  it  is  highly  important  that  solutions 
intended  for  the  eye  be  as  free  from  any 
irritating  qualities  (not  inherent  in  the  med- 
ication) as  it  is  possible  to  make  them.  It  has 
long  been  recognized  that  clarity  and  freedom 
from  foreign  particles  are  absolutely  essential 
to  satisfactory  eye  solutions,  and  more  re- 
cently there  has  been  developed  an  awareness 
that  there  are  other  features,  such  as  acidity 
or  alkalinity,  toxicity,  and  sterility  of  the 
solutions  which  are  also  worthy  of  the  most 
earnest  consideration.  So  important  do  some 
pharmacists  consider  eye  prescriptions  that 
they  have  provided  separate  rooms  with  spec- 
ial sets  of  ingredients  and  utensils  for  use 
exclusively  in  this  type  of  compounding. 

Effect  of  pH 

In  eye  solutions  just  as  in  other  types  of 
medication  the  factor  of  greatest  importance 
is  the  therapeutic  activity  of  the  product. 
This  factor  is  directly  dependent  upon  the 
stability  of  the  preparation.  Many  drug  items 
commonly  employed  in  ophthalmic  practice 
deteriorate  rapidly  in  solution  unless  dis- 
pensed at  the  proper  pH.  It  is  well  known 

*Presented  to  the  Pharmaceutical  Institute,  South 
Dakota  State  College,  Brookings,  April  13,  1955. 
**Professor  and  Head  of  the  Department  of  Phar- 
macy, Division  of  Pharmacy,  South  Dakota  State 
College. 


that  alkaloidal  salts  decompose  in  alkaline 
media  but  are  stable  in  acid  solution.  Blok’ 
has  found  this  decomposition  takes  place  at 
pH  8.3,  but  the  salts  are  quite  stable  at  pH 
6.8.  Therefore,  while  it  has  been  advocated 
that  ophthalmic  solutions  should  be  adjusted 
to  a degree  of  alkalinity  corresponding  to  that 
of  tears  (pH  7.2  to  7.4)  in  order  to  render  them 
less  irritating,  the  solutions  may  be  more 
efficient  at  some  other  pH.  In  such  situations 
the  efficiency  of  the  preparation  should  have 
first  consideration. 

Swan  and  White^  have  reported  it  is  the 
free  base  of  ophthalmic  salts  rather  than  the 
salt  itself  which  carries  the  physiological  ac- 
tivity of  the  drug.  This  free  base  while  most 
active  is  also  the  most  irritating  to  the  eye. 
Liberation  of  the  free  base  varies  with  the 
pH  of  the  solution.  As  the  acidity  increases 
liberation  of  the  base  decreases  but  as  the 
acidity  is  reduced  more  free  base  is  liberated, 
and  the  stability  of  the  solution  is  reduced  so 
it  becomes  necessary  to  make  the  most  satis- 
factory adjustment  between  the  two  con- 
ditions. Good  stability  of  alkaloidal  salts  re- 
sults when  solutions  are  at  a pH  2 or  3,  but 
such  solutions  show  little  physiological  activ- 
ity. On  the  other  hand  at  a pH  7 the  physio- 
logical activity  is  the  greatest  but  the  sta- 
bility is  poor. 

On  this  premise  it  has  been  advocated  by 
some  workers  that  adjustments  should  be 
made  to  provide  free  base  to  maintain  the 
greatest  physiological  activity  with  the  least 
degree  of  irritation  and  at  the  same  time 
provide  stability  for  the  solutions.  Others  are 
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of  the  opinion  the  natural  buffers  of  the  tear 
fluids  are  sufficient  to  take  care  of  weak  solu- 
tions instilled  into  the  eye.  They  maintain 
nothing  is  gained  by  applying  solutions  of  the 
base  rather  than  the  salt  and  that  much  loss 
may  result  by  decomposition  of  the  drug  in 
alkaline  or  neutral  solution. 


Adjustment  of  pH 

From  the  foregoing  discussion  it  should  be- 
come apparent  the  decision  as  to  whether  the 
pH  of  an  ophthalmic  solution  should  or  should 
not  be  adjusted  depends  not  merely  on  the 
patient’s  comfort  but  also  upon  the  resulting 
efficiency  of  the  preparation.  If  it  is  decided 
adjustments  should  be  made,  there  are  sev- 
eral methods  of  approaching  the  problem. 
Hind  and  Goyan^  in  what  appears  to  be  an 
attempt  to  simplify  the  matter  divide  most  of 
the  drugs  used  in  ophthalmic  practice  into 
two  main  groups,  one  to  be  dispensed  in  a 
boric  acid  solution  pH  5.0,  the  other  in  a mod- 
ified Sorenson  phosphate  buffer  solution  pH 
6.8  The  boric  acid  solution  contains  2.2  per 
cent  boric  acid,  making  it  isotonic  with  tear 
fluid.  The  Sorenson  buffer  has  had  added 
to  it  0.43  per  cent  sodium  chloride  to  make  it 
isotonic  with  tears.  In  both  solutions  ben- 
zalkonium  chloride  1:50000  is  used  as  a pre- 
servative. 


Solution  (pH  5.01)  for  Drugs  of  Group  I* ** 


Boric  Acid 

Benzalkonium  Chloride 
Distilled  Water,  to  make 

Proiposed  for  salts  of: 

Adrenalin  Nupercaine 

Cocaine  Optochin 

Dionin  Phenacaine 

Metycaine  Pontocaine 


22.0  Gm 
1:50000 
1000.0  cc 


Procaine 

Prostigmine 

Syntropan 

Zinc 


Hind  and  Goyan^  report  that  at  the  pH 
level  of  the  eye  (7.4)  precipitation  of  the  free 
base  occurs  in  1 per  cent  solutions  of  the  hy- 


drochlorides of  phenacaine,  pontocaine,  opto- 
chin, and  nupercaine.  They  also  found  that 
although  free  alkaloid  does  not  precipitate  at 
this  pH  from  solutions  of  the  salts  of  epine- 
phrine, dionin,  syntropan,  metycaine,  pros- 
tigmine, and  cocaine,  the  resulting  solutions 
are  likely  to  be  not  only  unstable  but  also 
irritating.  In  all  cases  where  boric  acid  was 
used  to  adjust  the  solutions  to  a pH  of  5.0  they 

**Formula  used  by  permission  from  the  Journal 
of  the  American  Pharmaceutical  Association, 
Scientific  Edition,  and  from  the  authors  (see 
Reference  3). 


remained  stable,  thus  insuring  their  full 
therapeutic  activity. 

Not  only  were  stability  and  activity  im- 
proved when  solutions  were  adjusted  to  pH 
5.0  but  it  was  also  observed  that^  except  for 
zinc  salts  there  was  less  irritation  when 
drugs  of  Group  I were  instilled  into  the  eye 
and  that  the  stinging  and  burning  sensations 
are  markedly  increased  as  the  pH  of  the  solu- 
tions approaches  neutrality.  The  explanation 
of  this  is  that  it  is  the  free  base  which  is 
responsible  for  the  burning.  Since  boric  acid 
is  a weakly  dissociated  acid,  it  retards  libera- 
tion of  the  base  slightly,  but  nevertheless 
sufficiently  to  show  up  its  absorption  to  a 
degree  which  makes  it  less  irritating. 

Zinc  salts  will  still  be  irritating  at  the  pH 
of  the  boric  acid  solution,  but  they  should 
never  be  dispensed  at  a pH  above  6.0  since 
they  form  basic  complexes  and  reduce  the 
zinc  ion  concentration.  Boric  acid  reduces 
this  tendency.3 

The  boric  acid  solution  with  0.1  per  cent  of 
sodium  sulfite  added  to  it  as  an  antioxidant 
has  also  been  found  to  be  very  satisfactory  for 
physostigmine  salts,  maintaining  their  stabil- 
ity for  about  6 months.  The  principal  de- 
composition of  physostigmine  is  due  to  oxida- 
tion and  although  the  products  of  oxidation 
are  therapeutically  active  they  are  extremely 
irritating.  Any  solution  of  a physostigmine 
salt  which  has  become  pink  should  not  be  dis- 
pensed. Benzalkonium  chloride  has  been 
found  to  be  incompatible  with  physostigmine 
salicylate  and  it  is  suggested  it  be  replaced  as 
a preservative  for  solutions  of  that  salt  with 
phenylmercuric  nitrate. 


Solution  (pH  6.8)  for  Drugs  of  Group  II** 


Sodiiim  Acid  Phosphate,  Anhydrous 

(NaH2P04)  4.003  Gm 

Sodium  Phosphate,  Anhydrous 

(Na2HP04)  4.730  Gm 

Sodium  Chloride  4.300  Gm 

Benzalkonium  Chloride  1:50000 

Distilled  Water,  to  make  1000.000  cc 

Proposed  for  salts  of: 


Atropine  Eucatropine 

Ephedrine  Homatropine 

Pilocarpine 


**Formula  used  by  permission  from  the  Journal  of 
the  American  Pharmaceutical  Association,  Scien- 
tific Edition,  and  from  the  authors  (see  Ref- 
erence 3). 
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Solutions  of  drugs  in  the  above  group  are 
most  stable  at  a pH  of  2 to  3 but  show  very- 
little  physiological  activity.  3 When  the  pH 
is  adjusted  to  7 or  over,  the  activity  is  at  the 
maximum  but  the  stability  of  the  solutions  is 
greatly  reduced.  At  the  pH  suggested  (6.8) 
the  loss  of  activity  in.  30  days  is  reported  to 
be  between  10  and  20  per  cent.  This  loss  in 
activity  is  not  sufficient  to  materially  affect 
the  value  of  the  preparation  and  is,  therefore, 
accepted  as  the  most  satisfactory  solution  of 
the  problem. 

Sorenson  Phosphate  Buffer  System 
In  addition  to  the  vehicles  named,  there 
are  a number  of  buffer  systems  in  use.  One 
of  these  is  the  Sorenson  phosphate  buffer. 
This  buffer  system  as  modified  by  Britton^ 
has  a pH  range  of  from  5.91  to  8.04,  making 
it  quite  adaptable  for  eye  solutions.  Hind  and 
GoyanS  and  Hind,  Goyan,  and  Schwarz^ 
have  calculated  the  amount  of  sodium  chlor- 
ide to  be  added  to  each  dilution  to  make  it 
isotonic  with  tears.  Addition  of  the  medica- 
ment to  these  solutions  will,  therefore,  make 
them  hypertonic  unless  an  equivalent  amount 
of  sodium  chloride  is  omitted  from  the  form- 
ula. The  extent,  however,  to  which  the  solu- 
tion will  be  hypertonic  will  in  most  instances 
be  insufficient  to  necessitate  adjustment  and 
may  be  disregarded.  The  formulas  for  the 
solutions  of  the  system  together  with  the 
table  of  dilutions  follow: 

SORENSON'S  PHOSPHATE  BUFFER  SYSTEM** 
M/15  Disodium  Phosphate  Solution 
Sodium  Acid  Phosphate,  Anhydrous  8.006  Gm 

Distilled  Water  q.s.  1000.000  cc 

M/15  Disodium  Phosphate  Solution 
Disodium  Phosphate,  Anhydrous  9.473  Gm 

Distilled  Water  q.s.  1000.000  cc 


Table  1** 


pH 

M/15 

Sodium 

Acid 

Phosphate 

Solution 

cc 

M/15 

Disodium 

Phosphate 

Solution 

cc 

Grams  of 
Sodium 
per  100  cc 
to  Render 
Isotonic 

5.91 

90.0 

10.0 

0.52 

6.24 

80.0 

20.0 

0.51 

6.47 

70.0 

30.0 

0.50 

6.64 

60.0 

40.0 

0.49 

6.81 

50.0 

50.0 

0.48 

6.98 

40.0 

60.0 

0.46 

7.17 

30.0 

70.0 

0.45 

7.38 

20.0 

80.0 

0.44 

7.73 

10.0 

90.0 

0.43 

8.04 

5.0 

95.0 

0.42 

**Formulas  and  Table  used  by  permission  from 
the  Journal  of  the  American  Pharmaceutical  As- 
sociation, Scientific  Edition,  and  from  the  authors 
(see  References  3 and  9). 


Phosphate  buffers  are  among  the  most  ef- 
ficient and  are  widely  employed.  It  should  be 
remembered,  however,  that  they  are  incom- 
patible with  zinc  salts.  They  also  favor  mold 
growth  and  require  the  use  of  a preservative. 
For  this  purpose  banzalkonium  chloride  has 
been  found  to  be  most  satisfactory.  As  has 
already  been  pointed  out,  benzalkonium 
chloride  is  incompatible  with  physostigmine 
salicylate.  It  is  also  incompatible  with  fluore- 
scein sodium  and  with  pilocarpine  nitrate.  It 
is  compatible  with  pilocarpine  hydrochloride. 

Paliiisch  Buffer 

The'  Palitzsch  buffer  system  is  a borate 
buffer  with  pH  range  of  from  6.77  to  9.11. 
Besides  being  used  as  a vehicle  for  ophthal- 
mic drugs,  it  is  employed  as  a contact  lens 
fluid  (pH  8.0  to  8.8)  and  as  an  alkaline  eye 
wash.  In  the  following  table  showing  the 
various  formulas  and  dilutions,  the  amounts 
of  sodium  chloride  to  render  each  of  the  sev- 
eral dilutions  isotonic  has  been  calculated  by 
Hind  and  GoyanS; 

PALITZSCH  BUFFERS** 

0.05  M Sodium  Borate  Solution 

Sodium  Borate  IOH2O  19.108  Gm 

Distilled  Water  q.s.  1000.000  cc 

0.2  M Boric  Acid  Solution 

Boric  Acid  12.404  Gm 

Distilled  Water  q.s.  1000.000  cc 


Table  2** 


pH 

0.2  M 

Boric  Acid 
Solution 
cc 

0.05  M 
Borax 
Solution 
cc 

Grams  of 
Sodiiim 
Chloride 
per  100  cc 
to  Render 
Isotonic 

6.77 

97.0 

3.0 

0.22 

7.09 

94.0 

6.0 

0.22 

7.36 

90.0 

10.0 

0.22 

7.60 

85.0 

15.0 

0.23 

7.78 

80.0 

20.0 

0.24 

7.94 

75.0 

25.0 

0.24 

8.08 

70.0 

30.0 

0.25 

8.20 

65.0 

35.0 

0.25 

8.41 

55.0 

45.0 

0.26 

8.60 

45.0 

55.0 

0.27 

8.69 

40.0 

60.0 

0.27 

8.84 

30.0 

70.0 

0.28 

8.98 

20.0 

80.0 

0.29 

9.11 

10.0 

90.0 

0.30 

**Formulas  and  Table  used  by  permission  from, 
the  Journal  of  the  American  Pharmaceutical  As- 
sociation, Scientific  Edition,  and  the  authors  (see 
Reference  3). 
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Palitzsch  Borate  Buffer  in  undiluted  form 
has  been  reported  to  be  incompatible  with 
salts  of  sulfonamides,  precipitation  taking 
place  within  24  hours.3  If  the  Palitzsch  pH 
8.6  buffer  solution  is  diluted  with  4 times  its 
volume  of  distilled  water  the  alkalinity  will 
be  reduced  to  a pH  at  which  there  will  be 
little  precipitation  when  the  solution  is  used 
as  a vehicle  for  sulfathiazole  sodium  or  sul- 
fadiazine sodium  commonly  employed  in  con- 
centrations of  5 per  cent. 

Ophthalmic  solutions  containing  penicillin 
will  be  much  more  stable  if  buffered  at  pH 
6.5  and  kept  at  a temperature  of  15°C.or  less. 5 
It  has  also  been  found  patients  are  less  likely 
to  develop  topical  sensitivity  and  show  fewer 
other  penicillin  reactions  if  the  solutions  are 
properly  refrigerated. 

Gifford  Buffer  System 

Perhaps  the  best  known  and  most  widely 
used  buffer  system  is  that  of  Gifford.  This 
system  involves  the  use  of  a stock  acid  solu- 
tion, to  30  cc.  of  which  varying  amounts  of  a 
stock  alkaline  solution  are  added  to  give  the 
desired  pH  from  5.0  to  9.0.  The  Gifford  Buf- 
fers are  isotonic  with  a 1.4  per  cent  solution 
of  sodium  chloride,  having  been  developed 
when  it  was  believed  a solution  of  that  con- 
centration would  be  isotonic  with  tears.  Ac- 
cording to  the  present  belief  that  a solution 
of  0.9  per  cent  sodium  chloride  is  isotonic 
with  tears  as  well  as  blood  serum,  these  buf- 
fers would  be  hypertonic  with  the  fluids  of 
the  eye.  They  are,  however,  within  the  tol- 
erated tonicity  range  and  are  without  objec- 
tion on  that  basis.  The  formulas  for  the  solu- 
tions together  with  the  table  of  dilutions  are 
given  in  the  next  column. 

Acid  Solution  No.  1 (pH  5.0)  is  recom- 
mended by  Gifford  for  phenacaine  and  (with 
the  potassium  chloride  omitted)  for  butyn. 
For  zinc  salts,  cocaine,  and  epinephrine,  he 
recommends  the  use  of  Acid  Solution  No.  2 
(pH  6.0)  because  the  solutions  are  more  perm- 
anent and  less  irritating.  Alkaline  Solution 
No.  1 (pH  7.6)  is  recommended  for  atropine, 
homatropine,  physostigmine,  pilocarpine,  and 
scopolamine,  it  being  maintained  these  salts 
are  less  irritating,  are  better  absorbed  and 
that  fewer  unpleasant  reactions  occur  when 
a solution  of  the  aforementioned  pH  is  em- 
ployed. Physostigmine  and  pilocarpine  in 
particular  are  claimed  to  produce  less  con- 


GIFFORD  BUFFERS** 

Boric  Acid  Solution 

Boric  Acid  12.4  Gm 

Potassium  Chloride  7.4  Gm 

Distilled  Water  q.s.  1000.0  cc 

Sodium  Carbonate  Solution 


Sodium  Carbonate  Anhydrous  21.2  Gm 

Distilled  Water  q.s.  1000.0  cc 


- 

Table 

3** 

pH 

Boric  Sodium 
Acid  Carbonate 
Solution  Solution 

Solution  Number 

cc 

cc 

5.0 

30 

0.00 

Acid  Buffer  No.  1 

6.0 

30 

0.05 

Acid  Buller  No.  2 

6.2 

30 

0.10 

6.75 

30 

0.25 

6.95 

30 

0.50 

7.2 

30 

1.00 

7.6 

30 

1.50 

Alkaline  Buffer  No.  1 

7.8 

30 

2.00 

8.2 

30 

3.00 

8.4 

30 

4.00 

Alkaline  Buffer  No.  2 

9.0 

30 

8.00 

**Formulas  and  Table  used  by  permission  from 
SCOVILLE’S  THE  ART  OF  COMPOUNDING, 
Eighth  Edition,  by  Glenn  L.  Jenkins,  Don  E. 
Francke,  Edward  A.  Brecht,  and  Glen  J.  Sper- 
andio.  Copyright,  1951.  McGraw-Hill  Book  Com- 
pany, Inc. 

junctivitis  when  dispensed  in  alkahne  solu- 
tions. It  has  already  been  shown,  however, 
that  most  alkaloidal  salts  are  stable  in  solu- 
tions with  a pH  6.8  and  Gifford’s  suggestions 
to  buffer  alkaloidal  salts  at  pH  7.6  are  now 
being  questioned  by  some  workers. 

Alkaline  Buffer  No.  1 is  also  employed  as  a 
contact  lens  fluid  and  as  a simple  eye  wash. 
Alkaline  Buffer  No.  2 is  to  be  used  to  dissolve 
the  stringy  secretions  of  vernal  and  chronic 
conjunctivitis.  The  solution  with  a pH  9 is 
used  only  as  a solvent  for  fluorescein  sodium. 

A disadvantage  of  the  Gifford  Buffer  Solu- 
tions is  their  tendency  to  become  more  al- 
kaline on  standing  due  to  loss  of  carbon 
dioxide.  The  Palitzsch  Buffer  System  con- 
taining sodium  borate  rather  than  sodium 
carbonate  is  free  from  this  objectionable 
feature. 

Preparation  of  Solutions 

When  buffer  solutions  are  prepared,  great 
care  should  be  exercised  in  the  selection  of 
materials  as  well  as  in  the  weighing  and 
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measuring  of  quantities  if  correct  pH  values 
are  to  be  insured.  Graduated  pipettes  should 
be  used  for  making  the  dilutions.  Hydrated 
salts  may  replace  anhydrous  ones  only  if 
proper  allowance  for  the  difference  in  weight 
is  made.  If  care  is  exercised,  solutions  can 
be  prepared  which  are  easily  within  the  de- 
sired pH  range.  However,  as  a further  pre- 
caution, the  pH  values  of  the  solutions  may 
be  checked  to  guard  against  possible  errors. 
Many  forms  of  apparatus  are  available  for 
making  these  determinations,  but  for  the  re- 
tail pharmacist  the  use  of  indicator  papers 
provides  an  easy  yet  satisfactory  method. 
Hydrion  pH  papers  obtainable  from  the 
Scientific  Glass  Company,  Inc.,  Bloomfield, 
New  Jersey  are  recommended  as  quite  satis- 
factory. The  papers  are  available  in  two  sets: 
a wide  range  paper  covering  a pH  range  of  1 
to  11,  and  a short  range  paper  covering  not 
to  exceed  two  pH  units.  When  a solution  of 
completely  unknown  pH  is  encountered,  the 
wide  range  paper  is  used  first  to  find  the  ap- 
proximate pH  value,  after  which  the  short 
range  paper  is  used  to  make  the  more  definite 
determination.  The  values  are  read  by  com- 
paring the  color  obtained  with  the  colors  of 
the  chart.  The  readings  are  considered  quite 
reliable. 

All  solutions  intended  for  the  eye  should 
be  of  the  utmost  clarity,  free  from  undis- 
solved crystals  or  foreign  particles  such  as 
fibers  or  filaments.  The  use  of  the  sintered 
glass  filter  is  very  satisfactory  for  insuring 
this  condition  since  such  a filter  has  no  loose 
fibers  to  wash  into  the  final  solution.  Filter 
paper  if  of  the  hard  surfaced  type  will  prove 
quite  efficient  particularly  if  it  is  well  washed 
before  the  filtering  operation  begins. 

Cotton  may  be  used  as  a filtering  medium 
if  it  is  the  long  filament  type.  If  the  filtrate 
is  returned  through  the  cotton  once  or  twice, 
loose  fibers  which  originally  were  washed  out 
will  be  retained  on  the  filter  bed  with  the  re- 
sulting filtrate  free  from  fibers  or  other 
foreign  particles. 

Sterility 

One  of  the  greatest  faults  of  ophthalmic 
prescriptions  is  their  lack  of  sterility.  Krause, 
Dauer,  and  Guth®  found  eye  solutions  pre- 
pared in  retail  pharmacies  to  be  heavily  con- 
taminated with  bacterial  organisms.  These 
workers  conclude  “the  preparation  of  a sterile 
ophthalmic  solution  is  an  impossibility  under 


normal  retail  pharmacy  or  laboratory  con- 
ditions.” The  possibility  that  such  contamina- 
tion may  lead  to  serious  eye  infection  makes 
sterility  or  lack  of  it  in  eye  solutions  of  the 
utmost  importance  to  the  practicing  phar- 
macist. The  ever  present  danger  that  an  un- 
sterile  preparation  may  cause  irreparable  in- 
jury to  a patient’s  eye,  which  in  turn  might 
lead  to  legal  action  against  the  pharmacist, 
with  consequent  damage  to  his  professional 
standing  cannot  be  lightly  disregarded. 

A recent  survey^  has  indicated  the  chief 
source  of  contamination  of  ophthalmic  pres- 
criptions is  the  distilled  water  which  is  used 
in  them,  and  that  the  method  of  storing  and 
handling  the  distilled  water  probably  is  a 
major  contributing  cause  of  contamination. 
In  establishments  using  overhead  siphon  con- 
tainers with  glass  and  rubber  tubing,  there  is 
a strong  possibility  the  water  supply  will  fre- 
quently be  replenished  without  first  cleans- 
ing the  container.  Under  such  circumstances 
contamination  is  likely  to  be  heavy.  On  the 
other  hand  if  prescriptions  are  filled  using 
distilled  water  from  original  bottles,  con- 
tamination will  be  insignificant.  To  guard 
against  possible  contamination  it  is  recom- 
mended that  the  pharmacist  keep  a separate 
stock  bottle  of  recently  boiled  distilled  water 
for  use  in  preparing  eye  prescriptions,  that 
the  unused  portions  be  discarded,  the  bottle 
thoroughly  cleansed,  and  a complete  replace- 
ment of  the  supply  be  made  at  frequent  inter- 
vals. 

Under  a recent  interpretation  of  the  law 
the  Food  and  Drug  Administration  regards 
unsterile  eye  solutions  as  adulterated  and 
misbranded.  8 Since  eye  solutions  favor  mold 
growth  and  may  promote  the  growth  of  bac- 
teria, some  method  of  preserving  these  prep- 
arations must  be  practiced.  Many  of  the  drugs 
used  in  ophthalmic  medication  are  injured 
by  heat  and  for  that  reason  heat  sterilization 
often  must  be  excluded.  Even  those  solutions 
which  can  be  sterilized  by  heat,  such  as  so- 
dium chloride,  boric  acid,  or  the  phosphate 
buffers,  are  extremely  likely  to  be  contam- 
inated shortly  after  sterilization,  hence  the 
addition  of  a chemical  sterilizing  agent  is  fre- 
quently preferred.  According  to  F.D.A.  eye 
solutions  packed  in  multiple  dose  containers 
should  contain  one  or  more  suitable  and 
harmless  substances  that  will  prevent  the 
growth  of  microorganisms.  While  at  present 
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this  regulation  applies  in  a strictly  legal  sense 
to  pharmaceutical  manufacturers  and  re- 
packers of  opthalmic  solutions,  the  retail 
pharmacist  does  have  a moral  obligation  to 
conform  to  the  same  standards. 

Eye  solutions  may  also  be  sterilized  by 
passing  them  through  bacteria  excluding  fil- 
ters such  as  the  sintered  glass  filters,  which 
are  obtainable  in  different  degrees  of  porosity 
or  by  means  of  the  Seitz  asbestos  filter  pads. 
The  Swinny  filter  adapter  which  fits  on  the 
tip  of  a hypodermic  syringe  is  very  conven- 
ient for  the  filtration  of  the  small  volumes 
encountered  in  most  collyria. 

The  addition  of  chemical  agents  to  eye 
solutions  is  probably  the  most  practical 
method  of  effecting  and  maintaining  any  de- 
gree of  sterility.  Among  the  chemical  agents 
which  are  employed  are  benzalkonium  chlor- 
ide (Zephiran  Chloride)  1:50000,  benzethon- 
ium  chloride  (Phemerol  Chloride)  1:4000, 
cetyl  pyridinium  chloride  (Ceepryn)  1:5000, 
chlorobutanol,  0.5  per  cent,  sodium  formalde- 
hyde sulfoxylate,  1:5000,  sodium  metabisul- 
fate, 0.1%,  and  sodium  sulfite,  0.1%  as  anti- 
oxidants. 

Of  these  chemicals  benzalkonium  chloride 
is  the  one  of  choice.  It  is  effective  in  dilutions 
up  to  1:50000  and  is  non-irritating.  It  also  acts 
as  a wetting  agent  and  thus  promotes  in- 
creased penetration  of  the  drug  into  the 
ocular  tissue.  It  is  incompatible  with  the  Gif- 
ford buffers,  pilocarpine  nitrate,  sulfathiazole 
sodium,  fluorescein  sodium,  mild  silver  pro- 
tein, silver  nitrate,  and  saturated  solutions  of 
boric  acid. 

The  parahydroxybenzoates,  particularly 
methylparaben  and  propylparaben  have  also 
been  used  as  preservatives  in  eye  solutions 
but  are  objected  to  because  of  the  stinging 
sensation  they  produce. 

Solutions  for  the  eye  are  commonly  dis- 
pensed in  dropper  bottles.  To  avoid  contam- 
ination the  patient  should  be  cautioned 
against  touching  the  end  of  the  dropper  to  the 
eye  or  any  other  object  which  could  soil  the 
dropper  and  result  in  contamination. 

Eye  cups,  at  one  time  popular,  are  now 
looked  upon  with  disfavor  by  many  opthal- 
mologists  as  instruments  which  promote  con- 
tamination. The  chief  objections  to  the  use  of 
the  eye  cup  are:  (1)  it  may  spread  the  infec- 
tion over  the  eye,  (2)  it  may  transfer  an  in- 
fection from  one  eye  to  another  when  both 


eyes  are  treated,  as  is  often  the  case,  (3)  eye 
cups  are  often  used  by  members  of  the  same 
family  without  sterilization,  (4)  the  patient  is 
likely  to  return  the  solution  to  the  bottle 
after  use. 

Isotonic  Solutions 

The  irritating  quality  of  some  eye  solutions 
may  be  due  in  part  to  the  fact  they  are  of 
different  concentration  than  the  tear  fluids, 
and  as  a result  of  this  difference  in  concen- 
tration an  osmosis  is  set  up  which  causes  a 
smarting  or  a burning  sensation.  If  these 
solutions  are  made  isotonic  with  the  tear 
fluids,  the  osmosis,  and  with  it  the  smarting 
and  burning  sensation,  will  be  eliminated. 
Isotonic  solutions  are  solutions  which  have 
equal  osmotic  pressure.  If  a solution  has  the 
same  osmotic  pressure  as  the  fluids  of  the 
body,  it  is  then  isotonic  with  those  body 
fluids.  The  concentration  of  a solution  of 
sodium  chloride  which  is  isotonic  with  blood 
serum  or  tears  is  0.9  Gm.  per  100  cc.  or  0.9  per 
cent. 

The  osmotic  pressure  of  non-electrolytes 
has  been  found  to  be  proportional  to  the  con- 
centration of  the  solution.  For  example,  20 
Gm.  of  dextrose  in  100  cc.  of  solution  will 
exert  twice  as  much  pressure  as  a solution 
containing  10  Gm.  of  dextrose.  Also  in  the 
case  of  different  non-electrolytes  it  is  known 
that  equimolar  concentrations  exert  equal 
osmotic  pressure  and  are,  therefore,  isotonic. 
In  other  words  a solution  of  342  Gm.  of 
sucrose  in  1000  parts  of  solution  will  have  the 
same  osmotic  pressure  as  a solution  of  198 
Gm.  of  dextrose  in  1000  parts  of  solution. 

In  the  case  of  solutions  of  electrolytes  we 
find  a different  situation.  Such  solutions  show 
an  abnormally  high  osmotic  pressure  as  com- 
pared to  equimolar  solutions  of  non-electro- 
lytes. The  explanation  of  this  difference  is 
that  the  electrolyte  dissociates  or  ionizes  and 
thus  produces  more  particles  in  the  solution; 
and  since  the  osmotic  pressure  depends  upon 
the  number  rather  than  on  the  kind  of  par- 
ticles present  in  a solution,  the  osmotic  pres- 
sure of  a solution  of  an  electrolyte  will  be 
proportional  not  only  to  its  concentration  but 
also  to  the  extent  of  its  dissociation  or  ioniza- 
tion. The  number  of  particles  into  which  a 
substance  will  ionize  is  known  at  its  dissocia- 
tion factor.  Non-electrolytes  and  weak  elec- 
trolytes such  as  sucrose  or  boric  acid  which 
do  not  dissociate  in  solution  to  an  appreciable 
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extent  have  a dissociation  factor  of  1.  In 
solutions  of  the  concentration  we  find  em- 
ployed in  the  eye  it  may  be  safely  assumed 
electrolytes  will  be  completely  dissociated. 
Thus,  a salt  which  dissociates  into  2 ions,  such 
as  sodium  chloride  (NaCl)  will  have  a dis- 
sociation factor  of  2,  because  there  will  be 
twice  as  many  particles  in  solution  as  there 
would  be  if  there  were  no  dissociation,  and 
the  solution  will  exert  twice  the  osmotic  pres- 
sure it  would  have  if  undissociated.  In  the 
same  manner  a salt  yielding  3 ions,  such  as 
calcium  chloride  (CaCb)  will  have  a dissocia- 
tion factor  of  3,  and  a salt  yielding  4 ions, 
such  as  ferric  chloride  (FeCl,)  will  have  a 
dissociation  factor  of  4. 

The  following  values  are  generally  accepted 
for  calculating  isotonic  solutions.  For  non- 
electrolytes and  weak  electrolytes  such  as 
sugars,  gums,  gelatin,  tannin,  boric  acid, 
borax,  alkali  acetates,  phosphates,  citrates, 
and  bicarbonates,  the  dissociation  factor  is 
1.0.  For  salts  which  dissociate  into  2 ions  such 
as  sodium  chloride,  zinc  sulfate,  silver  nitrate, 
etc.  ,the  dissociation  factor  is  2.0.  For  salts 
which  dissociate  into  3 ions  such  as  sodium 
sulfate,  calcium  chloride,  or  zinc  chloride, 
etc.,  the  dissociation  factor  is  3.0.  For  salts 
which  dissociate  into  4 ions  such  as  aluminum 
chloride  or  ferric  chloride,  the  dissociation 
factor  is  4. 

Various  methods  for  calculating  isotonic 
values  have  been  worked  out  and  are  gener- 
ally available.  A comparatively  simple 
method  based  on  the  fact  that  the  osmotic 
pressure  of  solutions  is  proportional  to  the 
concentration  and  the  dissociation  of  the 
solute  has  been  outlined  by  W'hiddett.io  To 
illustrate  how  isotonic  values  may  be  com- 
puted by  this  method  several  examples  are 
shown: 

Example  1.  Prepare  100  oc.  of  a 0.5  per  cent 
solution  of  zinc  sulfate  made  isotonic  with 
sodium  chloride  for  use  in  the  eyes. 

Zinc  sulfate,  U.S.P.,  has  a molecular 
weight  of  287.5  and  yields  2 ions  in  solution. 
Sodium  chloride,  U.S.P.,  has  a molecular 
weight  of  58.5  and  yields  2 ions  in  solution. 
In  equimolar  solution  287.5  Gm.  of  zinc  sul- 
fate will  be  isotonic  with  58.5  Gm.  of  so- 
dium chloride  and  0.5  per  cent  of  zinc  sul- 
fate will  be  isotonic  with  an  amount  of  so- 
dium chloride  represented  by  the  following 


calculation: 

2875:58.5::0.5:x 
287.5x  = 29.25 

X—  0.10  per  cent  sodium  chloride 
A 0.9  per  cent  sodium  chloride  solution  is 
isotonic  with  tears.  Therefore,  0.9  — 0.1  = 
0.8  per  cent  of  sodium  chloride  to  be  added. 

Example  2.  Prepare  100  cc  of  a 1 per  cent 
boric  acid  solution  and  make  it  isotonic  with 
sodium  chloride  for  use  as  a collyrium. 

Boric  acid,  U.S.P.,  has  a molecular  weight 
of  62  and  is  non-ionized  in  solution.  So- 
dium chloride,  U.S.P.,  has  a molecular 
weight  of  58.5  and  yields  2 ions  in  solution. 
In  equimolar  solution  62  Gm.  of  boric  acid 
will  be  isotonic  with  58.5  Gm.  of  sodium 
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chloride  and  1 per  cent  of  boric  acid  will  be 
isotonic  with  an  amount  of  boric  acid  rep- 
resented by  the  following  calculation: 

62:58.5::l:x 

2 

62x  — 58.5,  or  62x  = 29.25 
2 

x = 0.47  per  cent  of  sodium  chloride 
A 0.9  per  cent  sodium  chloride  is  isotonic 
with  tears.  Therefore  0.9  — 0.47  = 0.43  per 
cent  of  sodium  chloride  to  be  added. 

Example  3.  Prepare  100  cc  of  a 1 per  cent 
procaine  hydrochloride  solution  and  make 
it  isotonic  with  dextrose. 

Note:  First  find  the  amount  of  sodium 
chloride  needed  to  make  the  solution 
isotonic.  Then  calculate  the  amount 
of  dextrose  which  will  be  equivalent 
to  that  amount  of  sodium  chloride. 

Procaine  hydrochloride,  U.S.P.,  has  a 
molecular  weight  of  273  and  yields  2 ions  in 
solution.  Sodium  chloride,  U.S.P.  has  a 
molecular  weight  of  58.5  and  yields  2 ions 
in  solution.  Then  in  equimolar  solution  273 
Gm.  procaine  hydrochloride  will  be  isotonic 
with  58.5  Gm.  of  sodium  chloride  'and  a 1 
per  cent  solution  of  procaine  hydrochloride 
will  be  isotonic  with  an  amount  of  sodium 
chloride  represented  by  the  following  cal- 
culation: 

273:58.5::l:x 

273x  = 58.5 

x=  0.21  per  cent  sodium  chloride 
A 0.9  per  cent  solution  of  sodium  chloride 
is  isotonic  with  blood  serum  or  lachrymal 
fluid.  Therefore,  0.9  — 0.21  = 0.69  per  cent 
sodium  chloride  needed  to  render  solution 
isotonic. 

But  dextrose  rather  than  sodium  chlor- 
ide is  to  be  used.  Dextrose,  U.S.P. , has  a 
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molecular  weight  of  198  and  is  non-ionized 
insolution.  In  equimolar  solution  58.5  Gm. 

of  sodium  chloride  will  be  isotonic  with  198 
Gm.  of  dextrose,  and  0.69  per  cent  of  so- 
dium chloride  will  be  equivalent  to  an 
amount  of  dextrose  represented  by: 

58.5  :198::0.69:x 
2 

58.5x  = 136.62 
2 

x = 4.66  per  cent  of  dextrose  to  be 
added 

Calculation  of  Isotonic  Values  by  the  Use  of 
Sodium  Chloride  Equivalents 

A very  convenient  method  of  calculating 
isotonic  values  is  by  the  employment  of  so- 
dium chloride  equivalents.  A sodium  chlor- 
ide equivalent  has  been  defined  as  a factor 
which  converts  a given  amount  of  solute  to 
the  amount  of  sodium  chloride  which  will 
produce  the  same  osmotic  effect.'’  ’ 

To  illustrate,  the  sodium  chloride  equiv- 
alent of  anhydrous  sodium  nitrate  is  0.62.  This 
means  that  1 Gm.  of  sodium  nitrate  in  solu- 
tion produces  as  many  particles  as  0.62  Gm. 
of  sodium  chloride,  and,  therefore,  1 Gm.  of 
sodium  nitrate  is  isotonically  equivalent  to 
0.62  Gm.  of  sodium  chloride,  or  1 grain  of 
sodium  nitrate  is  isotonically  equivalent  to 
0.62  grain  of  sodium  chloride. 

The  accompanying  table  by  Brecht '' ''  shows 
the  values  of  most  substances  commonly 
made  up  into  isotonic  solutions.  The  use  of 
sodium  chloride  equivalents  is  particularly 
advantageous  in  calculating  the  additional 
amount  of  solute  needed  to  render  isotonic  a 
prescription  containing  several  ingredients. 

Table  4** 

Sodium  Chloride  Equivalents 

Note:  The  water  of  crystallization  in  each  salt 


corresponds  to  the  official  form,  unless 
otherwise  specified. 

Alum  (Potassium)  0.19 

Alypin  Hydrochloride  (Amydricaine 

Hydrochloride)*  0.18 

Ammonium  Chloride  1.13 

Amphetamine  Sulfate  (Benzedrine  Sulfate)*  —.0.20 

Amylcaine  Hydrochloride*  0.20 

Antipyrine 0.17 

Apothesine  Hydrochloride*  0.19 

Atropine  Sulfate  0.14 

Benzyl  Alcohol*  0.30 

Boric  Acid 0.55 

Butacaine  Sulfate  (Butyn  Sulfate)*  0.10 

Caffeine  0.13 

Calcium  Chloride  (no  H2O)  0.73 

Calcium  Gluconate  0.14 

Calcium  Lactate  0.21 

Camphor*  0.21 

Chlorobutanol  0.18 

Cocaine  Hydrochloride  0.19 

Cupric  Sulfate  0.15 


Dextrose  0.16 

Diothane  Hydrochloride*  0.13 

Emetine  Hydrochloride  0.14 

Ephedrine  Hydrochloride  0.28 

Ephedrine  Sulfate 0.19 

Epinephrine  Hydrochloride*  0.26 

Ethylhydrocupreine  Hydrochloride 

(Optochin)*  0.15 

Ethylmorphine  Hydrochloride  (Dionin)  0.16 

Eucatropine  Hydrochloride 

(Euphthahnine)*  0.18 

Fluorescin  Sodium*  0.19 

Glycerin  0.35 

Homatropine  Hydrobromide  0.19 

Hyoscine  Hydrobomide  (Scopolamine 

Hydrobromide)*  0.13 

Hyoscine  Hydrochloride*  0.15 

lodophthalein  Sodium  0.12 

Lactose  0.11 

Larocaine  Hydrochloride*  0.18 

Magnesium  Chloride  (6H2O)  0.42 

Magnesium  Sulfate  0.20 

Menthol*  0.21 

Mercuric  Chloride  0.12 

Mercuric  Cyanide  (no  H2O)  0.14 

Mercuric  Succinimide  0.14 

Methenamine  — . 0.24 

Metycaine  Hydrochloride*  0.20 

Mild  Protein  Silver  (Argyrol)  0.19 

Morphine  Hydrochloride* __..0.15 

Morphine  Sulfate  0.12 

Neosynephrin  Hydrochloride*  0.28 

Nupercaine  Hydrochloride*  _._.0.15 

Phenacaine  Hydrochloride  (Holocaine 

Hydrochloride)*  0.16 

Phenobarbital  Sodium  0.27 

Phenol  0.35 

Physostigmine  Salicylate  0.19 

Physostigmine  Sulfate*  0.12 

Pilocarpine  Hydrochloride  0.22 

Pilocarpine  Nitrate*  0.21 

Potassium  Biphosphate*  0.40 

Potassium  Chloride  —0.84 

Potassium  Iodide 0.38 

Potassium  Nitrate  0.60 

Procaine  Hydrochloride  0.24 

Propadrine*  0.31 

Quinine  Hydrochloride  0.16 

Quinine  and  Urea  Hydrochloride 0.26 

Silver  Nitrate 0.39 

Sodium  Benzoate 0.45 

Sodium  Bicarbonate  0.69 

Sodium  Biphosphate  0.45 

Sodium  Borate 0.43 

Sodium  Bromide  .__0.62 

Sodium  Cacodylate 0.30 

Sodium  Carbonate*  0.68 

Sodium  Chloride  1.00 

Sodium  Citrate  _...0.32 

Sodium  Hydrophosphite*  0.54 

Sodium  Iodide  .0.38 

Sodium  Lactate*  0.52 

Sodium  Nitrate  (no  H2O)  0.62 

Sodium  Phosphate*  .0.27 

Sodium  Salicylate  0.40 

Sodium  Sulfate  0.28 

Sodium  Sulfite*  0.58 

Sodium  Thiosulfate  0.31 

Strong  Protein  Silver  (Protargol)  0.04 

Sucrose 0.10 

Sulfadiazine  Sodium*  0.21 

Sulfanilamide*  . 0.20 

Sulfapyridine  Sodium*  0.20 

Sulfathiazole  Sodium,  sesquihydrate*  0.19 

Syntropan*  0.14 

Tannic  Acid  0.03 

Tetracaine  Hydrochloride  (Pontocaine 

Hydrochloride)*  0.19 

Tutocaine  Hydrochloride  (Butamin)*  0.20 

Urea  0.54 

Zinc  Chloride*  0.60 
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Zinc  Phenolsulfonate*  0.15 

Zinc  Sulfate  0.15 

*The  above  data  without  the  asterisk  are  calcu- 
lated from  the  freezing-point  data  by  Husa  and 
Rossi  1 2 ; those  with  the  asterisk  are  taken  from 
Wells.  13 

**Table  used  by  permission  from  Merck  Report 
and  the  author  (see  Reference  11). 

A few  examples  will  illustrate  the  conven- 
ience of  using  the  sodium  chloride  equiv- 
alents shown  in  Table  4. 

Example  1. 

Rx 

Physostigmine  Salicylate  gr.  iij 

Boric  Acid  gr.  v 

Distilled  Water,  q.s.  ad  F1.02.i 

Make  isotonic  with  sodium  chloride 

According  to  Table  4 the  sodium  chloride 
equivalent  for  physostigmine  salicylate  is 
0.19  and  that  for  boric  acid  is  0.55.  This 
means  1 grain  of  physostigmine  salicylate 
is  equivalent  to  0.19  grain  of  sodium  chlor- 
ide, and  1 grain  of  boric  acid  is  equivalent 
to  0.55  grain  of  sodium  chloride.  By  multi- 
plying the  weights  by  the  equivalent  values, 
the  sodium  chloride  values  are  found: 

3 gr.  X 0.19  = 0.57  gr.  sodium  chloride  value 
for  physostigmine 
salicylate 

5 gr.  X 0.55  = 2.75  gr.  sodium  chloride  value 
for  boric  acid 

3.32  gr.  total  sodium  chloride 
value 

But  454.6  X 0.009  = 4.09  gr.  sodium  chloride  alone 
needed  to  make  1 fluid  ounce  of 
an  isotonic  solution. 

Then  4.09 — 3.32=0.77  grains  sodium  chloride  to 
be  added  to  render  the  prescrip- 
tion isotonic. 

Example  2. 

Rx 

Ethyhnorphine  Hydrochloride  0.3  Gm. 

Metycaine  Hydrochloride  0.3  Gm. 

Distilled  Water,  q.s.  ad  30.0  cc 

Make  isotonic  with  sodium  chloride 

The  sodium  chloride  equivalent  for  ethyl- 

morphine  hydrochloride  is  0.16  and  that  for 
metycaine  hydrochloride  is  0.20.  By  multi- 
plying the  weights  of  the  ingredients  of  the 
prescription  by  their  respective  equiva- 
lents, the  sodium  chloride  values  are  found; 

0.3  Gm.  X 0.16  = 0.048  Gm.  sodium  chloride 

value  for  ethyl- 
morphine  hydro- 
chloride 

0.3  Gm.  X 0.20  = 0.060  Gm.  sodium  chloride 

value  for  mety- 
caine hydro- 
chloride 

0.108  Gm.  total  sodium 
chloride  value 

But  30.0  Gm.  x 0.009  = 0.27  Gm.  sodium  chloride 
alone  needed  to  make  30.0  cc  of 
an  isotonic  solution. 

Then  0.27  Gm.  — 0.108  = 0.162  Gm.  sodium  chlor- 
ide to  be  added  to  make  the  pres- 
cription isotonic. 


Example  3. 

Isotonic  values  may  also  be  calculated  in  terms 
of  per  cent. 

Rx 

Zinc  (^hloride  0.5% 

Procaine  Hydrochloride  1.0% 

S(^ium  chloride  q.s. 

Distilled  water  q.s. 

M.  Ft.  Isotonic  collyrium 

The  sodium  chloride  equivalent  for  zinc 
chloride  is  0.60  and  that  for  procaine  hydro- 
chloride is  0.24.  By  multiplying  the  per- 
centages of  the  ingredients  by  their  respec- 
tive equivalents  as  shown  in  Table  4,  the 
sodium  chloride  values  in  per  cent  will  be 
found: 

0.5%  X 0.60  = 0.30%  sodium  chloride  value  for 
zinc  chloride 

1.0%  X 0.24  = 0.24%  sodium  chloride  value  for 
procaine  hydrochloride 

0.54%  total  sodium  chloride 
value 

0.9%  of  sodium  chloride  alone  is  required  for  an 
isotonic  solution. 

0.9% — 0.54%  =0.36%  sodium  chloride  to  be  added 
to  render  the  prescription  isotonic. 

Example  4. 

If  an  ingredient  other  than  sodium  chlor- 
ide is  to  be  used  to  make  the  solution  iso- 
tonic, first  determine  the  amount  of  sodium 
chloride  which  would  be  required  to  make 
the  solution  isotonic,  then  divide  the 
amount  of  sodium  chloride  by  the  sodium 
chloride  equivalent  to  be  employed.  The 
result  will  be  the  amount  of  the  ingredient 
it  will  be  necessary  to  use. 

Rx 

Zinc  Sulfate  gr.  ij 

Butyn  Sulfate  gr.  ij 

Distilled  water,  q.s.  F1.02.i 

Make  isotonic  with  boric  acid 
The  sodium  chloride  equivalent  for  zinc 
sulfate  is  0.15,  and  that  for  butyn  sulfate  is 
0.10.  By  multiplying  the  weights  of  the  in- 
gredients of  the  prescription  by  their  res- 
pective equivalents,  the  sodium  chloride 
values  are  found: 

2 gr.  X 0.15  = 0.30  gr.  sodium  chloride  value 
for  zinc  sulfate 

2 gr.  X 0.10  = 0.20  gr.  sodium  chloride  value 
____  for  butyn  sulfate 

0.50  gr.  total  sodium  chloride 
value 

454.6  gr.  X 0.009  = 4.09  gr.  sodium  chloride 
alone  needed  to  make  1 
fluidounce  of  an  isotonic 
solution. 

4.09  gr.  — 0.50  gr.  = 3.59  gr.  sodium  chloride  to 
be  added  to  make  the 
prescription  isotonic. 

3.59  gr.  -|-  0.55  = 6.52  gr.  of  boric  acid  instead 
of  sodium  chloride  to 
make  the  prescription 
isotonic. 


Due  to  shortage  of  space  Bibliography  will  be 
found  in  reprints. 
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Dragavel  Foundation 
In  Active  Operation 


Commencement  of  opera- 
tions of  the  John  W.  Dar- 
gavel  Foundation,  organized 
to  aid  retail  druggists  and  to 
make  loans  to  students  in 
pharmacy,  was  announced 
recently  in  Chicago  by  Al- 
bert C.  Fritz,  president. 

Established  on  recommen- 
dation of  an  industry-wide 
committee  and  on  resolution 
of  the  annual  convention  of 
the  National  Association  of 
Retail  Druggists,  the  Foun- 
dation has  received  contri- 
butions of  $189,003  toward 
its  initial  capital  goal  of 
$250,000,  Mr.  Fritz  said.  The 
first  goal  is  in  sight,  he 
added,  and  the  Foundation’s 
Executive  Committee  has 
approved  operations  on  a full 
scale. 

Retailers  have  oversub- 
scribed their  quota  of  $100,- 
000,  with  $97,758  already 
contributed  and  an  addition- 
al $10,858  pledged,  Mr.  Fritz 
said.  Contributions  from 
wholesalers  amount  to  $15,- 
975,  and  from  manufac- 
turers, $64,412.  Solicitation 
of  the  wholesaler  and  manu- 
facturer segments  of  the 
drug  industry  will  continue 


until  their  combined  quota 
of  $150,000  is  attained. 

In  addition,  N.A.R.D.  has 
increased  its  yearly  mem- 
bership dues  from  $10  to 
$12.50,  with  the  net  increase 
to  be  contributed  to  the 
Foundation.  Moreover,  Mr. 
Fritz  revealed,  a pledge  of 
$100,000  to  the  Foundation 
has  been  made  from  “a 
source  I am  not  at  liberty 
to  divulge.”  This  pledge  is 
payable  when  the  original 
$250,000  capital  fund  is  real- 
ized, “thus  bringing  the  total 
available  to  the  Foundation 
at  that  time  to  $350,000.” 

Mr.  Fritz  further  disclosed 
that  the  Foundation  has 
raised  its  fund  goal  from  the 
original  $250,000  to  $1,000,- 
000.  Manufacturers  and 
wholesalers  will  not  be  asked 
to  contribute  toward  the  ad- 
ditional $750,000  because  that 
sum  will  be  sought  solely 
from  retail  druggists. 

Objectives  of  the  Founda- 
tion, which  honors  the  name 
of  N.A.R.D. ’s  long-time  exe- 
cutive secretary,  are:  (1)  to 
aid  retail  druggists  to  re- 
establish their  business  when 


disaster  strikes;  (2)  to  make 
loans  to  worthy  students  in 
pharmacy;  (3)  to  make  out- 
right gifts  to  druggists  in 
dire  need. 

Referring  to  the  work  al- 
ready undertaken  by  the 
Foundation,  Mr.  Fritz  re- 
ported that  several  direct 
money  grants,  to  aid  drug- 
gists whose  businesses  were 
seriously  damaged  by  the 
August  floods  in  seven 
northeastern  states,  are 
under  consideration.  Loans 
have  also  been  approved  to 
enable  five  deserving  stu- 
dents to  enroll  or  to  remain 
in  colleges  of  pharmacy  — 
an  area  in  which  a study  has 
established  that  the  Founda- 
tion’s assistance  will  be  in- 
creasingly sought. 

Mr.,  Fritz  noted  ‘that,  to 
date,  not  a single  penny  of 
contributions  to  the  Founda- 
tion has  been  used  to  defray 
administrative  expenses.  “All 
operating  expenses  to  date,” 
he  said,  “have  been  met  by 
special  contributions  for  this 
purpose  by  interested  in- 
dividuals and  companies.” 

The  John  W.  Dargavel 
Foundation  is  a non-profit 
corporation  organized  under 
the  laws  of  the  State  of  Ill- 
inois. 
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NEW  ANTIBIOTIC 
DISCOVERED 

Catbomycin,  a new  anti- 
biotic discovered  by  Merck 
scientists,  may  prove  to  be 
another  potent  weapon  for 
the  physician  in  controlling 
serious  human  diseases,  in- 
cluding some  which  have  be- 
come refractory  to  all  pres- 
ent methods  of  treatment. 

In  test  tube  and  animal 
studies,  cathomycin  has  suc- 
cessfully combatted  bacteria 
causing  abscesses,  blood 
stream  infections,  serious 
urinary  tract  infections,  and 
whooping  cough,  Merck  re- 
searchers reported. 

Cathomycin  is  unique,  the 
scientists  said,  because  it 
was  effective  against  bac- 
teria that  are  resistant  to 
known  antibiotics,  it  was 
equally  effective  when  given 
orally  or  by  injection,  and 
because  high  concentrations 
remained  in  the  blood  for 
long  periods  compared  with 
other  antibiotics. 

These  findings  were  re- 
vealed at  the  U.  S.  Food  and 
Drug  Administration’s  Sym- 
posium on  Antibiotics  by 
scientists  of  Merck’s  Chem- 
ical and  Sharp  & Dohme 
divisions  and  the  Merck  In- 
stitute for  Therapeutic  Re- 
search. 

Favorable  results  have 
been  obtained  in  prelimin- 


ary clinical  studies  with 
cathomycin. 

Use  of  cathomycin  is  still 
limited  to  these  carefully 
controlled  clinical  studies. 
This  procedure  is  followed 
in  order  to  obtain  additional 
information  about  effects  of 
the  new  antibiotic  and  to 
furnish  this  information  to 
the  Food  and  Drug  Admin- 
istration prior  to  marketing. 
In  the  meantime,  no  catho- 
mycin is  available  for  treat- 
ment of  patients,  except 
those  participating  in  the 
clinical  evaluations. 

Produced  by  New  Micro- 
organism 

Cathomycin  was  isolated 
from  a previously  unknown 
species  of  microorganism  ob- 
tained from  soil  in  an  old 
sod  pasture  in  Vermont.  The 
researchers  named  the  or- 
ganism Streptomyces  sphe- 
roides  and  conferred  the 
name  cathomycin  on  the 
antibiotic  it  produced.  They 
found  that  cathomycin  at- 
tacked test  bacteria  known 
to  be  resistant  to  antibiotics 
now  in  use. 

These  results  prompted 
Merck  scientists  to  broaden 
their  investigations  and  to 
develop  procedures  suitable 
for  production  of  cathomycin 
in  larger  quantities. 

Evaluated  by  Merck  Institute 
and  Sharp  & Dohme 

Cathomycin’s  effectiveness 


was  confirmed  in  the  test 
tube  and  extended  to  animal 
studies. 

The  principal  results  of 
these  studies  are  as  follows: 

In  mice,  cathomycin  was 
particularly  effective  against 
staphylococci,  which  fre- 
quently cause  osteomyelitis, 
abscesses,  and  blood  stream 
infections.  It  was  also  effec- 
tive against  germs  causing 
pneumonia  and  ear  and 
throat  infections. 

Cathomycin  was  highly 
effective  against  staphylo- 
cocci which  in  human  pa- 
tients had  become  resistant 
to  treatment  with  other  anti- 
biotics. These  findings  are 
important  because  strain  of 
staphylococci  that  resist 
antibiotic  treatment  are  ap- 
pearing more  and  more  fre- 
quently and  now  present  a 
serioux  medical  problem. 

Cathomycin  also  protected 
mice  against  Proteus  vul- 
garis. This  species,  which  is 
often  one  of  the  chief  offen- 
ders in  urinary  tract  infec- 
tions, is  not  successfully  con- 
trolled by  any  other  med- 
icinal. 

Whooping  cough  may  be 
another  target  for  attack  by 
cathomycin.  In  the  test  tube 
and  in  studies  in  mice,  the 
new  antibiotic  was  found 
active  against  the  germ  caus- 
ing this  disease. 
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HYPERTENSIVE  VASCULAR  DISEASE* 
by  S.  W.  Hoobler.  M.D..‘* 
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With  a definition  of  hypertension  as  a 
systolic  blood  pressure  exceeding  150  or 
diastolic  blood  pressure  exceeding  100,  esti- 
mates vary  widely  as  to  the  frequency  of 
this  disease  in  the  general  population,  but  all 
are  agreed  that  this  is  an  exceedingly  com- 
mon condition.  Moreover,  it  is  very  com- 
monly benign.  Therefore,  a discussion  of  the 
management  of  this  condition  requires,  first 
a separation  into  prognostic  categories  be- 
fore one  can  properly  comment  on  the  treat- 
ment of  the  blood  pressure,  and  secondly, 
since  the  end  result  of  hypertension  is  usually 
vascular  disease  and  failure  of  proper  func- 
tion in  certain  target  organs,  one  must  discuss 
the  specific  treatment  of  the  terminal  com- 
plications that  arise  from  prolonged  hyper- 
tension. My  remarks  today  will  therefore 
fall  within  these  categories. 

In  order  to  select  patients  who  need  treat- 
ment, one  must  devise  a sort  of  working 
classification  as  a framework  in  which  to  fit 
any  patient  with  hypertensive  disease  who 
is  seen  in  practice.  The  following  grouping 
is  chosen  as  being  most  practical  in  terms  of 
the  specific  management  of  cases.  The  first 
group  to  think  of  are  those  patients  with 
hypertension  which  is  curable.  Unfortun- 
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ately,  this  is  a small  group  but  by  no  means 
an  unimportant  one.  We  recognize  four  types 
as  demonstrated  in  Table  I. 


Group  I 


'Curable"  Hypertension 


a)  Pheochromocytoma 

b)  Coarctation 

c)  Unilateral  Renal  Disease 

d)  Cushing’s  Syndrome 


Histamine  or 
Regitine  test 

Blood  pressure  in 
legs 

I.V.  Pyelograms, 
especially  in 
malignant  hyper- 
tension of  recent 
onset 

Typical  appearance 

Diabetic  tendency 


TABLE  I 


A.  Pheochromocytoma  occurring  as  very 
labile  hypertension  or  as  fixed  hyperten- 
sion. In  the  former  case,  one  tests  with 
histamine  intravenously  and  in  the  latter 
case,  with  Regitine.  Remember  however, 
that  both  of  these  tests  may  lead  to  false 
positives  and  that  cross  testing  is  very 
definitely  advisable  before  going  so  far  as 
surgical  exploration. 

B.  Coarctation  of  the  aorta.  This  should 
never  be  missed  if  one  routinely  feels  for 
the  femoral  pulse  whenever  the  physical 
examination  is  done  on  the  hypertensive 
patient.  A number  of  these  cases  have 
been  missed  because  they  were  in  young 
labile  men  or  women  whose  blood  pres- 
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sures  were  often  normal  or  near  normal. 
It  ds  a common  misconception  that  coarc- 
tation leads  to  severe  hypertension.  Often 
the  hypertension  is  so  mild  as  barely  to  be 
recognized. 

C.  Cushing's  syndrome.  This  type  of  hyper- 
tension due  to  an  adrenal-cortical  over- 
function can  usually  be  recognized  by  the 
typical  moon  facies,  humped  shoulder, 
obese  person  with  a tendency  to  diabetes. 
The  clinical  appearance,  should  rouse  ade- 
quate suspicion  of  these  cases. 

D.  The  last  curable  condition  is  unilateral 
renal  disease.  This  may  occur  in  young 
persons  who  had  an  old  pyelonephritis  or 
maldevelopment  of  one  kidney  or  in  elder- 
ly persons  in  whom  an  arteriosclerotic 
plaque  or  thrombus  has  obstructed  one 
renal  artery.  The  condition  can  not  be 
recognized  unless  intravenous  pyelograms 
are  made.  While  this  condition  may  not 
occur  in  more  than  one  in  a thousand 
cases  of  hypertension,  it  is  eminently 
worth  searching  for  and  particularly  so 
when  the  sudden  onset  of  the  malignant 
syndrome  is  evident  in  a hitherto  healthy 
young  or  old  person. 

Group  II  — Hyperlension,  Chiefly  Sysiolic 

a)  Cardiac:  Increased  Stroke  Output 

Hyperthyroidism 

Aortic  Insufficiency 

b)  Aortic  Rigidity 

Arteriosclerotic  — Aged,  Diabetics 

c)  Mixed  Types 

Heart  Block  in  Aged 

TABLE  II 

The  second  group  of  individuals  with  ele- 
vated blood  pressures  are  summarized  in  the 
second  Table.  This  group  can,  in  general,  be 
characterized  by  moderate  to  marked  eleva- 
tions in  the  systolic  pressure  and  slight  eleva- 
tions in  the  diastolic  pressure.  This  type  is 
common,  some  times  treatable  and  curable, 
other  times  not.  One  recognizes  a group  due 
largely  to  an  increase  in  the  force  of  output 
of  the  heart.  For  obvious  reasons  this  is 
chiefly  a systolic  hypertension.  In  this  group 
one  should  also  include  patients  with  hyper- 
thyroidism in  which  to  increase  the  metabolic 
demand,  the  heart  ejects  more  blood  per  beat 
and  secondly,  aortic  insufficiency  in  which  to 
meet  the  normal  demand  of  the  tissues  the 


heart  has  to  eject  more  blood  than  usual 
since  some  of  it  will  regurgitate  back  into  the 
ventricle  during  diastole.  Aortic  diastolic 
murmurs  sometimes  occur  in  severe  long- 
standing hypertension  but  usually  when  this 
condition  is  associated  with  a diastolic  mur- 
mur the  primary  cause  is  valvular  heart  di- 
sease and  the  treatment  is  more  that  of  the 
disease  than  of  the  secondary  hypertension. 
A second  type  of  hypertension,  which  is  ex- 
ceedingly common,  is  that  due  to  rigidity  of 
the  aorta  and  large  vascular  bed.  With  a 
normal  output  per  beat  from  the  heart,  the 
elasticity  of  the  aorta  having  been  lost,  the 
pressure  rises  suddenly  and  drops  equally 
rapidly.  Sometimes  the  pressure  rises  so 
high  that  the  fall  does  not  return  to  normal 
diastolic  levels  during  diastole.  In  gen- 
eral, this  type  of  individual  is  an  older  per- 
son entitled  to  considerable  arteriosclerosis, 
or  a diabetic  who  has  acquired  arterioscler- 
osis prematurely,  and  the  diastolic  pressure 
will  not  be  found  above  110  even  though 
extremely  high  systolic  values,  may  be 
found.  These  patients  with  so-called 
arteriosclerotic  hypertension  in  general  do 
rather  well  and  should  not  be  subjected  to 
more  rigorous  treatment  than  perhaps  Rau- 
wolfia  alkaloids  or  salt  restriction.  Just  as 
their  pressure  rises  steeply  with  small  incre- 
ments of  blood  added  to  the  aortic  tree,  so  it 
falls  precipitously  when  vasodilatation  oc- 
curs. Consequently,  potent  drugs  may  pro- 
duce alarming  collapse  in  small  doses.  It  is 
important  therefore  to  exclude  this  category 
from  vigorous  treatment.  Some  of  the  most 
severe  systolic  hypertension  I have  ever  seen 
has  occurred  in  heart  block  in  which,  no 
doubt,  a combination  of  these  two  factors 
occurs.  There  is  a large  stroke  volume  be- 
cause of  blood  collecting  in  the  ventricle  a 
long  time  between  beats  and  there  is  an  in- 
tense systolic  rise  because,  with  arterioscler- 
otic heart  block,  usually  goes  arteriosclerosis 
of  the  large  vessels. 

In  the  next  group  we  find  patients  with 
so-called  essential  hypertension  not  falling 
in  the  above  categories  but  who,  for  one 
reason  or  another,  have  reasonably  benign 
prognosis  and  in  whom  treatment  should  not 
be  rigorous  and  in  whom  anxiety  concerning 
hypertensive  disease  should  be  allayed  so 
far  as  possible.  These  cases  are  listed  in 
Table  III  and  are  selected  on  entirely  em- 
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Group  in  — Hypertension  Reguiring  Mild  or 
No  Treatment 


a)  Mild  Labile 

b)  Extreme  Labile 


Casual  blood  pres- 
sure never  exceeds 
200  systolic 

Casual  blood  pres- 
sures vary  from 
near  normal  to 
over  200 

Casual  blood  pres- 
sures remain  over 
200  systolic,  110 
diastolic  Target 
organs  normal 


c)  Established  Hypertension 
without  vascular  compli- 
cation 


TABLE  III 


pirical  grounds  representing  simply  my  per- 
sonal thinking  concerning  the  outlook  in 
essential  hypertension.  First,  one  might  list 
the  mild  labile  cases,  usually  in  younger  or 
sometimes  in  middle-aged  people.  This  would 
include  the  individuals  whose  blood  pressure 
has  never  been  known  to  be  above  200  sys- 
tolic and  whose  pressures  are  often  normal 
and  usually  only  slightly  elevated.  They  are 
the  persons  who  are  rejected  for  insurance 
examinations  or  army  service  in  whom  the 
very  slightest  degree  of  reassurance  and  rest 
will  bring  the  pressure  to  normal.  From  the 
World  War  II  studies  of  army  officers,  it  was 
found  that  over  a 20-year  span  such  individ- 
uals had  a 3%  greater  chance  of  death  from 
cardiovascular  disease  than  did  individuals 
of  comparable  age  without  transient  hyper- 
tension. I believe  these  statistics  are  in  es- 
sence reassuring,  particularly  since,  if  the  in- 
dividual comes  to  his  family  physician  for  his 
annual  check-up,  the  time  at  which  the  mild 
case  converts  to  the  severe  one  should  be 
identified  and  treatment  can  be  instituted  in 
time  to  prevent  even  this  3%  mortality  in 
20  years.  My  emphasis,  then,  to  these  young 
individuals  concerns  reassurance,  avoidance 
of  hypochondriasis  and  only  rigid  insistence 
on  annual  blood  pressure  check  under  com- 
parable conditions,  since  it  is  quite  certain 
that  if  the  blood  pressure  does  not  rise,  no 
complications  will  ensue  and  if  it  does,  treat- 
ment can  be  instituted  in  time.  As  the  patient 
gets  older,  even  greater  degrees  of  hyperten- 
sion if  labile  will  probably  be  well  tolerated 
for  many  years  and  therefore  my  feelings 
concerning  an  individual  with  a blood  pres- 
sure of  170-190  systolic  who  is  in  his  middle 
or  late  40’s  and  demonstrates  lability  of  the 
blood  pressure  is,  again,  reassurance  rather 
than  active  treatment. 


A third  category  which  gives  cause  for 
more  alarm  than  is  probably  necessary  are 
those  which  I like  to  call  the  extreme  labile 
hypertensives  whose  blood  pressure  may  at 
times  be  measured  well  over  200  systolic  and 
in  whom  at  other  times,  without  undue  seda- 
tion or  relaxation,  it  may  be  found  at  or  near 
normal  levels.  This  type  of  disease  occurs 
frequently  in  women  and  is  associated  with 
blotchy  eruptions  about  the  face  and  vaso- 
motor storms,  particularly  when  the  blood 
pressure  is  high.  This  breeds  further  anxiety 
■and  leads  to  a very  disturbed  patient.  If,  on 
repeated  followups,  one  can  establish  the 
extreme  lability  of  the  blood  pressure  and  if, 
•as  is  often  the  case,  the  home  blood  pres- 
sures show  the  patient’s  usual  readings  to  be 
in  the  normal  or  slightly  supra-normal  range 
one  can  again  give  a good  prognosis  and  treat 
.perhaps  with  Rauwolfia  or  salt  restriction 
but  no  more.  Some  of  these  individuals,  par- 
ticularly if  they  are  symptomatic,  may  insist 
upon  further  therapy  and  in  this  case  the  use 
of  sympathectomy  seems  to  be  particularly 
.beneficial. 

Finally,  we  see  a category  of  individuals 
who  have  fairly  well  established  hyperten- 
sion in  the  sense  that  on  repeated  office  or 
.home  readings  the  blood  pressure  tends  to 
-stay  around  200  systolic  and  110  diastolic,  but 
the  condition  seems  stable  and  there  is  no 
.evidence  of  progression  to  the  vascular  com- 
.plications  of  the  disease  over  long  periods  of 
■time.  This  is  frequently  the  case  in  obese 
women  who  have  a notably  long  life  expec- 
tancy with  this  variety  of  hypertension. 
These  individuals  justify  little  or  no  treat- 
ment although  one  is  a little  more  concerned 
(that  vascular  complications  of  hypertension 
■may  proceed  if  the  hypertension  is  demon- 
strated to  be  sustained.  The  age  of  the  in- 
dividual is  probably  of  importance  in  that  a 
■young  person  with  this  degree  of  hyperten- 
sion will  probably  suffer  some  complications 
and  perhaps  should  be  considered  for  treat- 
ment, whereas  an  older  person  just  reaching 
these  blood  pressure  levels  will  probably 
tolerate  them  well  the  rest  of  his  life.  Con- 
sequently, in  this  group  when  treatment  is 
urgently  requested  and  Rauwolfia,  salt  re- 
striction and  perhaps  Apresoline  does  not 
work,  I would  approve  of  sympathectomy; 
since  they  are  usually  not  well  disposed  to 
try  the  more  vigorous  types  of  drug  treat- 
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ment  which  must  be  persisted  in  for  many 
years  to  effect  their  mortality  favorably. 
Since  their  prognosis  is  often  benign,  how- 
ever, treatment  may  be  omitted  with  only  a 
slightly  increased  risk. 

We  now  come  to  the  group  who  deserve 
treatment  with  more  vigorous  measures. 
These  are  summarized  in  the  table  IV.  These 


Group  IV  — Hypertension  Requiring  Vigorous 
Treatment 


a)  Young  patients  with 
severe  blood  pressure 
elevations 


Casual  blood  pres- 
sures at  home  and 
office  exceed 
230/120 


b)  All  severe  hypertension  10-year  prognosis 
with  progressive  compli-  without  treatment 

cations  — 20% 


c)  “Pre -malignant”  hyper-  High  fixed  diastolic 

tension  blood  pressure, 

renal  function 
decreasing  or  less 
than  Vz  nornal, 
fresh  retinal 
exudates 


d)  Malignant  hypertension  Same  as  above  plus 

papilledema 

TABLE  IV 


include  all  severe  hypertensive  patients  — 
the  more  so,  the  younger  they  are.  An  ex- 
ample would  be  a young  woman  whose  blood 
pressure  is  240/130  who  has  suffered  no  com- 
plications of  hypertension.  While  it  is  pos- 
sible that  she  would  survive  many  years,  the 
chances  of  a normal  life  expectancy  with  un- 
regulatexi  hypertension  are  not  great,  and  we 
would  feel  that  treatment  was  justified.  It 
would  be  important,  first,  to  establish  that 
hypertension  of  this  severity  were  sustained 
and  not  labile.  A second  group  are  those  in- 
dividuals with  substantial  hypertension, 
again  defined  as  a systolic  blood  pressure 
usually  above  200  and  a diastolic  usually 
above  110  who  have  already  shown  certain 
important  complications  of  the  disease.  You 
will  notice  that  the  emphasis  is  put  on  the 
complications  rather  than  the  blood  pressure 
level,  since  this  determines  the  life  expec- 
tancy. We  recognize  that  hypertension  accel- 
erates vascular  disease  but  probably  the  in- 
tegrity of  the  vessels  determines  the  distinc- 
tion between  the  hypertensive  patient  who 
■survives  for  a long  time  with  his  high  blood 
pressure  and  the  individual  who  succumbs 
rapidly  to  cardiac,  cerebral  or  renal  compli- 
cations. One  particular  complication  of  es- 
tablished severe  hypertension  is  malignant 


hypertension  with  which  you  are  all  familiar. 
This  may  occur  as  a result  of  long-standing 
renal  disease  or  as  a new  manifestation  of 
severe  hypertension  but  deserves  energetic 
treatment  for  the  life  expectancy  without 
treatment  in  such  individuals  is  very  low. 

You  may  well  wonder  what  the  complica- 
tions are  that  determine  the  good  or  poor 
survival  and  how  important  they  are.  In  a 
study  of  117  hypertensive  individuals  fol- 
lowed for  a period  of  10  years  from  discovery 
of  their  hypertension,  we  found  that  80%  of 
the  patients  with  these  complications  of  hy- 
pertensive disease  died  in  10  years  whereas 
only  20%  of  the  individuals  with  the  same 
blood  pressure  levels  but  without  the  com- 
plications had  died.  This,  therefore,  is  the 
basis  of  my  emphasis  on  detecting  the  vas- 
cular complications  of  the  disease  and  not 
relying  upon  the  blood  pressure  levels  alone 
in  determining  prognosis  and  treatment.  It 
seems  to  me  that  the  physician  should  not 
rest  until  significant  blood  pressure  reduc- 
tions have  been  secured  in  these  individuals 
with  complications  of  hypertension  and  since 
^his  distinction  is  so  important,  I have  pre- 
sented in  tabular  summary  (Tables  5,  6 and  7) 
the  conditions  which  should  be  looked  for. 


CARDIAC  COMPLICATIOHS 

History — Increased  dyspnea  EKG — T1.2  inverted 

Effort 

Angina  Left  Axis 

Deviation 


Emotional 


Edema 


Left  Bundle 
Branch  Block 


Signs- — Enlarged  Heart  X-Ray — 


Gallop  Rhythm 
Basilar  Rales 


Hypertrophy 

Dilatation  (in- 
creased circu- 
lation  time) 


TABLE  V 


CEREBROVASCULAR  COMPLICATIONS 

Historys  Dizziness 
Confusion 

Nuchal  headaches  and  vomiting 
Focal  numbness,  paresis,  aphasia 
Reflex  disturbance 

TABLE  VI 
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EARLY  MALIGNANT  COMPLICATIONS 

History — Fatigue,  weight  loss 
Blurred  vision 
Nausea 

Signs — Diastolic  blood  pressure  fixed  and  over  130 
130 

Hemorrhage  and  exudate 
Papilledema 

Urine — Progressive  albuminuria 

Decreased  renal  function — PSP  less  than 
15%  in  15  minutes 

TABLE  VII 

All  of  'these  complications  are  potentially  re- 
-versible  except,  perhaps,  impaired  renal 
function.  Therefore,  in  following  the  hy- 
pertensive patient  it  is  extremely  important 
to  have  an  accurate  simple  renal  function 
test;  Table  8 summarizes  such  a test  which 
■should  be  part  of  the  annual  checkup  of  every 
patient. 

DETAILS  OF  QUICK  ACCURATE  PSP  TEST 

Drink  4 glasses  of  water  1/2  hour  before. 

Inject  dye  intravenously,  collect  total  specimen  15 
minutes  later. 

Alkalinize  and  determine  with  spectrophotometer. 
Normal  excretion:  30-35%  in  15  minutes. 

TABLE  VIII 

Now  we  come  to  the  general  management 
of  the  blood  pressure  level,  having  done  the 
most  difficult  job  which  is  to  select  those  pa- 
tients in  whom  vigorous  treatment  is  neces- 
sary. You  will  already  have  gathered  that 
the  use  of  rauwolfia  alkaloids  and  salt  re- 
striction can  be  applied  in  a variety  of  in- 
dividuals with  less  severe  grades  of  hyper- 
tension, since  these  drugs  do  not  carry  with 
them  unpleasant  side  effects  with  any  great 
frequency.  Salt  restriction  should  be  to  the 
500  mgm.  per  day  level  if  one  is  thinking  to 
lower  the  blood  pressure.  Since  this  is  rarely 
successful  I prefer  to  fall  back  on  a modest 
salt  restriction  based  on  the  general  feeling 
■that  salt  is  bad  for  hypertensives.  I confess 
that  no  scientific  proof  of  this  fact  can  be 
■adduced  at  the  present  time.  It  is  certainly 
true,  however,  that  this  will  postpone  the  de- 
velopment of  congestive  heart  failure  for 
example  and  also  that  it  relieves  certain 
symptoms  of  hypertension  even  without 
■affecting  the  levels  of  the  blood  pressure. 


■notably  headaches  and  anginal  type  com- 
plaints. 

The  rauwolfia  alkaloids  must  be  used  with 
wisdom  and  judgment.  We  insist  on  several 
■simple  rules  in  this  regard.  First,  treatment 
at  a level  equivalent  to  0.25  mgm.  of  Reser- 
pine  3 times  a day  should  be  persisted  in  for 
2-3  months.  Second,  blood  pressure  should 
be  taken  about  every  2 weeks  during  this 
regime  in  order  to  detect  whether  a signif- 
icant fall  in  the  recumbent  pressure  has  been 
achieved.  Third,  if,  at  the  end  of  this  period 
of  time,  the  blood  pressure  has  not  fallen,  the 
drug  is  discontinued,  permanently.  If  it  has 
fallen,  the  dose  may  be  reduced,  usually  well 
below  the  symptomatic  level  and  the  gains  in 
■blood  pressure  reduction  maintained.  It  is 
important  to  remember  that  rauwolfia  acts 
continuously  and  is  not  intermittent  as  with 
other  medications.  Therefore,  the  drug  may 
■be  taken  at  the  most  convenient  time  in  the 
24  hours  and  need  not  be  divided  around  the 
■clock.  Nasal  stuffiness  may  be  controlled  by 
addition  of  an  anti  histamine.  Reserpine  is 
good  adjunctive  medication  but  in  my  ex- 
perience rarely  useful  in  severe  forms  of  hy- 
pertension. Time  does  not  permit  discussion 
of  the  pros  and  cons  of  management  with 
Apresoline  or  veratrum  alkaloids.  It  is  my 
•opinion  that  while  selected  cases  respond  to 
these  drugs,  in  general,  the  difficulties  are  so 
frequent  that  if  a practicing  physician  gets 
to  know  one  other  potent  antihypertensive, 
■he  will  rarely  need  to  use  these  other  agents. 

This  is  a sympathetic  blocking  agent  of 
which  the  current  best  example  is  pen- 
tolinium  or  Ansolysen.  Now  this  drug  should 
be  used  only  in  the  individuals  in  the  fourth 
category  and  only  after  the  patients  have 
been  fully  indoctrinated  in  the  purpose  of 
the  blood  pressure  program  and  prepared  to 
take  certain  necessary  side  effects  as  all  in 
the  day’s  treatment.  The  principles  of  ther- 
apy are  summarized  in  Table  9.  We  prefer 
to  start  with  20  mgm.  of  Pentolinium  at  8, 
2 and  10  P.  M.  daily  in  the  hospital,  recording 
the  blood  pressure  hourly  in  the  lying  and 
standing  position  and  continuing  to  raise  the 
dose  every  other  day  until  standing  blood 
pressures  reach  at  least  140-150  systolic  and 
even  lower  if  the  patient  can  tolerate  this 
reduction.  This  means  lesser  reductions  be- 
fore the  maximum  effect  after  each  dose  has 
occurred  and  considerably  lesser  reductions 
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PRINCIPLES  OF  GANGLIONIC  BLOCKING 
TREATMENT 

1.  Require  daily  bowel  movement,  if  the  drug  is 
given  orally,  to  control  absorption. 

2.  Measure  the  standing  blood  pressure  at  the  time 
of  maximum  effect  to  assure  levels  as  low  as 
tolerated  and,  at  best,  to  140-150  systolic. 

(The  time  to  take  the  blood  pressure  is  1 hour 
after  injectible  or  3 hours  after  oral  dose. 
Environmental  stimuli  may  raise  the  blood  pres- 
sure.) 

TABLE  IX 

in  the  recumbent  position  at  night.  However, 
the  optimum  and  maximum  treatment  is 
determined  by  the  lowest  standing  blood 
pressure  which  the  patient  can  tolerate. 
Therefore,  the  objective  is  to  push  to  this 
maximum  decline.  In  general,  the  blood 
pressure  can  be  taken  by  the  patient  in  the 
home  without  serious  psychological  effects 
as  claimed  by  some  and  we  find  this  a most 
satisfactory  way  to  manage  patients. 

Patients  with  renal  failure  do  not  excrete 
the  drug  and  must  be  given  smaller  doses. 
Since  the  oral  dose  is  absorbed  irregularly 
and  variably  even  when  constipation  is 
avoided,  we  prefer  to  give  the  drug  by  injec- 
tion in  l/20th  of  the  oral  dose  requirement 
for  treating  renal  failure.  This  is  all  the  more 
so  because  patients  with  kidney  failure  are 
often  made  worse  by  profound  reductions  in 
blood  pressure  and  one  dare  not  risk  these 
hypotensive  episodes.  The  injectable  program 
protects  against  this. 

If  the  drug  is  given  orally,  there  are  2 
requirements  we  make  of  every  patient. 
The  first  is  that  if  no  bowel  movement 
occurs  in  24-hours  the  drug  be  withheld 
until  normal  movement  have  occurred.  To 
achieve  this  goal  it  is  almost  always  neces- 
sary to  have  a daily  laxative  medication 
given.  This  requirement  prevents  piling  up 
of  drug  in  the  constipated  bowel  with  pro- 
gressive further  absorption  and  the  develop- 
ment of  paralytic  ileus.  The  second  require- 
ment is  that  the  patient  always  remain  stand- 
ing motionless  one  minute  before  taking  his 
dose  of  medication.  If,  for  one  of  a number 
of  reasons,  the  patient  has  become  hypersen- 
sitive to  ganglionic  blockade,  this  will  be 
brought  out  by  this  maneuver  which  will  pro- 
duce considerable  dizziness  and  will  indicate 
even  without  taking  the  blood  pressure  that 
the  level  is  too  lov/.  Ir.  this  case,  the  patient 
is  instructed  to  halve  or  to  omit  his  medica- 
tion. There  are  a great  many  other  details 


concerning  management  with  these  agents 
which  there  is  not  time  to  go  into,  but  let  me 
say  that  such  treatment  is  sometimes  very 
gratifying,  often  tedious  and  disliked  by  pa- 
tient and  physician  because  of  the  endless 
attention  to  detail  which  is  necessary,  and 
sometimes  in  addition  it  is  quite  ineffective. 
One  should  always  insist  on  the  therapeutic 
goal  of  considerable  reductions  in  the  stand- 
ing blood  pressure  if  one  is  going  to  take  the 
time  and  energy  to  regulate  the  blood  pres- 
sure with  these  drugs. 

Not  to  lower  the  blood  pressure  adequately 
is  as  much  poor  medical  practice  when  these 
drugs  are  used  as  giving  an  insufficient 
amount  of  insulin  would  be  in  controlling  a 
diabetic.  If  frequent  objective  tests  of  the 
blood  pressure  response  show  inadequate 
control  either  due  to  the  patient’s  poor  co- 
operation or  resistance  on  the  part  of  the  pa- 
tient to  oral  medication,  one  should  switch  to 
injectible.  If,  for  various  reasons,  this  med- 
ication is  not  successful  in  lowering  the  blood 
pressure,  one  should  insist  on  sympathec- 
tomy, in  my  opinion,  since  we  know  quite 
certainly  that  only  if  the  blood  pressure  is 
lowered,  can  these  regimes  affect  the  other- 
wise serious  prognosis  of  this  type  of  hyper- 
tension described  in  Table  IV.  Sympathec- 
tomy itself  should  certainly  not  be  counted 
out;  some  30-40%  of  patients  with  hyperten- 
sion will  have  a significant  drop  in  their  blood 
pressure  although  not  to  normal  levels  and  a 
significant  prolongation  of  their  life  expec- 
tancy as  illustrated  in  Table  10.  It  is  still  the 
only  treatment  which  has  been  statistically 
proven  to  prolong  life  expectancy.  The  table 
refers  to  the  one-stage  supradiaphragmatic 
operation  devised  by  Dr.  Feet  at  the  Univer- 
sity of  Michigan  Hospital. 

I now  come  to  the  final  point  in  my  dis- 
cussion which  concerns  the  management  of 
specific  syndromes.  When  the  target  organ 
damaged  by  hypertension  is  the  heart,  one 
may  have  either  angina  pectoris  or  conges- 
tive heart  failure.  Angina  pectoris  due  to 
exertion  and  relieved  by  rest  of  a typical 
type  is  usually  associated  with  only  moder- 
ate elevations  in  the  blood  pressure  and 
therefore  one  cannot  expect  much  from  me- 
chanical reduction  in  the  heart  work  by  blood 
pressure  reducing  drugs.  Furthermore,  the 
risk  of  prolonged  severe  hypotension  induc- 
ing thrombosis  is  real  and  we  therefore  rely 
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only  on  mild  measures  such  as  rauwolfia  and 
salt  restriction  in  this  condition.  Sympathec- 
tomy may  actually  increase  angina  pectoris 
unless  the  heart  is  denervated  which  requires 
a very  extensive  operation  and  considerably 
increased  mortality.  When  the  complica- 
tion is  congestive  heart  failure  reduction 
of  the  blood  pressure,  particularly  if  it  is  at 
high  levels,  is  most  gratifying  in  improving 
-the  status  of  the  individual.  Here  one  must 
insist  on  good  blood  pressure  control  with 
ganglionic  blocking  drugs  and/or  sympathec- 
tomy since  much  is  to  be  gained  by  such  per- 
sistence. This  stands  to  reason  since  the 
mechanical  work  load  of  the  heart  can  be  re- 
duced as  much  as  20-40%  by  such  treatment 
the  venous  pooling  induced  by  ganglionic 
blocking  drugs  acts  as  a bloodless  phlebotomy 
in  relieving  the  left  ventricle  of  an  overload 
of  blood  thrust  in  from  the  right  ventricle. 

When  the  target  organ  is  the  brain  and  the 
cerebral  attack  has  just  occurred  the  decision 
concerning  vigorous  anti-hypertensive  treat- 
ment is  most  difficult.  We  have  the  impres- 
sion that  lowering  the  blood  pressure  when 
it  is  extremely  high  and  associated  with  acute 
mental  confusion  or  with  acute  focal  en- 
cephalopathy, particularly  involving  small 
neurological  units  such  as  a weak  hand  or 
transient  aphasia,  is  sometimes  lifesaving. 
One  should  give  the  drug  intravenously  using 
hexamethonium  and  giving  1 mgm.  per 
minute  with  blood  pressure  control  in  the 
opposite  arm  before  each  extra  mgm.  is 
given.  The  patient  should  be  in  the  sitting 
position  to  take  the  maximum  benefit  from 


orthostasis.  When  the  blood  pressure  is  re- 
duced to  the  range  of  180,  no  further  reduc- 
tions should  be  induced.  This  steers  a nar- 
row passage  between  the  risk  of  spreading 
the  lesion  if  a thrombosis  has  occurred  and 
the  risk  of  hemorrhage  or  cerebro-vasicular 
spasm  associated  with  severe  hypertension 
which  may  otherwise  have  been  impending. 
Parenteral  reserpin  2.5  to  5.0  mgm.  can  also 
•be  used  and  has  the  advantages  of  not  risk- 
ing severe  hypotensive  reactions.  Since  the 
diagnosis  of  these  categories  is  uncertain,  a 
modest  reduction  in  blood  pressure  with  ob- 
servation of  the  clinical  state  is  far  more 
valuable  than  any  set  of  prior  diagnostic  pro- 
cedures. When  the  physician  is  confronted 
with  a patient  who  has  evidently  had  a large 
■and  acute  cerebral  hemorrhage,  I doubt  that 
lowering  the  blood  pressure  will  do  much 
good  but  it  seems  reasonable  to  hope  that  it 
•might.  In  this  case  with  increased  cerebral- 
spinal  fluid  pressure,  drugs  musit  be  given 
with  extreme  caution  as  the  patients  are 
very  sensitive  to  the  blood  pressure  lowering 
effects.  If  in  an  elderly  arteriosclerotic  in- 
dividual with  moderate  hypertension  a neu- 
rologic sign  appears,  this  is  probably  due  to 
thrombosis  and  the  treatment  will  probably 
not  be  helpful.  However,  after  the  attack  has 
subsided,  we  have  had  surprising  luck  in 
maintaining  reduced  blood  pressure  in  these 
individuals  and  not  seeing  further  episodes. 
The  significance  of  this  is,  of  course,  is  un- 
certain since  prognosis  in  this  condition  is 
exceedingly  variable  but  treatment  after  the 
episode  is  completed  by  sympathectomy  may 
be  helpful.  (Table  10). 


Survival  Rates  of  Patients  with  "Good"  and  "Poor"  Results 
Following  Supradiaphragmatic  Splanchnicectomy 


Preoperative 

classification 

No.  consecutive 
cases  analyzed 

Frequency  of 
“Good”  results 

5-year  survival  rate 
“Good”  results 

“Poor”  results 

Cardiac 

100 

41% 

81% 

59% 

Cerebral 

96 

33 

96 

60 

Malignant 

100 

19 

63 

10 

Consecutive  cases  as  classified  by  Peet  & Isberg  were  selected  in  which  blood  pressure  at  1-2  years  and 
status  at  5th  postoperative  year  were  known.  Cases  in  each  class  were  of  comparable  preoperative  sever- 
ity. “Good”  results  defined  as  a reduction  of  more  than  20  mm  diastolic  BP  for  at  least  one  year  post- 
operatively. 

TABLE  X 
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If  renal  excretory  failure  has  occurred  and 
the  blood  non-protein-nitrogen  is  elevated, 
such  patients  must  be  treated  exceedingly 
carefully.  Usually,  modest  reductions  of 
blood  pressure  to  about  170-180  systolic  in 
the  hospital  in  the  recumbent  position  over 
a period  of  2-3  weeks  will  tell  the  story.  If, 
despite  such  reductions  and  adequate  hydra- 
tion of  the  patient  and  treatment  of  conges- 
tive failure  if  present,  the  NPN  continues  to 
rise,  it  is  probable  that  ganglionic  blocking 
agents  will  do  little  except  in  a palliative 
way.  On  the  other  hand,  if  there  is  a main- 
tenance or  decline  in  the  level  of  azotemia, 
it  is  worthwhile  to  persist  in  treatment.  As 
mentioned  before,  this  type  of  individual  does 
well  on  injectable  treatment  because  the 
renal  failure  can  be  controlled  better  when 
the  blood  pressure  control  is  more  accurate 
and  furthermore  because  of  the  slow  excre- 
tion of  the  drug,  the  effect  of  an  injected 
dose  lasts  for  a longer  time  interval  requir- 
ing fewer  daily  injections.  It  is  often  possible 
to  carry  these  patients  on  two  injections  per 
day,  one  in  the  morning  and  one  at  night  of 
pentolinium.  They  are  thus  spared  consider- 
ably from  the  constipating  effects  of  the  drug 
and  control  is  much  more  precise  — a very 
important  factor  in  maintaining  people  with 
borderline  renal  function.  In  such  circum- 
stances, it  is  very  delightful  sometimes  to  ob- 
serve the  improvement  in  cerebral  status  and 
in  the  repair  of  failing  vision  due  to  hyper- 
tensive retinopathy.  When  the  NPN  is  above 
100  mgm.  %,  most  of  us  feel  that  the  treat- 
ment is  of  no  avail  although  here  it  may  be 
worthwhile  on  a palliative  basis  if  convul- 
sions or  extreme  congestive  heart  failure 
have  occurred.  However,  nothing  more  than 
•transient  relief  of  these  states  should  be  ex- 
pected. 

Finally,  I should  like  to  say  a word  about 
the  management  of  hypertensive  disease  of 
pregnancy  since  many  of  you  are  undoubt- 
edly encountering  this  frequently.  Here 
again,  the  evidence  seems  to  be  that  if  one 
can  lower  the  blood  pressure  through  the 


period  of  pregnancy  the  outlook  for  mother 
and  fetus  is  much  improved.  Our  practice  is 
as  follows:  First,  to  give  all  but  the  most 
severe  hypertensive  women  at  least  one  trial 
of  pregnancy  if  their  blood  pressure  can  be 
controlled.  We  should  like  to  see  it  staying 
below  200  and  no  complications  of  the  disease 
evident.  Control  from  the  inception  of  preg- 
nancy requires  rigid  salt  restriction,  the  use 
of  rauwolfia  alkaloids  in  adequate  doses  and 
further  addition  of  veratrum  or  pentolinium. 
should  the  blood  pressure  tend  to  rise.  If, 
despite  these  medications,  albuminuria  and  a 
•sudden  rise  in  pressure  ensues,  the  patient  is 
hospitalized  and  treated  with  parenteral 
therapy.  If  no  control  is  achieved,  which  is 
uncommon,  one  does  not  permit  the  preg- 
nancy to  last  more  than  2-3  weeks  after  the 
inception  of  the  toxemic  state.  Statistics  ap- 
pear to  show  that  under  these  circumstances 
the  mother  is  protected  from  permanent 
vascular  disease.  If  despite  all  this  she  ends 
up  with  worsened  hypertension  state,  it  is 
gratifying  to  know  that  sympathectomy  is 
particularly  helpful  in  hypertension  appar- 
ently induced  during  pregnancy. 

I hope  that  these  comments  will  be  helpful 
in  a practical  way  in  managing  cases  of  hy- 
pertension. I should  like  to  refer  to  Table  10 
as  a final  summary  of  the  principles  of  man- 
agement. 


SUMMARY 

1.  Classify  your  patient  — this  requires  several 
visits,  tests  for  vascular  complications. 

2.  If  you  elect  no  treatment,  reassure,  but  insist  on 
annual  followup'  to  be  sure  classification  does 
not  change.  Remember  — most  hypertension 
above  200/120  is  not  benign. 

3.  Danger  signals:  Focal  CVA,  enlarging  heart, 
retinal  exudates,  high  fixed  blood  pressure, 
especially  in  the  young. 

4.  If  you  use  potent  drugs,  push  until  significant 
blood  pressure  reduction  occurs,  then  maintain 
followup  — half  treatment  is  worse  than  none 
at  all. 

5.  Sympathectomy  works  in  30-40%. 
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PRELIMINARY  REPORT  ON  EIGHTEEN 
MONTHS'  EXPERIENCE  WITH  CHLOR- 
PROMAZINE  AT  THE  YANKTON  STATE 
HOSPITAL,  YANKTON,  SOUTH  DAKOTA* 
By  Charles  Yohe,  M.D.** 

Yankton,  South  Dakota 


The  results  herein  presented  are  far  from 
conclusive.  Here  is  no  carefully  controlled 
study.  The  pressure  to  get  results  at  Yankton 
State  Hospital  is  so  great  that  we  cannot  set 
aside  several  hundred  new  patients  and  not 
treat  them  at  all,  thus  making  a real  control 
study  morally  impossible.  Also,  we  already 
know  what  the  results  are  with  untreated 
mental  patients  (they  are  extremely  poor), 
and  we  already  know  pretty  well  what  to  ex- 
pect from  electrotherapy  and  insulin  ther- 
apy. Therefore,  we  feel  that  these  results, 
although  lacking  carefully  controlled  study 
groups,  will  be  of  interest. 

It  is  also  with  some  trepidation  that  I must 
inform  you  that  some  of  the  patients,  al- 
though not  many,  received  other  treatments 
than  chlorpromazine.  Small  amounts  of  elec- 
trotherapy, very  little  compared  to  the  for- 
mer long  courses,  were  sometimes  used  as 
the  quickest  route  to  breaking  up  a catatonic 
stupor,  and  sometimes  the  risk  of  imminent 
suicide  was  eliminated  with  several  electro- 
therapeutic  applications.  Electrotherapy, 
when  used,  was  quickly  discontinued,  and 
chlorpromazine  was  instituted  as  the  main- 
stay of  our  somatic  approach  to  the  patient. 
Physical  illnesses,  when  noted,  were  treated 

** Appreciation  is  due  to  William  Nagge,  Ph.D., 
Eugene  Engen,  M.A.,  and  Virgil  Sterling,  M.A., 
for  keeping  my  records  and  for  compiling  the 
figures  and  tables  used  herein. 

‘Presented  at  the  Aberdeen  District  Medical  So- 
ciety, September  7,  1955. 


appropriately;  counseling  and  group  psycho- 
therapy were  applied  whenever  sufficient 
personnel  were  available  to  do  the  job. 

Some  patients  developed  reactions  to 
chlorpromazine,  such  as  urticarial  phen- 
omena, and  were  discontinued.  Many  of  these 
were  successfully  restarted.  Jaundice,  a 
symptom  that  is  becoming  rarer  as  we  grow 
wiser,  led  to  cessation  of  the  therapy,  with  no 
latter  reattempt.  No  fatalities  from  jaundice 
or  hepatitis  have  occurred.  All  these  cases, 
even  though  they  did  not  receive  sufficient 
chlorpromazine  to  make  it  a fair  test,  are  in- 
cluded in  this  report. 

Our  use  nf  chlorpromazine  has  varied  con- 
siderably. Generally  we  tend  to  start  with 
200  mg.  a day,  orally  if  possible.  Dosage  is 
slowly  increased  over  the  ensuing  weeks  if 
we  feel  it  is  necessary.  In  a few  cases  we 
have  gone  as  high  as  2000  mg.  a day,  but  the 
great  majority  have  received  from  200  to  400 
mg.  a day.  In  general,  we  distrust  dosages 
below  200  mg.  a day.  Results  on  small  doses, 
save  in  organic  disorders,  tend  to  be  unpre- 
dictable, paradoxical,  and  occasionally  make 
the  clinical  picture  worse.  With  most  cases, 
we  would  rather  give  no  chlorpromazine  than 
just  25-150  mg.  a day. 

Most  cases  have  continued  chlorpromazine 
after  they  have  gone  home  — generally  on 
200  mg.  a day.  Some  few  were  discontinued 
before  leaving  the  hospital. 

Our  present  thoughts  concerning  dosage 
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are  that  it  takes  at  least  200  mg.  a day  to 
affect  the  particular  portions  of  the  cere- 
brum that  we  want  to  affect  — and  that  dos- 
ages in  excess  of  400  mg.  a day  will  affect 
portions  of  the  cerebrum  that  we  would 
rather  leave  untouched.  Since  the  rhinence- 
phalon  is  the  portion  of  the  brain  we  wish  to 
affect,  we  might  call  the  dosage  range  of  200- 
400  mg.  per  day  “the  range  of  rhinencephalic 
specificity.” 

All  told,  728  patients  have  been  treated. 
377  are  now  outside  the  hospital  — the  ma- 
jority in  contact  with  our  out-patient  clinics, 
and  doing  well.  (See  Fig.  I)  351  cases  remain 

I o DISCHARGED  WO  IffiARS 

II  s OUT  OP  HC^PITAL 

III  = IR,  HOT  COULD  GO 

I?  s SIGNIFICAirr  PROGRESS 


" A BARCRAPH  OP  THE  PROGRSSS  OF  728 
CHLORPROMAZINE  PATIENTS,  PERCKNTA($S  INSERTED." 

Fig.  I 

in  the  hospital.  The  fact  that  there  are  only 
a few  more  out  than  in  is  not  particularly 
disturbing,  inasmuch  as  a great  many  of  the 
cases  treated  were  on  the  chronic  disturbed 
wards  — areas  where  we  were  hoping  for 
improvement  within  the  hospital,  rather  than 
for  discharge.  Of  the  total  number,  two  pa- 
tients departed  without  leave  and  could  not 
be  followed.  Eight  terminal  senile  patients 
received  chlorpromazine  to  relieve  pain  and 
anxiety  in  their  final  illness.  Although  they 
are  counted  in  our  series,  chlorpromazine 
was  not  given  with  any  intention  of  curing 
their  senility  or  their  cancers.  Chlorpro- 
mazine may  have  been  involved  in  the  deaths 
of  two  patients  by  dehydration  and  pneu- 
monia, during  very  hot  weather.  Chlorpro- 
mazine almost  certainly  led  to  the  death  of 
one  patient  by  way  of  agranulocytosis.  All 
the  above  patients  who  died,  are  not  included 
in  this  study.  Complications  will  be  dealt 
with  later  in  a separate  paper,  the  present 
study  being  restricted  to  cases  we  can  follow 
up. 


Of  greatest  clinical  interest  is  the  result  on 
the  first  admission  category.  Restricting  this 
particular  part  of  our  study  to  first  admis- 
sions under  the  age  of  60,  we  find  that  185 
such  patients  have  been  treated.  156  have 
successfully  left  the  hospital,  or  about  84%. 
This  is  very  significantly  higher  than  the 
percent  generally  obtained  by  state  mental 
hospitals  on  this  category  of  patients  in  the 
past. 

Considering  the  entire  group  treated  (first 
admissions  plus  the  chronically  ill  who  have 
been  here  for  some  time)  our  results  would 
stand  at  60%  “out”  if  some  sixty  patients  who 
have  responded  very  nicely  had  any  place  to 
go.  As  it  is,  our  results  stand  at  slightly  bet- 
ter than  50%. 

Some  22%  of  the  treated  group  are  rated  as 
having  made  significant  progress.  It  is  not 
anticipated  that  many  of  this  group  will  ever 
leave  the  hospital,  but  the  great  majority 
were  from  the  most  chronically  disturbed 
wards  of  the  hospital.  Although  many  of  this 
group  will  probably  not  ever  leave  the  hos- 
pital, they  are  counted  among  our  most  dra- 
matic successes.  One  would  only  have  had 
to  be  acquainted  with  our  more  disturbed 
wards  over  a year  ago  to  appreciate  the 
change  that  has  occurred.  Television  sets, 
potted  plants,  new  drapes,  and  glassware 
abound  — and  has  not  been  destroyed  or 
even  mildly  damaged.  No  more  patients  are 
locked  in  seclusion,  all  patients  wear  clothes, 
and  attendants  no  longer  complain  of  torn 
shirts,  broken  glasses,  wrist  watches,  to  say 
nothing  of  black  eyes  and  multiple  bruises 
(such  difficulties,  when  they  do  now  occur, 
generally  happen  with  very  new  patients 
who  have  not  as  yet  received  much  therapy). 
Several  fire  drills  have  been  held  on  our  most 
disturbed  female  wards,  and  all  patients  were 
evacuated.  They  all  filed  out  of  the  building 
in  a most  orderly  manner,  stood  around 
watching  the  ladders  and  hoses,  and  then 
quietly  returned  to  their  ward.  We  would 
not  have  dared  attempt  this  a year  or  so  ago. 

In  18%  there  seems  to  be  no  progress.  The 
bulk  of  this  group  is  made  up  of  chronically 
apathetic  and  withdrawn  patients,  together 
with  some  chronic  organic  psychoses.  It  is  a 
group  in  which  the  “fire  of  life”  seems  to 
have  died,  and  in  which  there  is  little  evi- 
dence of  energy,  nor  any  evidence  of  anxiety 
or  tension.  It  is  a group  of  many  hebephrenic 
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and  simple  schizophrenics.  Here  we  have 
a group  whose  rhinencephalic  physiology  is 
at  a low  ebb,  and  who  will  require  a treat- 
ment diametrically  opposite  to  chlorpro- 
mazine  therapy.  They  will  require  drugs 
similar  to  mescaline  or  LSD  25,  perhaps  in 
combination  with  chlorpromazine. 

A further  analysis  of  this  treatment  failure 
group  shows  them  to  be  mainly  sick  for  well 
over  five  years.  Chlorpromazine  therapy, 
like  most  other  therapies  in  psychiatry,  and 
perhaps  in  all  of  medicine,  is  effective  in  in- 
verse proportion  to  the  duration  of  the  ill- 
ness. (See  Fig.  II). 
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One  would  not  wish  to  leave  the  impres- 
sion, however,  that  the  chronic  case  will  not 
respond.  Occasionally  we  obtain  a result  in  a 
patient  sick  for  many  years  that  is  certainly 
miraculous  by  former  expectations.  This  is 
especially  astounding  in  some  chronic  para- 
noids. 


Most  dramatic  have  been  the  excellent  re- 
sults obtained  in  involutional  psychoses  (not 
neurotic  depressions)  during  the  first  year  of 
illness,  as  contrasted  with  the  complete  lack 
of  results  following  one  year  of  illness.  These 
patients  seem  to  be  much  more  irreversible 
in  chronicity  than  do  chronic  hebephrenics. 
In  general,  we  are  not  impressed  with  the 
results  of  chlorpromazine  therapy  in  severe 
depressions,  although  we  believe  that  the 
agitation,  anorexia,  and  suicidal  risk  can  be 
alleviated  thereby.  We  do  feel,  however,  that 
chlorpromazine  may  help  prevent  a relapse 
after  the  severe  depression,  once  the  severe 
depression  has  been  alleviated  by  other 
J^ans.  (See  Fig.  III). 
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What  about  relapses?  Of  about  400  patients 
released,  only  25  are  now  back  in  the  hos- 
pital. This  group  is  primarily  made  up  of 
mild  neurotic  depressions,  and  alcoholics. 
Practically  all  are  middle-aged  married  wo- 
men who  are  not  at  all  happy  with  their 
domestic  situation.  As  our  work  with  group 
therapy  and  our  out-patient  clinics  continue, 
it  is  hoped  that  the  relapse  rate  will  be  less 
— but  as  it  is,  it  is  so  far  amazingly  low. 

Discussion;  The  search  for  the  “cause”  of 
schizophrenia,  and  a rational  cure  for  it  has 
baffled  some  of  the  best  minds  in  neurology 
and  psychiatry  for  over  a century.  Despite 
some  brilliant  work  done  in  the  past,  it  is 
surprising  that  so  little  has  been  accomp- 
lished, and  that  progress  in  the  therapy  of 
schizophrenia  has  seemed  to  lag  behind  that 
in  many  other  diseases.  Organized  research 
has  been  at  a minimum,  and  some  of  the 
more  helpful  contributions,  such  as  electro- 
therapy and  insulin  therapy,  have  more  been 
stumbled  upon  than  consciously  sought.  The 
psychoanalytic  movement,  in  neither  theory 
more  practice,  has  been  able  to  match  its  ac- 
complishments in  the  field  of  the  psycho- 
neuroses  with  similar  contributions  in  schizo- 
phrenia and  related  severer  mental  illness. 

For  some  years,  there  has  been  a growing 
awareness  of  the  many  physiological  conse- 
quences and  accompaniments  of  diseases  such 
as  schizophrenia.  All  members  of  the  en- 
docrine system  have  been  under  suspicion, 
and  attention  has  more  recently  focused  on 
the  hypothalamus,  the  “master  area”  of  the 
pituitary,  and  of  the  autonomic  nervous  sys- 
tem. Electroencephalography  has  also  slowly 
focused  attention  upon  the  hypothalamus  and 
related  rhinencephalic  structures,  as  has  ex- 
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perimental  surgery  and  electrostimulation  of 
the  cerebrum.  Still,  although  the  hypothah 
amus  and  rhinencephalon  have  received  con- 
siderable attention,  very  little  of  a practical 
nature  has  been  forthcoming,  inasmuch  as  we 
had  no  drugs  which  would  affect  the  areas 
in  question  with  any  measure  of  specificity. 
Although  electrotherapy  and  insulin  therapy 
might  bring  about  rhinencephalic  alterations, 
these  therapies  also  wrought  so  many  other 
changes  in  so  many  other  parts  of  the  brain 
that  few  conclusions  could  be  made. 

Of  late,  in  studies  of  comparative  verte- 
brate anatomy  and  physiology,  there  is  some 
tendency  to  think  of  Man  as  having  at  least 
“two  brains”  within  his  cerebrum.  First,  in 
the  course  of  evolution,  there  was  the  rhinen- 
cephalon, and  later,  among  mammals,  there 
was  the  superimposed  neocortex.  Both  brains 
were  carefully  welded  into  one  working  unit 
known  as  the  cerebrum.  As  long  as  the 
primitive  and  the  later  portions  of  the  cere- 
brum worked  harmoniously,  there  was  men- 
tal health.  When  the  rhinencephalon  and 
cortex  tended  each  to  go  their  separate  ways, 
there  was  schizophrenia.  The  raw  material 
of  emotions  tended  to  come  from  earlier, 
primitive  centers,  such  as  from  in  and  about 
the  hypothalamus,  whereas  thought  and 
reason  tended  to  be  functions  of  the  cortex. 
When  thought  and  emotion  did  not  go  to- 
gether, there  was  incongruity  and  bizar- 
reness. When  thought  and  emotion,  two 
most  vital  attributes,  failed  to  “click”  to- 
gether, there  was  a splitting  of  the  two  major 
social  functions  of  the  cerebrum,  and  thus 
we  spoke  of  schizophrenia.  Thus,  there  is 
now  a neurological  foundation  for  the  major 
symptom  of  schizophrenia  — incongruity  of 
thought  and  emotion. 

In  schizophrenia,  the  rhinencephalon  may 
sometimes  be  thought  of  as  being  overactive, 
producing  an  overactive  or  very  tense  patient 
who  is  generally  subject  to  considerable  hal- 
lucinosis; or  sometimes  as  underactive,  pro- 
ducing great  apathy  and  withdrawal,  with 
few  dramatic  symptoms.  In  either  case,  there 
is  no  appropriate  rhinencephalic  emotional 
response  to  cortical  thought  processes  — and 
so  thought  and  reason,  as  we  think  of  them, 
become  hollow  and  meaningless  to  most 
schizophrenics.  Thus,  in  the  rational  phar- 
macological approach  to  schizophrenia,  we 
need  two  types  of  drugs;  one,  a rhinence- 


phalic inhibitor,  and  two,  a rhinencephalic 
excitor.  In  recent  years,  for  the  first  time, 
we  have  examples  of  each.  Rhinencephalic 
excitors  are  not  generally  available,  and  have 
no  place  in  clinical  psychiatry  quite  yet; 
Mescaline  and  lysergic  acid  diethylamine  are 
examples.  Rhinencephalic  inhibitors  are  now 
available,  and  perhaps  the  leading  example  is 
chlorpromazine. 

Schizophrenia  can  now  be  looked  upon  as 
a psychomatic  illness  — featuring  an  emo- 
tional problem  much  as  other  people  have, 
and  a somatic  illness  of  the  cerebrum  — 
(cortico-rhinencephalic  dysphasia).  If  the 
somatic  part  of  the  illness  can  be  overcome, 
the  emotional  problems  can  then  be  much 
more  easily  approached,  just  as  one  a>p- 
proaches  the  emotional  problems  of  the  so- 
called  normal  or  neurotic. 

Armed  with  a rhinencephalic  inhibitor, 
what  can  we  do  for  schizophrenia  and  similar 
severe  mental  illnesses,  especially  those  that 
lean  toward  overactivity,  emotional  out- 
bursts, active  hallucinosis,  many  alterations 
of  autonomic  fuction,  etc.?  Chlorpromazine, 
a molecule  evincing  features  of  many  anes- 
thetic drugs,  and  also  of  a cholinergic  block- 
ing agent,  is  a drug  that  had  been  used  for 
four  years  in  other  countries,  and  that  first 
became  available  in  this  country  a year  ago 
under  the  trade  name  of  Thorazine.  From 
experience  in  England  and  on  the  Continent, 
the  actions  of  the  drug  were  somewhat  pre- 
dictable, and  so  we  did  not  feel  that  we  were 
unduly  experimenting  when  we  first  intro- 
duced this  drug  at  Yankton  State  Hospital. 
The  results  of  this  therapy  are  presented  in 
the  above  preliminary  report. 

SUMMARY 

1)  Chlorpromazine  seems  to  be  a rational  type  of 
therapy  in  those  psychotic  patients  in  whom  there 
is  an  “active  type”  of  derangement  of  the  rhinen- 
cephalon. 

2)  Results  in  new  patients  considerably  exceed 
those  previously  obtained  with  electrotherapy  and 
insulin.  Such  therapy  is  a far  more  acceptaMe  type 
of  therapy  to  the  patient.  There  is  significantly 
less  risk  in  treatment. 

3)  Results  in  chronically  ill  patients  do  not  send 
many  patients  home,  but  often  leads  to  significant 
improvement  and  marked  amelioration  of  the  way 
of  life  on  so-called  disturbed  back-wards.  Occas- 
ional chronic  schizophrenics  respond  in  a near 
“miraculous”  manner,  go  home,  and  continue  to  do 
well;  it  is  believed  that  the  recovery  rate  among 
chronic  schizophrenics,  though  small  on  an  abso- 
lute scale,  is  much  higher  than  would  have  oc- 
curred had  we  awaited  a “spontaneous”  remission. 

4)  The  relapse  rate  is  so  far  surprisingly  small, 

(Continuted  on  Page  74) 
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SOCIO-ECONOMIC  FACTORS  AND  HOME 
CONDITIONS  AFFECTING  THE  RHEU- 
MATIC FEVER  CHILD  AND  FAMILY* 

Mrs.  Theresa  Morris 
Medical  Social  Consultant 
Oklahoma  City,  Okla. 


Rheumatic  Fever,  which  causes  more  long- 
term crippling  illness  than  any  other  malady, 
is  believed  to  be  associated  with  a mode  of 
life.  In  the  short  period  of  time  allotted,  we 
are  to  consider  some  of  the  socio-economic 
factors  and  home  conditions  which  affect  the 
rheumatic  fever  patient  and  his  family.  Some 
of  these  are  environmental,  including  crowded 
poor  living  conditions,  damp  housing,  lack  of 
household  facilities,  (bathroom,  refrigerator), 
exposure  to  weather  and  to  infectious  di- 
seases. Some  are  financial  factors,  such  as 
lack  of  income  to  provide  essential  medical 
care  and  medication,  food,  clothing,  transpor- 
tation and  recreation.  Then  there  are  the  emo- 
tional and  personal  factors,  such  as  attitudes, 
personalities,  tensions  in  the  home,  disturbed 
family  or  interpersonal  relationships.  There 
is  also  the  lack  of  understanding  of  good 
health  concepts  and  the  primary  needs  of  all 
children  along  with  the  fear  of  the  disease 
itself. 

Experience  in  working  with  many  families 
and  children  with  rheumatic  fever  leads  to 
the  belief  that  there  is  some  disturbance  in 
the  social  area  which  probably  contributes 
or  is  co-existent  with  the  child’s  illness.  All 
of  the  socio-economic  factors  previously  men- 

* The  above  paper  was  read  at  the  Regional  Meet- 
ing of  Heart  Associations  Affiliates  of  the 
American  Heart  Association  at  the  Town  House 
Hotel,  Kansas  City,  Kansas,  May  11,  12,  1955. 


tioned  may  play  a part  in  causing,  or  at  least 
contributing  to  the  possibility  of  a child’s  de- 
veloping rheumatic  fever,  and  in  determining 
the  severity  of  the  disease.  A thorough  study 
of  the  total  social  situation  of  a child  having 
rheumatic  fever  is  a valuable  aid,  and  vital 
to  restoring  health. 

As  a medical  social  worker,  it  is  my  job  to 
see  the  child  in  relation  to  his  illness,  bis  re- 
actions to  it,  and  how  he  functions  in  his  fam- 
ily, his  relationships  at  home,  in  school,  and 
in  the  community,  and  to  help  him  coordinate 
his  efforts  toward  regaining  health. 

When  a child  develops  rheumatic  fever,  the 
parents’  first  reaction  is  one  of  fever  and 
often  almost  panic.  There  is  a fear  of  heart 
damage;  fear  of  the  child’s  not  being  able  to 
work  or  play;  fear  of  his  having  to  go  to  a 
hospital,  which  to  many  means  possible 
death;  fear  of  his  never  being  normal.  An  ex- 
ample of  some  of  these  fears  was  illustrated 
recently  by  a mother  in  the  rheumatic  fever 
clinic  who  said  to  her  own  child  'and  to  an- 
other child  who  was  playing  in  the  hall, 
“don’t  run  or  you’ll  drop  dead.”  When  ques- 
tioned she  said,  “They  have  rheumatic  fever, 
don’t  they?”  If  the  physician  recognizes  these 
fears,  he  can  help  the  parents  to  understand 
the  implications  of  the  diagnosis  and  the 
treatment  involved.  The  parents  need  sup- 
port during  this  time  for,  in  addition  to  their 
fears  of  the  disease  and  its  resulting  hand- 
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icaps,  there  is  the  normal  reaction  of  blaming 
themselves  because  they  did  not  recognize 
the  symptoms  of  rheumatic  fever  or  wonder- 
ing if  they  could  have  prevented  the  illness. 
A result  of  this  feeling  of  personal  responsi- 
bility is  the  tendency  to  do  more  for  the  child 
and  to  over-indulge  him.  This  is  sometimes 
referred  to  as  over-protection  which  may 
handicap  the  child  further  and  may  prevent 
full  restoration  of  health.  The  doctor,  nurse, 
medical  social  worker,  teacher,  or  commun- 
ity worker  can  point  out  these  and  help  the 
parent  to  a more  wholesome  attitude  toward 
the  child  and  his  illness. 

Parents  should  be  encouraged  to  ask  the 
physician  particular  questions  they  have  con- 
cerning the  child’s  illness  and  what  might  be 
expected.  By  asking  questions,  the  parent  is 
able  to  dispel  some  of  his  own  fears  and  ob- 
tain better  understanding.  They  can  also  de- 
cide what  each  member  of  the  family  can  do 
to  help  the  child  get  well  (i.e.,  Mary,  the  12 
year  old,  can  help  him  with  his  studies  — 
Johnnie  his  twin  can  sleep  with  Tommy  and 
thus  Donnie,  the  patient,  can  manage  to  have 
a bed  alone;  — with  8 children  in  a 3-room 
house,  having  a bed  alone  could  be  a prob- 
lem.) 

There  are  other  fears  on  the  part  of  the 
child  and  the  parents.  These  fears  are  around 
separation  due  to  hospitalization  which  some- 
times is  extended  for  weeks  and  months.  Par- 
ents can  help  the  child  understand  his  need 
to  stay  in  the  hospital  and  by  their  calm  ac- 
ceptance of  it,  reassure  him  and  help  him 
settle  into  the  hospital  routine.  This  will 
also  give  him  confidence  and  help  to  alleviate 
his  fears.  If  the  parents  remain  distraught 
and  anxious,  the  child  will  sometimes  react 
in  this  same  way. 

Some  children  cannot  accept  separation 
due  to  their  personalities  and  anxieties. 
Children  who  are  away  from  home  and  fam- 
ily often  feel  they  are  deserted  or  losing  their 
place  in  the  home  and  that  other  brothers  and 
sisters  are  taking  their  place,  or  that  they 
must  return  home  to  see  what  is  going  on. 
One  12-year  old  boy,  who  came  from  a broken 
home,  could  not  stay  in  a convalescent  center 
as  he  learned  precipitously  that  his  mother 
had  married  the  man  she  had  been  dating. 
Upon  returning  home  and  being  reassured  of 
his  mother’s  affection  and  that  the  step-father 
whom  he  knew  and  liked  could  accept  him. 


he  relaxed  and  was  able  to  follow  a limited 
regime  for  the  remainder  of  his  convales- 
cence. It  is  a debatable  question  whether  it 
is  better  for  a child  to  fret  because  of  separa- 
tion from  home,  and  for  families  to  be  over- 
whelmed by  the  separation,  than  to  have  the 
child  at  home,  content  and  happy  but  per- 
haps not  kept  as  well  on  his  rest  program 
as  in  a hospital. 

On  the  other  hand,  a child  from  a tense 
emotional  home  situation  may  be  better  able 
to  relax  in  a neutral  atmosphere  where  little 
pressure  is  put  on  him.  Adolescents  some- 
times find  this  true.  Sometimes  children  can 
take  restrictions  better  from  hospital  person- 
nel rather  than  parents,  particularly  if  the 
parent-child  relationships  have  been  strained 
by  previous  conflicts. 

Actually  what  we  are  saying  is  that  the 
best  plan  of  treatment  is  geared  to  the  in- 
dividual child  and  his  social  and  emotional 
situation. 

We  have  mentioned  that,  when  a child  de- 
velops rheumatic  fever,  the  parents’  first  re- 
action is  one  of  fear.  Their  next  reaction  may 
be  “How  will  I pay  for  this?”  Cost  is  truly  a 
socio-economic  factor  in  dealing  with  rheu- 
matic fever.  Hospital  costs,  according  to  a 
recent  regional  hospital  management  report, 
vary  from  $19.00  to  $24.00  a day.  Other  items 
a parent  would  consider  are  the  physician’s 
fees,  medication  for  acute  and  long  term 
prophylactic  stages,  transportation  to  and 
from  the  hospital  and  clinic,  and  the  possible 
cost  of  having  some  member  of  the  family 
' stay  near  the  hospital  to  visit  with  the  child. 
Long  time  illnesses  are  expensive  and  it  is 
here  that  parents  may  need  to  seek  help  to 
meet  the  cost  of  the  kind  of  treatment  the 
child  requires.  Hospital  Insurance  may  be 
used  or  they  may  need  to  ask  the  assistance 
of  a State  or  Private  Agency.  It  is  readily 
seen  that  an  average  family  might  have  diffi- 
culty in  meeting  the  costs. 

Oklahoma  has  had  a rheumatic  fever  pro- 
gram since  1940  and  over  1700  children  have 
been  examined  or  treated.  There  are  450 
children  under  active  treatment  and  receiv- 
ing follow-up  services  at  the  present  time. 
In  1954  the  average  hospital  stay  was  22  days 
or  $355.00  plus  85  days  of  convalescent  care, 
if  the  child  could  not  convalesce  at  home,  at 
the  cost  of  $750.00. 

After  the  cost  of  hospitalization  and  oon- 
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valescent  hospital  care  is  arranged,  considera- 
tion must  be  given  to  the  child’s  needs  when 
he  returns  home.  It  is  often  recommended 
that  the  convalescent  child  have  a room 
alone,  or  at  least  a bed  alone  for  more  restful 
sleep  and  less  exposure  to  colds  and  infec- 
tions, Adjustments  may  need  to  be  made  be- 
cause there  are  stairs  to  climb  or  for  the  use 
of  bathroom  facilities.  Improved  or  less 
crowded  living  quarters  may  indeed  be  ad- 
visable. Of  course,  to  attain  them  may  re- 
quire real  ingenuity  and  perseverence  on  the 
part  of  the  family  and  help  from  the  com- 
munity. It  is  here  that  the  Public  Health 
Nurse  and  the  Medical  Social  Worker  can 
help  the  parents  in  understanding  the 
changes  necessary  and  in  planning.  It  is  im- 
portant while  making  these  readjustments, 
not  to  make  the  child  the  center  of  the  fam- 
ily or  he  may  “enjoy”  his  new-found  atten- 
tion and  demand  even  more. 

Nutrition  is  an  important  part  of  the  treat- 
ment, and  food  costs  money.  A look  at  the 
food  pattern  of  the  family  is  desirable  early 
in  the  child’s  illness.  What  does  the  family 
eat?  Are  meals  well  planned?  Do  the  parents 
have  decided  food  likes  and  dislikes?  If  so, 
probably  the  children  “won’t  drink  milk  or 
eat  vegetables.”  The  public  health  nurse  or 
the  nutritionisit  at  the  hospital  or  in  the  State 
Health  Department  can  often  help  the  mother 
plan  better  meals  for  the  total  iamily  and  use 
a limited  budget  more  wisely.  Unless  the  doc- 
tor orders  a special  diet,  the  child  with  rheu- 
matic fever,  as  any  other  child  needs  well- 
balanced  meals.  How  to  provide  this  on  a 
limited  budget  iis  another  problem. 

The  family  atmosphere  or  climate  of  the 
home  should  be  high  on  the  list  of  considera- 
tions to  be  given  when  a child  is  returning  to 
his  own  home  after  a period  of  hospitaliza- 
tion with  rheumatic  fever.  Is  the  atmosphere 
restful  and  relaxed,  where  problems  can  be 
discussed,  fears  expressed  and  worked 
through?  How  do  the  father  and  mother  get 
along?  Do  they  have  affection  for  each  other 
and  show  affection  for  the  children,  or  is  it  a 
home  where  there  is  constant  quarreling  be- 
tween the  parents  and  among  the  children? 
If  so,  these  are  danger  signs  for  both  the  par- 
ents and  the  children.  Children  pick  up  the 
parents’  attitudes  and  concerns  and  react  to 
them. 

In  our  experience,  broken  homes  either  by 


separation  or  death,  unstable  parents,  marital 
discord,  severe  adolescent  behavior,  itinerant 
families  who  move  about  frequently,  and  in- 
adequate income  to  meet  minimum  essentials 
of  living  have  been  problems  which  compli- 
cated the  treatment  of  the  child  with  rheu- 
matic fever,  and  often  contributed  to  a recur- 
rence of  the  disease.  One  14-year  old  boy  has 
been  shuttled  between  Oklahoma  and  Cali- 
fornia by  his  divorced  parents.  He  feels  their 
rejection  and  is  an  insecure  boy  now  lacking 
in  motivation.  Several  of  the  recurrences  of 
rheumatic  fever  have  coincided  with  the  ill- 
timed  trips  to  CaMfornia.  He  is  now  both 
physically  and  emotionally  handicapped. 

In  such  situations,  the  medical  social 
worker.  Child  Welfare  worker  or  local  social 
agency  may  need  to  give  casework  help  to 
the  family  with  social  problems  which  are 
affecting  the  child’s  medical  condition.  The 
Director  of  the  Oklahoma  State  Rheumatic 
Fever  Program  says  there  are  more  social 
problems  per  square  inch  in  children  with 
Rheumatic  Fever  than  in  any  other  disease 
of  which  he  knows. 

In  our  discussion  we  must  not  forget  the 
child  who  has  the  rheumatic  fever.  He  is  by 
means  the  center  of  our  concern.  What  kind 
of  a child  is  he?  Is  he  a happy  child  who 
always  gets  along  well?  Is  he  energetic,  al- 
ways on  the  go?  Is  he  a middle  child  who 
is  “picked  on”  by  the  other  children?  Is  he 
an  aggresive  child  who  constantly  fights  with 
his  brothers  and  sisters?  Is  he  the  type  whose 
ambition  is  to  be  a jet  pilot  or  a major  league 
pitcher,  or  is  quiet  and  retiring  who  never 
takes  up  for  himself?  These  questions  need 
to  be  raised,  as  an  illness  which  imposes  limi- 
tations on  normal  play  and  activities  of  Chil- 
dren will  bring  forth  a different  reaction 
from  different  children.  The  quiet  child  will 
be  satisfied  with  his  radio,  his  books  and 
crafts  more  easily  than  the  active  child.  The 
child  who  is  a leader  may  actively  resent  his 
illness  which  makes  him  “different”  from  the 
other  children.  Understanding  these  person- 
ality factors  will  give  dues  for  help  to  the 
child  during  his  illness  and  convalescence, 
and  with  his  adjustment  to  school  and  the 
community. 

From  my  experience,  it  has  been  found 
helpful,  early  in  the  illness,  to  encourage  the 
child  to  talk  about  rheumatic  fever  and  what 
it  means  to  him.  He  has  definite  feelings 


— 65  — 


SOUTH  DAKOTA 


about  this  and  these  will  determine  how  he 
is  able  to  accept  his  illness  and  the  restric- 
tions it  imposes.  He  can  be  educated  to  the 
problems  he  faces.  Remember,  he  is  the  one 
who  has  to  understand  what  he  needs  to  do 
and  why.  Parents,  the  doctor,  the  nurse, 
medical  social  worker,  can't  do  it  for  him.  It 
is  important  to  emphasize  the  things  the 
child  can  do,  rather  than  those  he  should  not 
do;  i.e.  he  can  attend  school  but  not  take 
Gym,  can  toss  a few  baskets  but  not  play 
competitive  basketball.  After  he  is  over  the 
acute  and  convalescent  phase,  it  is  as  im- 
portant for  the  child  to  do  activities  within 
his  physical  capacity  as  it  was  for  him  to 
omit  them  when  he  was  acutely  ill.  Parents 
sometimes  have  difficulty  in  allowing  a child 
to  run  and  play  as  they  fear  a recurrence  of 
the  rheumatic  fever. 

School  is  important  to  a child.  Rheumatic 
fever,  occurring  as  it  most  often  does  in 
school  age  children,  disrupts  school  attend- 
ance. Children  sometimes  miss  as  much  as  a 
year  or  two  of  regular  school  and  find  it  dif- 
ficult to  return  to  school  later  as  they  are 
behind  their  class,  are  larger  than  the  other 
children  and  their  self-confidence  has  been 
damaged.  If  possible,  school  work  should  be 
arranged  as  soon  as  the  child’s  physical  con- 
dition permits  so  that  his  interest  can  be  con- 
tinued. This  has  been  done  by  bed-side  teach’ 
ing  in  the  hospital  or  convalescent  hospital, 
home-bound  instruction  or  school  to  home 
telephone  systems.  To  be  most  helpful  to  the 
child,  we  should  know  of  his  particular  re- 
action to  school.  How  did  he  get  along  prior 
to  his  illness?  Did  he  like  school,  his  teacher 
and  the  other  children?  What  were  his 


grades,  his  special  skills  or  interests?  We  find 
that  sometimes  the  ill  child  had  reached  his 
maximum  academic  level  and  his  illness  gave 
him  an  acceptable  way  of  getting  out  of 
school  attendance.  If  so,  vocational  subjects 
or  crafts  may  be  substituted  for  academic 
work.  The  psychologist  can  be  of  help  in  this 
area  and  give  an  estimate  of  the  child’s  men- 
tal potentials  and  good  clues  as  to  the  best 
method  of  facilitating  his  school  adjustment. 

SUMMARY 

We  have  indicated  some  of  the  social  and 
economic  factors  which  confront  the  rheu- 
matic fever  patient  and  his  family.  The  doc- 
tor, patient,  parent,  nurse,  social  worker, 
teadher  and  community  must  work  together 
understandingly  if  the  individual  child’s 
needs  are  met  and  if  the  campaign  to  “stop 
rheumatic  fever”  is  successful. 

As  a medical  social  worker  my  philosophy 
is  that  rheumatic  fever  is  a serious  disease 
but,  with  modern  treatment  methods,  with 
patient’s  and  parents’  knowledge  of  the  con- 
dition and  its  implications  for  them,  with 
understanding  of  the  individual  child  and  his 
feelings  and  reactions  to  the  illness  and  given 
timely  help  with  the  problems,  parents  can 
find  strengths  and  resources  to  aid  the  child 
to  recover  from  the  attack  of  rheumatic 
fever  with  as  little  damage  to  his  heart  and 
his  personality  as  possible  and  to  move 
toward  normal  growth  and  development  in 
keeping  with  his  abilities.  To  me,  it  is  a hope- 
ful outlook  and  in  the  process  the  child  may 
" develop  self-discipline,  good  health  habits, 
and  a way  of  looking  at  himself  and  life 
which  will  be  beneficial  to  him. 


FOR  SALE  OR  FOR  RENT 

“Nebraska  midwest  railroad  terminal;  population  20,000;  new  modern  airconditioned,  12 
room  clinic;  completely  equipped  including:  x-ray  laboratory,  BMR,  diathermy,  etc.  Suc- 
cessful practice  of  recently  deceased.  $70,000  annual  gross;  adjacent  income  property. 
Two  modern  hospitals  within  four  blocks.  Information  on  request  — Box  584,  North 
Platte,  Nebraska.” 
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We  have  an  outstanding  Committee,  which, 
due  to  the  high  caliber  of  its  members,  has 
been  doing  an  excellent  piece  of  work  for 
the  members  of  the  South  Dakota  State  Med- 
ical Association  — The  Mediation  (Grievance) 

Committee.  Their  handling  of  all  complaints 
in  the  past  few  years  has  included  prompt 
acknowledgment,  immediate  investigations, 
impartial  hearings  and  decisions,  and  prompt 
accouncement  of  the  decisions  to  all  those 
concerned.  Remember,  they  protect  the  hon- 
est, capable  physician  as  well  as  they  do  the 
patient. 

The  Culpepper  Committee  of  the  A.M.A. 
recently  made  an  exhaustive  study  of  some 
750  State  and  County  Society  Grievance  Com- 
mittees. This  Committee’s  report  in  part 
thinks  there  should  be  marked  clarification 
and  definition  to  eliminate  confusion  on  the 
part  of  the  medical  profession  and  the  pub- 
lic, to  clarify  and  adjust  differences  between 
physicians  and  patients,  to  assist  in  maintain- 
ing the  high  levels  of  professional  deportment 
already  established  by  the  Principles  of  Med- 
ical Ethics.  Inherent  in  these  purposes  is  the 
necessity  for  consistency,  uniformity  and  ab- 
solute impartiality.  Our  Committee  is  so  well 
organized  that  it  has  accomplished  most  of 
these  objectives  laid  down  by  the  Culpepper 
A.M.A.  Committee. 

We  are  also  proud  of  you  South  Dakota  -physicians  who,  as  a whole,  practice  a very  high 
grade  of  medicine  in  our  state.  But  even  in  the  face  of  the  above  facts,  the  Chairman  of  our 
Grievance  Committee  wishes  to  caution  you  physicians  and  he  makes  a few  suggestions  which 
will  further  lighten  the  work  of  his  Committee: 

1.  Physicians  of  South  Dakota  Should  practice  the  “Art  of  Medicine”  rather  than  the  bus- 
iness of  visualizing  a fee  first. 

2.  Fees  should  be  tempered. 

3.  Always  be  sure  that  the  treatment  is  such  as  you  would  wish  for  your  own  family. 

4.  Do  not  attempt  treatment  or  use  modalities  for  which  you  are  not  fitted. 

5.  Take  time  to  explain  fees  and  treatment  to  your  patients. 

6.  Keep  more  complete  records,  both  in  the  office  and  in  the  hospital,  as  they  stand  up 
well  in  court. 

7.  Don’t  be  afraid  to  ask  your  Grievance  Committee  for  help  if  you  are  threatened  with  a 
suit.  This  can  be  done  through  our  Executive  Secretary,  Mr.  John  Foster. 

8.  Change  the  name  back  to  what  it  really  is,  “a  Grievance  Committee.” 

Remember,  a well  functioning  Grievance  Committee  will  help  the  reduction  of  Physicians 
Liability  Insurance,  which  is  high  at  present,  and  further  give  us  a better  relationship  with  the 
Public.  The  Officers  and  Council  are  indeed  proud  of  you  men  on  this  important  Committee 
and  highly  commend  you  for  your  interest  and  the  thoroug'hness  of  your  work. 

F.  Daniels  Gillis,  M.D.,  President 
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The  editors  of  the  Journal  wish  to  com- 
mend the  progressive  action  taken  by  the 
Council  of  the  State  Medical  Association  in 
authorizing  and  directing  a trip  to  Washing- 
ton by  a group  of  South  Dakota  doctors  to 
meet  with  our  Congressional  delegation  late 
in  January. 

Desiring  to  be  of  service  and  answering  the 
call  of  our  Congressmen  for  advice  in  pro- 
posed legislation  concerning  health,  the  Asso- 
ciation requested  a meeting  in  Washington. 

The  Association  owes  much  to  Doctors 
F.  Daniels  Gillis,  Mitchell;  Arthur  A.  Lam- 
pert,  Rapid  City;  and  H.  Russell  Brown, 
Watertown;  who,  accompanied  by  our  execu- 
tive secretary,  John  C.  Foster,  generously  ex- 
pended their  time  and  effort  in  this  service. 

Through  the  efforts  of  our  Congressional 
delegation,  a time  and  place  was  arranged  for 
a dinner  meeting  devoted  to  an  informal  dis- 
cussion of  health  matters  under  consideration 
by  Congress.  In  attendance  were  Senators 
Karl  Mundt  and  Francis  Case,  Congressmen 
Harold  O.  Lovre  and  E.  Y.  Berry  and  their 
executive  assistants,  as  well  as  the  Medical 
Association  representatives.  The  association 
extends  its  thanks  for  the  many  courtesies 
shown  them  by  our  Senators  and  Congress- 
men. 

Topics  of  discussion  included  proposed  re- 
visions in  the  Social  Security  laws,  medical 
care  for  dependents  of  service  men,  health 
insurance  for  Federal  employees,  as  well  as 
all  other  proposed  measures  affecting  health. 

The  Association,  through  this  visit,  was 
able  to  realize  its  objective  in  offering  med- 
ical counsel  for  which  it  is  so  obviously  well- 
suited,  for  the  guidance  of  our  lawmakers 


We  believe  that  doctors  have  an  obligation 
to  express  their  thoughts  on  national  health 
legislation  and  urge  that  such  a conference  be 
made  an  annual  event. 


STATE  MEMBERS 
LESS  THAN  1954 

A final  tabulation  of  1955  memberships  in 
the  South  Dakota  State  Medical  Association 
showed  a slight  decline  as  compared  with 
1954.  Totals  for  1955  were  476  as  against  489 
the  year  before.  Only  two  regular  members 
were  delinquent  in  1955  so  the  loss  is  due  to 
death  and  removal  from  the  State  and  per- 
haps unusual  delay  in  bringing  in  new  mem- 
bers. The  last  tally  by  the  Board  of  Medical 
Examiners  for  1955  was  514  doctors  in  the 
State. 

The  chart  following  shows  State  and  AMA 
membership  by  districts  for  1955: 


STATE  DUES  AMA  DUES 
PAID  AND  PAID  AND 


DISTRICT  HONORARY  HONORARY 

Aberdeen  jfl 

49 

44 

Watertown  #2 

30 

27 

Madison-Brooking  p 

25 

22 

Pierre  |:4 

26 

24 

Huron  p 

26 

26 

Mitchell  #6 

35 

25 

Sioux  Falls  #7 

111 

95 

Yankton  #8 

45 

41 

Black  Hills  #9 

95 

85 

Rosebud  #10 

10 

8 

Northwest  #11 

12 

10 

Whetstone  Valley  #12 

12 

13 

Total 

Total 

State 

476 

AMA 

420 
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COUNCIL  MEETING 
DINING  ROOM  NO.  1 
MARVIN  HUGHITT  HOTEL 
HURON,  SOUTH  DAKOTA 
JANUARY  IS.  1956 

The  meeting  was  called  to  order  at  1:00 
P.  M.  by  the  Chairman,  Dr.  Paul  V.  McCarthy. 

Roll  Call  showed  the  following  present; 
Drs.  Quinn,  McCarthy,  Buchanan,  Lenz, 
Askwig,  Peeke,  Torkildson,  Pfister,  Mc- 
Donald, Lamport,  Davidson,  Skogmo  and 
Monk,  (representing  the  8th  District  for  Dr. 
Sattler). 

Minutes  of  the  last  meeting  were  read  by 
Mr.  Foster  and  approved  as  read. 

OLD  BUSINESS 

Dr.  Lamport  moved  that  the  Hunters  Fall 
Medical  Meeting  be  given  more  consideration 
in  each  district  since  there  would  be  no  cost 
for  the  operation  of  such  a meeting.  Dr.  Mc- 
Donald amended  the  motion  to  be  brought  up 
at  the  next  House  of  Delegates  meeting. 
Seconded  by  Dr.  Buchanan  and  carried. 

Dr.  McDonald  moved  that  a special  House 
of  Delegates  meeting  be  held  in  May  for 
consideration  of  the  proposed  Blue  Shield 
plan.  Seconded  by  Dr.  Lampert  and  carried. 

A discussion  on  Hospital  Accreditation  was 
led  by  Dr.  McCarthy.  Dr.  Lampert  com- 
mented on  the  AMA  stand  on  Hospital  Ac- 
creditation. No  action  taken. 

NEW  BUSINESS 

A discussion  was  held  on  the  Veterans  Ad- 
ministration Home  Town  Care  Plan  by  Mr. 
Foster  and  Dr.  Donald  McCarthy,  VA  Reg- 
ional Office.  Dr.  Davidson  moved  that  a re- 
quest be  made  to  the  Veterans  Administra- 
tion that  the  present  contract  be  extended  to 
January  1,  1957.  Seconded  by  Dr.  Quinn  and 
carried.  A motion  was  made  by  Dr.  Buch- 
anan that  a new  agreement  with  the  Veterans 
Administration  for  the  Home  Town  Care  Plan 
be  signed  by  the  executive  secretary.  Sec- 
onded by  Dr.  Davidson  and  carried. 

Dr.  Lampert  moved  that  the  Council  in- 
struct Mr.  Foster  to  arrange  proper  plans  to 
take  a delegation  to  Washington,  D.  C.  to 
meet  with  our  Senators  and  Representatives 
to  discuss  HR  7225  and  other  health  legisla- 
tion. Dr.  Lampert  further  moved  that  our 
State  Legislation  Committee  be  instructed  to 
blanket  the  physicians  in  the  State  on  HR 
7225.  Drs.  Brown,  Gillis,  Lampert  and  Mr. 
Foster  were  selected  to  attend  the  meeting. 


Seconded  by  Dr.  Buchanan  and  carried. 

Dr.  Peeke  moved  that  a survey  of  doctors  in 
South  Dakota  be  made  to  determine  their 
attitude  on  compulsory  Social  Security  for 
physicians.  Seconded  by  Dr.  Pfister  and  car- 
ried. 

Dr.  Lampert  moved  that  the  Association 
cooperate  with  the  Bar  Association  in  setting 
up  a statewide  medical-legal  conference. 
Seconded  by  Dr.  Davidson  and  carried. 

Dr.  Lampert  moved  that  the  Council  en- 
dorse the  AMA  stand  on  Salk  Vaccine  distri- 
bution opposing  distribution  other  than 
through  commercial  channels,  and  that  the 
Salk  Vaccine  distribution  be  investigated  by 
the  liason  committee  with  the  State  Depart- 
ment of  Health  and  the  results  of  the  inves- 
tigation be  returned  to  the  Council  at  its  next 
meeting.  Seconded  by  Dr.  McDonald  and 
carried. 

Dr.  Quinn  moved  that  Mr.  Foster  represent 
the  South  Dakota  State  Medical  Association 
at  the  Medical  Society  Executives  Conference 
in  Chicago  in  February.  Carried. 

Dr.  Peeke  moved  that  a recommendation 
from  the  Council  be  made  to  the  House  of 
Delegates  at  their  next  meeting  that  the 
Mediation  Committee  name  be  changed  back 
to  Grievance  Committee.  Seconded  by  Dr. 
Davidson  and  carried.  Dr.  Lampert  reported 
on  the  AMA  House  of  Delegates  action  on 
Grievance  Committees. 

Dr.  Buchanan  moved  that  the  essentials  of 
a modern  Medical  Practice  Act  be  turned 
over  to  the  Licensing  Committee.  Seconded 
by  Dr.  Askwig  and  carried. 

Dr.  McDonald  moved  that  the  recommen- 
dation of  the  Rural  Health  Committee  be 
adopted.  The  recommendation  follows:  “The 
Committee  on  Rural  Health  recommends  to 
the  Council  of  the  SDSMA  that  a state  con- 
ference on  rural  health  be  set  up  for  farmers 
and  other  individuals  interested  in  rural 
health  not  later  than  April  10th,  1965.  This 
action  is  to  be  taken  pending  cooperation  and 
co-sponsorship  by  the  State  Department  of 
Health.  Seconded  by  Dr.  Davidson  and  car- 
ried. 

The  executive  secretary  was  instructed  to 
send  notices  out  to  all  districts  concerning 
the  GP  of  the  year  and  that  it  be  brought 
up  at  the  next  Council  meeting. 

A request  from  Iowa  State  Medical  So- 
ciety to  cooperate  with  them  in  a Public  Re- 
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Hydrochloride 
Tetracycline  HCl  Lederle 


widely  prescribed  because  of  these  important  advantages: 

1)  rapid  diffusion  and  penetration 

2)  prompt  control  of  infection 

3)  negligible  side  effects 

4)  true  broad-spectrum  activity  (proved  effective 
against  a wide  variety  of  infections  caused  by 
Gram-positive  and  Gram-negative  bacteria,  rick- 
ettsiae,  and  certain  viruses  and  protozoa) 

5)  every  gram  produced  in  Lederle’s  own  labora- 
tories under  rigid  quality  control,  and  offered 
only  under  the  Lederle  label 

6)  a complete  line  of  dosage  forms 

i 

i LEDERLE  LABORATORIES  DIVISION  American  (^amid company  PEARL  RIVER,  NEW  YORK 
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lations  activity  on  plastic  literature  racks  was 
tabled. 

Dr.  Lamport  moved  that  the  Association  in- 
vestigate the  sponsorship  of  science  fairs,  and 
further  moved  Association  cooperation  fi- 
nancially not  to  exceed  $100.00.  Seconded  by 
Dr.  Torkildson  and  carried. 

A letter  from  the  National  Rehabilitation 
Association  urging  membership  in  that  or- 
ganization was  tabled. 

Dr.  Quinn  moved  that  the  Council  deter- 
mine as  unethical  certain  newspaper  adver- 
tising by  doctors.  Seconded  by  Dr.  Lampert 
and  carried. 

Dr.  Lampert  moved  that  no  advertising  be 
accepted  in  the  annual  meeting  program. 
Seconded  by  Dr.  Buchanan  and  carried. 

Meeting  adjourned  at  3:30  P.  M. 


MEDICAL  SCHOOL  AFFAIRS 
COMMITTEE 
January  14,  1956 
MARVIN  HUGHITT  HOTEL 
HURON.  SOUTH  DAKOTA 
Meeting  called  to  order  by  Dr.  McVay. 
Present:  Drs.  McVay,  Hard,  Pankow  and 
Gillis,  Jr. 

Dr.  Gillis  moved  that  the  minutes  of  the 
last  meeting  be  dispensed.  Seconded  by  Dr. 
Hard  and  carried. 

Hard  gave  a report  of  the  Medical  School 
activities  which  were  as  follows: 

Resignation  of  faculty  member. 

Lederle  Medical  Faculty  Award  to  Dr.  Fod- 
den  of  the  University. 

Research  grants  of  $60,000. 

Announcement  of  post  graduate  medical 
program  which  will  be  held  March  21st  to 
24th. 

South  Dakota  Chapter  of  Internal  Med- 
icine is  scheduling  program  at  the  Univer- 
sity. 

Two  scientific  programs  were  offered  at 
the  Medical  School  the  past  year  and  were 
well  attended. 

An  account  of  the  AMEF  contributions  re- 
ceived this  year. 

A recommendation  is  to  be  offered  at  the 
Legislative  sessions  this  coming  year  for  a 
25%  increase  in  salaries. 

Results  of  survey  of  medical  school  were 
read  by  Dr.  Hard  and  discussed  by  mem- 
bers. 

Dr.  Price  moved  that  the  meeting  be  ad- 
journed. Seconded  by  Dr.  Williams  and  car- 


ried. 11:00  P.M. 


SOUTH  DAKOTA  STATE  MEDICAL 
ENDOWMENT  ASSOCIATION 
MARVIN  HUGHITT  HOTEL 
HURON,  SOUTH  DAKOTA 
JANUARY  14.  1956 

Meeting  called  to  order  by  President  Sax- 
ton. 

Present:  Drs.  McVay,  Gillis,  Pfister,  Pan- 
kow, Lampert,  Gillis,  Jr.,  Price,  Stransky, 
Saxton,  Brown,  Williams  and  Messer  and 
Foster. 

Dr.  Hard  reported  on  the  Stansbury  prop- 
erty. 

Mr.  Foster  gave  an  account  of  the  assets  of 
the  Association. 

Dr.  Hard  informed  the  Association  mem- 
bers of  two  funds.  Student  American  Medical 
Association,  which  has  a $200,000  fund  avail- 
able for  loans  to  chapter  members  at  2%  in- 
terest, and  also  the  W.  K.  Kellogg  Fund, 
which  has  $9,000.00  available  for  2%  interest 
loans. 

Dr.  Pankow  discussed  the  possibility  of  a 
state-wide  campaign  to  get  money  in  the  fund 
for  medical  students.  No  action  taken. 

Dr.  Pfister  moved  that  a loan  of  $400.00  be 
made  to  Raymond  Maas.  Seconded  by  Dr. 
Brown  and  carried. 

Dr.  McVay  moved  that  the  Association  ac- 
cept the  resignation  of  Dr.  Stevens  and  Mr. 
Lament  with  regret  and  that  a letter  should 
be  written  to  Dr.  Stevens  for  his  good  work 
in  the  Association.  Seconded  by  Dr.  Pankow 
and  carried. 

Mr.  Messer  moved  that  Dr.  Paul  Bunker  of 
Aberdeen  be  nominated  to  become  a mem- 
ber of  the  Board  of  the  Association.  Seconded 
by  Dr.  Hard  and  carried. 

Dr.  Pankow  moved  that  the  election  of  the 
one  remaining  member  be  laid  on  the  table 
until  next  meeting,  with  members  giving 
thought  to  a person  who  will  be  an  asset  to 
the  Association. 

Dr.  Pankow  moved  that  the  officers  of  the 
Association  be  re-elected.  Seconded  by  Dr. 
Hard  and  carried. 

Dr.  Pankow  moved  that  the  secretary- 
treasurer  of  the  the  Association  collect  the 
interest  on  the  loans  to  medical  students  as 
is  feasable.  Seconded  by  Dr.  Pfister  and  car- 
ried. 

Dr.  Hard  moved  that  the  meeting  adjourn. 
Seconded  by  Dr.  Pankow  and  carried. 
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Research 

University  Microfilms  of  Ann  Arbor  Mich- 
igan publishes  Dissertation  Abstracts  which 
is  a guide  to  dissertations  and  monographs 
available  on  microfilm.  Most  of  these  are 
doctoral  dissertations  on  microfilm  and  they 
do,  of  course,  require  a microfilm  reader. 
Some  of  these  are  in  the  field  of  medicine  and 
related  fields. 

One  publication  of  interest  in  the  field  of 
research  is  "The  Adminisiration  of  Federal 
Contract  and  Grant  Research"  by  Alan  Car- 
son  Rankin  of  Syracuse  University,  1955.  A 
major  portion  of  the  government  scientific 
research  program  is  carried  on  by  contracts 
and  grants  involving  payment  of  federal 
funds  to  non-govermnental  agents  or  agen- 
cies to  assist  and  foster  scientific  research,  or 
to  obtain  research  services  in  the  solution  of 
specific  problems  or  needs.  Quoting  from  the 
abstract  of  Rankin’s  dissertation  “The  process 
of  administering  contract  and  grant  research 
programs  was  found  to  be  highly  decentral- 
ized, complex  and  very  loosely  coordinated 
among  the  various  agencies.  No  single  agency 
has  ultimate  responsibility  and  authority  for 
administering  or  coordinating  the  various 
programs.  Highly  trained  scientific  personnel 
are  utilized  in  administrative  roles  requiring 
extensive  knowledge  of  the  scientific  world. 
Guidance  and  advice  from  non-governmental 
groups  are  utilized  to  an  unusual  degree.  The 
processes  are  sufficiently  unique  to  require 
new  techniques  and  approaches.  The  rela- 
tion of  these  processes  to  major  problems 
arising  from  government  sponsored  research, 
contributions  of  research  administration  to 
general  public  administration  trends,  possible 
improvements  and  areas  for  future  study  are 
discussed.” 

The  American  Foundation  established  by 
Edward  Bok  in  1925  has  for  its  broad  purpose: 


To  engage  in  charitable,  scientific,  literary 
and  educational  activities,  and  to  promote  the 
welfare  of  mankind.  Specifically  in  the  field 
of  medicine  this  foundation  has  recently  pub- 
lished a report  containing  current  trends  in 
medical  research  in  biology,  chemistry  and 
physics  in  relation  to  the  maintenance  of  high 
standards  of  medical  education  and  of  med- 
ical care  of  the  whole  population.  The  title 
of  this  is  Medical  Research:  A Midcentury 
Survey.  In  2 volumes  this  is  published  by 
Little  Brown,  1955.  The  first  volume  is  Amer- 
ican medical  research  in  principle  and  the 
second  unsolved  clinical  problems  in  bio- 
logical perspective.  The  study  is  the  result  of 
15  years  of  work  by  the  Foundation  and  was 
accomplished  with  the  cooperation  of  medical 
schools,  deans,  research  institutions,  bureaus 
and  divisions  and  other  agencies.  According 
to  the  aims  and  methods  of  this  study  as 
stated  in  the  introduction  there  must  be  ade- 
quate support  of  medical  education  and  re- 
search. This  involves  the  whole  field  of 
biology  and  the  contributions  in  theory  as 
well  as  in  instrumentation  of  chemistry, 
physics  and  mathematics.  “Every  dramatic 
result  of  research  is  publicly  acclaimed,  but 
the  need  of  undramatic  basic  research,  con- 
tinuing perhaps  for  years  without  direct  clin- 
ical application  is  not  understood.  The  public 
tends  to  associate  the  medical  research  of  the 
past  with  control  of  epidemics  and  abolition 
of  scourges.  It  tends  to  associate  the  medical 
research  of  the  future  with  “discovery”  of 
more  and  better  miracle  drugs.  It  supports 
drives  for  ‘Conquering’  cancer  and  prevent- 
ing poliomyelitis,  but  still  shows  little  real- 
ization of  the  many  fronts  along  which  in- 
vestigative work  must  be  pursued  before 
there  is  light  on  the  fundamental  mechanism 
of  any  disease,  for  instance  the  nature  of  a 
typical  growth  in  cancer  . . . The  most  urgent 
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of  present  national  needs  in  the  medical  field 
is  thus  conceived  to  be  expansion  and  im-^ 
provement  of  medical  education  integrally 
related  to  research,  and  progressive  improve- 
ment of  medical  practice,  steadily  lessening 
the  empirical  nature  of  applications  of  new 
knowledge  to  medicine.” 

Volume  2 of  the  study  is  an  illustrative 
presentation  of  trends  in  basic  research  in- 
volved in  the  solution  of  nine  outstanding 
clinical  problems;  cancer,  infertility,  tuber- 
culosis, virus  infections,  the  rheumatic  syn- 
dromes, arteriosclerosis,  hypertension,  alco- 
holism and  schizophrenia.  “The  dominant 
purpose  in  each  of  these  chapters  is  the  same" 
to  present  the  areas  of  research,  however 
vast,  however  remote,  however  little  de- 
veloped as  yet,  that  seem  to  bear  upon  the 
metabolic  mechanisms  primarily  involved  in 
the  given  condition  . . . They  were  selected 
because  of  the  way  in  which  they  illustrate 
disturbed  structure/ or  function,  reflecting 
disordered  chemical  processes  of  cellular 
metabolism,  integration  of  which  character- 
izes the  normal  healthy  organism.  Any  fun- 
damental solution  of  these  clinical  problems 
is  seen  to  be  referable  to  research  in  mole- 
cular biology,  whether  concerned  with  the 
life  and  activities  of  single  cells,  of  special- 
ized cells  within  complex  organisms,  or  of  the 
organism  reacting  as  a whole  through  in- 
tegrating and  adapting  mechanisms.” 

Esther  Howard 

Medical  Librarian 


Clinical  Reviews 
Mayo  Clinic  and  Mayo 
Foundation 

April  9,  10,  and  11,  1956 

Rochester,  Minnesota 
This  3-day  program  will  be  devoted 
to  lectures  and  discussions  on  problems 
of  current  interest  in  general  medicine 
and  surgery.  The  presentations  will  be 
made  by  staff  members  of  the  Mayo 
Clinic  and  the  Mayo  Foundation  for 
Medical  Education  and  Research. 

The  number  of  physicians  who  can 
be  accommodated  is  necessarily  limited. 
Those  wishing  to  attend  should  com- 
municate with  Mr.  R.  C.  Roesler,  Mayo 
Clinic,  Rochester,  Minnesota. 

There  are  no  fees  of  any  kind. 


M.  Edward  Davis,  M.D. 

University  of  Chicago  Chicago,  Illinois 

Dear  Doctor: 

After  reading  your  article  on  “Prolonged 
Labor”  in  the  October  1955  issue  of  Post- 
graduate Medicine,  it  occurred  to  me  that  this 
article,  or  other  articles  on  the  same  subject, 
do  not  mention  the  use  of  a simple  maneuver 
in  occiput  posterior  cases. 

This  maneuver  (not  original  with  me)  is 
used  when  hard  labor  over  several  hours  has 
produced  no  progress,  and  perhaps  the  head 
is  still  high,  and  the  cervix  still  has  a rim 
left.  At  this  point,  I instruct  the  nurse  to 
place  the  patient  in  a knee  chest  position  for 
10  to  15  minutes. 

In  many  oases,  the  baby  will  turn  around 
soon  after  the  mother  is  placed  on  her  back, 
and  bearing  down  pains  start. 

Theoretically,  this  maneuver  may  help  by 
disengaging  the  head  and  secondly  by  re- 
leasing the  pressure  on  an  edematous  an- 
terior lip  of  the  cervix,  allowing  it  to  decon- 
gest.  Anyway,  if  it  works  who  cares? 

I would  be  interested  in  the  experience  of 
others.  Your  very  truly, 

B.  R.  Skogmo,  M.D. 

Comments  would  be  appreciated  from  S.  D. 
physicians  wh'  : . ■h.'ng  obstetrics. 


POLIOMYELITIS 
IMMUNE  GLOBULIN 

• L (human) 


For  the  modification 
of  measles  and  the 
prevention  or  attenuation 
of  infectious  hepatitis 
and  poliomyelitis. 
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HARRY  T.  KENNEY,  M.D. 
1882-1956 


Dr.  Harry  T.  Kenney,  73,  a South  Dakota  physician  for  over  50  years,  died  January  28th  in 
a Watertown  hospital.  Services  were  held  January  31st  in  the  Trinity  Episcopal  Church  and 
burial  was  in  the  family  plot  at  Oak  Hill  cemetary,  Cherokee,  Iowa. 

Dr.  Kenney  was  born  at  Earlville,  Iowa,  on  March  28,  1882,  and  married  Agnes  Smith  in 
June,  1922,  who  preceded  him  in  death  in  1928.  He  received  his  M.D.  degree  from  the  Univer- 
sity of  Illinois  and  served  his  interneship  at  Cook  County  Hospital,  Chicago,  1903.  Before 
coming  to  Watertown  in  1922  he  practiced  at  Bruce  and  Pierre  where  he  was  associated  with 
Dr.  T.  F.  Riggs.  While  in  Pierre,  Dr.  Kenney  served  as  state  senator  from  Hughes  and  Sully 
counties  in  1921.  He  served  during  the  Spanish-American  War  on  the  Mexican  border  in  1889 
with  Co.  M.,  Iowa  National  Guard.  He  served  in  the  Mexican  Border  campaign  of  1916  and  was 
also  a medical  officer  during  World  War  I,  and  was  released  from  duty  with  the  rank  of  Lt. 
Colonel.  He  was  the  present  medical  examiner  for  the  Selective  Service  System  and  during 
World  War  II  was  medical  examiner  for  all  services.  Dr.  Kenney  was  called  to  active  duty 
with  the  National  Guard  during  World  War  II  and  retired  with  the  rank  of  colonel. 

Dr.  Kenney  was  honored  in  Sept.  1954,  by  the  S.  D.  State  Medical  Society  commemorating 
50  years  of  service  as  a general  practitioner.  He  was  subsequently  elected  general  practitioner 
of  the  year  for  the  state.  On  Nov.  1955,  he  was  honored  as  a 50-year  member  of  the  Masonic 
Lodge  and  was  also  a member  of  the  Elks,  Episcopal  Church,  State,  County  and  American 
Medical  Associations  and  the  American  Legion. 

He  is  survived  by  a sister,  Mrs.  F.  B.  Stiles  and  a niece,  Mrs.  William  Lament,  both  of 
Aberdeen.  He  was  preceded  in  death  by  his  wife,  a daughter,  Agnes  Ann,  in  1930;  his  parents 
and  two  brothers. 
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YANKTON  STATE  HOSPITAL  REPORT— 

(Continued  from  Page  62) 

probably  because  the  patient  continues  therapy 
at  home.  Many  of  these  relapses  are  due  to  cap- 
ricious or  expermental  discontinuation  of  the  treat- 
ment by  the  patient  or  the  spouse. 

5)  One  of  the  chief  gains  from  such  therapy  is  the 
effect  upon  public  opinion  toward  mental  illness. 
Now  that  much  mental  illness  can  be  treated  like 
other  illnesses,  i.e.  with  pharmaceuticals,  the 
stigma  may  quickly  drop  away,  and  mental  pa- 
tients will  be  accepted  back  into  the  fold  with  all 
other  types  of  sick  people. 

BIBLIOGRAPHY 
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1.  Lelimann,  H.  E.  and  Hanrahan,  G.  E.:  Chlor- 
promazine — New  Inhibiting  Agent  for  Psycho- 
motor Excitement  and  Manic  States,  Aroh. 
Neurol.  & Psychiat.  71:227  (Feb.)  1954. 

3.  Wortis,  J.:  Physiological  Treatment,  Am.  J. 
Psychait.  110:507  (Jan.)  1954. 


CLINICAL  REVIEWS 

A 3-day  program  entitled  “Clinical  Re- 
views” will  be  presented  April  9,  10  and  11, 
1956,  at  Rochester,  Minnesota.  The  presenta- 
tions will  be  given  by  staff  members  of  the 
Mayo  Clinic  and  the  Mayo  Foundation  for 
Medical  Education  and  Research.  The  meet- 
ing will  be  devoted  to  lectures  and  discus- 
sions on  problems  of  current  interest  in  gen- 
eral medicine  and  surgery. 

The  number  of  physicians  who  can  be  ac- 
commodated is  necessarily  limited.  Those 
wishing  to  attend  should  communicate  with 
Mr.  R.  C.  Roesler,  Mayo  Clinic,  Rochester, 
Minnesota.  There  are  no  fees  of  any  kind. 


More  Prescription  Sales . . . 
Bigger  Prescription  Sales . . . 


WITH  V-CILLIN, 

(Penicillin  V,  Lilly) 


125  mg  (200,000  units) 


Here  is  one  of  the  biggest  and  fastest-growing  prescription  items 
you  have  ever  had  . . . Pulvules  No.  20,  ‘V-Cillin.’ 

Prescription  specifications  are  growing  by  leaps  and  bounds.  Build 
stocks  now.  Don’t  delay . . . this  is  the  season.  Send  your  orders  to  us. 


WE  ARE  A 


OrSTRtBUTOR 


^ioux  Falls,  Soutti  Dakota 
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South  Dakota  State  Medical  Association  delegation  grouped  around 
luncheon  table  with  South  Dakota  Congressional  delegation  in  the 
Vandenberg  Room  at  the  Nation’s  Capitol.  From  left  to  right  are 
Congressman  Harold  O.  Lovre,  John  C.  Foster,  Senator  Karl  Mundt, 
F.  Daniels  Gillis,  M.D.,  President  of  S.D.S.M.A.,  Congressman  E.  Y. 
Berry,  Senator  Francis  Case,  A.  A.  Lampert,  M.D.,  and  H.  Russell 
Brown,  M.D.  Not  shown  in  the  picture  are  the  executive  assistants 
of  the  Congressional  delegation  who  also  attended  the  luncheon. 
The  luncheon  period  and  most  of  the  afternoon  was  spent  in  dis- 
cussion of  the  nation’s  health  problem. 


L L.  SCHUCHARDT,  M.D. 

1906-1958 

Dr.  Irvin  L.  Schuchardt,  49,  died  in  St.  Luke’s  Hospital,  Feb- 
ruary 6,  1956,  in  Aberdeen.  Services  were  held  in  the  Bethlehem 
Lutheran  Church  and  burial  in  the  Riverside  Memorial  Park  Cerne- 
tary. 

Dr.  .Schuchardt  had  practiced  medicine  in  Aberdeen  since  1937 
with  the  exception  of  21/2  years  service  as  a captain  in  the  medical 
corps  during  World  War  II  and  served  in  the  South  Pacific.  He  also 
lived  for  a short  time  in  Montana  in  an  attempt  to  improve  his  health. 

Dr.  Schuchardt  was  born  in  1906  at  Leola  where  he  grew  to  man- 
hood. After  a year  at  Northern  State  Teachers  College,  he  worked 
in  Minneapolis  for  a year  while  attending  the  University  of  Minn- 
esota and  spent  two  years  working  in  Mobridge.  He  attended  the 
University  of  S.  D.,  graduating  with  a degree  in  medical  science 
and  received  his  doctor  of  medicine  degree  in  1935  from  Rush  Med- 
ical College  of  Chicago.  Upon  completion  of  his  internship  at  Anchor 
Hospital  in  St.  Paul,  Minn.,  in  1937  he  returned  to  Aberdeen  to 
establish  his  practice.  Dr.  Schuchardt  married  Myrtle  Orton  in  1936 
and  was  a member  of  the  Bethlehem  Lutheran  Church  and  was 
active  in  all  Aberdeen  Masonic  bodies. 

Survivors  include  his  widow,  two  daughters,  Gayle  Lorelle  and 
Larken  LaRae,  both  at  home;  his  mother,  Mrs.  Minnie  Schuchardt  of 
Leola,  and  a brother  Clemens  of  Omaha,  Neb. 


BROOKINGS-MADISON 
DISTRICT  SOCIETY 
ELECTS  NEW  OFFICERS 

At  a recent  regular  meet- 
ing the  Brookings-Madlson 
District  Society  elected  new 
officers.  They  are  as  follows: 
President-Burton  Kolp.  M.D.. 
Volga;  Vice-president-S.  E. 
Friefeld,  M.D.,  Brookings; 
Secretary-Treasurer-C.  M. 
Kershner,  M.D.,  Brookings; 
Delegates-Dean  Austin,  M.D., 
Brookings  and  James  Ander- 
son, M.D.,  Madison;  Alter- 
nates-Howard  Wold,  M.D., 
Madison  and  J.  A.  Muggly, 
M.D.,  Madison;  Censors-S.  E. 
Friefeld,  M.D.,  Brookings, 
Burton  Kolp,  M.D.,  Volga 
and  Donald  Scheller,  M.D., 
Arlington. 


WATERTOWN  DISTRICT 

ELECTS  NEW  OFFICERS 

New  officers  for  the  Water- 
town  District  Society  were 
elected  at  a recent  regular 
meeting.  They  are  as  fol- 
lows: President-Don  aid  N. 
Fedt,  M.D.,  Watertown;  Vice- 
president-John  Stransky, 
M.D.,  Watertown;  Secretary- 
treasurer-S.  W.  Allen,  M.D.. 
Watertown;  Delegates-Abner 
Willen,  M.D.,  Clark  and  C.  J. 
Clark,  M.D.,  Watertown;  Al- 
ternate Delegates  - R.  Aus- 
kaps,  M.D.,  Watertown  and 
T.  W.  Reul,  M.D.,  Water- 
town. 
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RURAL  HEALTH 
COMMITTEE  MEETING 
MARVIN  HUGHITT 
HOTEL,  HURON 
January  14,  1956 

The  meeting  of  the  Rural 
Health  Committee  was  held 
in  the  Marvin  Hughitt  Hotel, 
Huron,  South  Dakota  at  6:00 
P.M.  on  Saturday,  January 
14,  1956. 

The  meeting  was  called  to 
order  by  the  chairman,  A.  P. 
Peeke,  M.D.  Those  present: 

G.  J.  Bloemendaal,  M.D. 

A.  P.  Peeke,  M.D. 

E.  F.  Kalda,  M.D. 

D.  G.  DeValois,  D.V.M. 

Mr.  J.  C.  Foster 

Dr.  DeValois  of  the  State 
Department  of  Health  led 
the  discussion  concerning  the 
department’s  interest  in 
rural  occupational  health  and 
the  possibility  of  a workshop 
or  conference  on  the  subject. 

Dr.  Bloemendaal  moved 
that  the  Committee  recom- 
mend to  the  Council  that  a 
rural  health  conference  be 
held  in  Huron  on  or  about 
Wed.  March  21,  1965.  It  was 
further  moved  that  the  Com- 
mittee attempt  to  obtain 
speakers  from  the  AMA  and 
the  State  Department  of 
Health.  A luncheon  is  to  be 
planned.  Doctors,  Veterinar- 
ians, County  Agents,  and 
any  others  interested  in  rural 
health  problems  are  to  be  in- 
vited. A return  post  card 
should  be  sent  along  with 
the  announcements  in  order 
to  secure  an  estimate  of  the 
attendance.  Topics  to  be  dis- 
cussed are:  occupational 
health  problems,  accidents, 
rural  school  health,  con- 
tagious diseases,  and  the  re- 
sources available  to  farmers 
and  doctors.  Seconded  by 
Doctor  Kalda  and  carried. 

The  meeting  was  ad- 
journed at  8:15  P.M. 


BLACK  HILLS 
ELECTS  MEAD 
Dr.  Thomas  E.  Mead  of 

Spearfish  was  elected  presi- 
dent of  the  Black  Hills  Dis- 
trict Medical  Society  at  a 
recent  meeting  in  Deadwood. 

Other  officers  are:  Dr.  John 
Feehan,  vice-president;  Dr. 
Wayne  Geib,  secretary-treas- 
urer; and  Dr.  M.  Wells 
Stewart,  Censor. 


DR.  ROBERT  NELSON 
IS  ABERDEEN 
DISTRICT  SPEAKER 
Dr.  Robert  Nelson,  Sioux 
Falls,  spoke  to  the  Aberdeen 
District  Medical  Society, 
January  4th  on  “Surgical 
Chest  Emergencies.” 

Twenty-five  members  of 
the  district  gathered  at  the 
dinner  meeting  to  hear  the 
illustrated  lecture. 

Dr.  B.  F.  King  presided  at 
the  meeting  and  also  intro- 
duced State  Executive  Sec- 
retary Foster  who  outlined 
plans  for  the  coming  two- 
state  annual  meeting. 


AMA  CONSULTANT 
IN  S.  F.  SPEECH 
Dr.  Donald  A.  Dukelow, 

Consultant  in  Physical  Fit- 
ness for  the  American  Med- 
ical Association  spoke  on 
school  health  to  nearly  five 
hundred  public  and  private 
school  teachers  in  Sioux 
Falls  on  Tuesday,  January 
10th. 

Arrangements  for  the  talks 
were  made  by  Sioux  Falls 
School  Nurse,  Nell  Peterson, 
through  the  sponsorship  of 
the  South  Dakota  State  Med- 
ical Association. 
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Calvin  Bosch,  M.D.,  who 

practiced  at  Mt.  Vernon  in 
the  early  30’s,  passed  away  at 
Sibley,  Iowa,  his  home  since 
leaving  South  Dakota. 

* * * 

Dr.  Floyd  Coflett,  former 
superintendent  at  Sanator 
and  administrative  officer  at 
Yankton  State  Hospital, 
passed  away  early  in  Jan- 
uary at  Fort  Lauderdale, 
Florida. 

* * * 

Dr.  Edward  Spencer  has 

joined  with  Dr.  T.  B.  Mc- 
Manus in  practice  at  Wess- 
ington  Springs. 

* * * 

The  Watertown  Clinic, 
composed  of  Drs.  Stoltz, 
Magee,  and  Randall  has  sold 
its  physical  assets  to  Drs. 
Bartron  and  Willen  of  Clark. 

:i!  * 

C.  E.  Robbins,  M.D.,  past 
president  of  the  South  Da- 
kota State  Medical  Associa- 
tion, broke  his  right  hip  in  a 
fall  at  Pierre  early  in  the 
year. 

* 

Sam  E.  Namminga,  M.D., 
V.A.  Center,  Hot  Springs, 
was  certified  by  the  National 
Board  of  Internal  Medicine 
in  December. 

* * * 

Dr.  S.  M.  Tai,  radiologist, 
has  accepted  a position  with 
St.  John’s  Hospital  in  Huron. 
* * * 

Dr.  A.  W.  Spiry,  Mobridge, 
became  a grandfather  before 
Christmas. 

* * * 

The  American  Academy  of 
Obstetrics  and  Gynecology 
has  announced  that  Charles 
A.  Stern,  M.D.,  Sioux  Falls, 
was  inducted  into  Fellowship 
in  the  Academy  at  the  An- 
nual Business  Meeting  dur- 
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ing  the  Fourth  Annual  Clin- 
ical Meeting  of  the  organiza- 
tion at  the  Conrad  Hilton, 
Chicago,  December  12-14, 
1955. 

* * * 

Dr.  Marian  Auld  of  Yank- 
ton is  the  newly  elected 
president  of  the  Eighth  Dis- 
trict Medical  Society,  which 
held  its  semi-annual  meeting 
at  the  state  hospital  on  Jan. 
11.  The  election  of  officers 
was  held  following  the  cus- 
tomary dinner,  and  those 
who  will  be  serving  with  Dr. 
Auld  are  Dr.  D.  B.  Reaney, 
Yankton,  vice  president;  Dr. 
Robert  Monk,  Yankton,  sec- 
retary; and  Dr.  Amos  C. 
Michael,  Vermillion,  treas- 
urer. 

At  the  scientific  session. 
Dr.  Kenneth  Keane,  ortho- 
pedic specialist  from  Sioux 
City,  was  the  speaker.  He 
discussed  injuries  to  the 
ankle. 

While  the  medical  men 
were  in  session,  the  ladies’ 
Auxiliary  held  a separate 
meeting. 

* * * 

Dr.  H.  L.  Saylor.  Jr.  of 

Huron,  was  named  president 
of  the  South  Dakota  Chapter 
of  the  American  College  of 
Surgeons  at  their  meeting, 
January  11th.  Dr.  W.  H. 
Saxton,  also  of  Huron,  was 
elected  secretary-treasurer. 

* * * 

The  continuing  need  to  in- 
terest more  students  in  nurs- 
ing as  a career  has  led  the 
National  Foundation  for  In- 
fantile Paralysis  to  make  a 
grant  of  $46,247  to  the  1956 
program  of  the  Committee 
on  Careers,  National  League 
for  Nursing.  Announcement 
of  the  grant  jointly  by  John 


H.  Hayes,  chairman  of  the 
committee,  and  Basil  O’Con- 
nor, president  of  the  foun- 
dation, marks  the  seventh 
year  of  NFIP  support  to  the 
national  nurse  recruitment 
program. 


Mrs.  F.  C.  Willoughby 
Dies  in  December 

Mrs.  F.  C.  Willoughby, 
widow  of  Dr.  F.  C.  Willough- 
by, Howard,  passed  away  at 
her  home  December  22nd. 
The  Willoughby’s  moved  to 
Howard  in  1926  after  sipend- 
ing 18  years  at  Winfred,  S.  D. 


HURON  DISTRICT 
SOCIETY  ELECTS 
NEW  OFFICERS 
Dr.  E.  A.  Hofer,  M.D.. 

Huron,  is  the  newly  elected 
president  of  District  5.  W.  H. 
Saxton,  M.D..  Huron,  is  vice- 
president  and  David  Bu- 
chanan, M.D.  Huron,  is  Sec- 
retary-treasurer. Councilor 
is  B.  T.  Lenz,  M.D.,  Huron 
and  F.  D.  Leigh,  M.D.,  Huron, 
is  delegate.  The  election  was 
held  at  a recent  district 
meeting. 


PROCTOLOGISTS 
TO  MEET 

The  Eighth  Annual  Con- 
vention of  the  International 
Academy  of  Proctology  will 
be  held  in  the  Drake  Hotel, 
Chicago,  April  23-26.  A well- 
rounded  program  covering 
major  developments  in  proc- 
tology will  be  presented  in 
papers,  panel,  symposium 
and  motion  pictures. 

Subject  matter  will  include 
ulcerative  colitis,  carcinoma 
of  the  rectum  and  colon, 
hemorrhoids,  ano-rectal 


strictures,  pilonidal  cysts, 
surgical  complications  of 
ano-rectal  surgery,  polyps, 
amebiasis,  diverticulitis, 
fluids  and  electrolytes  in 
gastro-intestinal  surgery, 
anesthesia  and  many  other 
related  subjects. 


PHYSICAL  MEDICINE 
GROUP  TO  MEET 

The  34th  annual  scientific 
and  clinical  session  of  the 
American  Congress  of  Phys- 
ical Medicine  and  Rehabili- 
tation will  be  held  Septem- 
ber 9-14,  1956  inclusive,  at 
The  Ambassador,  Atlantic 
City,  N.  J. 

Scientific  and  clinical  ses- 
sions will  be  given  Septem- 
ber 10,  11,  12,  13,  and  14.  All 
sessions  will  be  open  to 
members  of  the  medical  pro- 
fession in  good  standing  with 
the  American  Medical  Asso- 
ciation. 

Full  information  may  be 
obtained  by  writing  to  the 
executive  secretary,  Doro- 
thea C.  Augustin,  American 
Congress  of  Physical  Med- 
icine and  Rehabilitation,  30 
North  Michigan  Avenue, 
Chicago  2,  Illinois. 


INTERNATIONAL 
COLLEGE  OF 
SURGEONS  TO  MEET 

“On  April  26-28,  1956,  the 
International  College  of  Sur- 
geons will  hold  a regional 
meeting  of  its  American  sec- 
tion in  Madison,  Wisconsin, 
with  headquarters  at  the 
Loraine  Hotel.  This  will  be 
a Mid-West  meeting  with  all 
surgeons  presiding  in  this 
area  invited  to  attend.  Lead- 
ing surgeons  from  through- 
out the  United  States  will 
appear  on  the  program.” 
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Starting  with  a can  ©pener  as  key  to  this 


diet,  your  patient  has  a wide  choice  of 


unseasoned  strained  or  chopped  foods.  And 
these  diet  “do’s”  can  guide  him  toward 
tempting,  tasty  dishes. 


Vary  the  texture  for  taste  appeal— 


Consomme  can  be  served  hot  with  crisp  croutons,  or 
cold  and  jellied  in  shimmering  peaks.  Pureed  vegetables 
folded  into  a well-beaten  egg  can  be  baked  to  a puff, 


or  molded  in  gelatin.  Finely  chopped  beef  moistened 
with  broth  spreads  for  a sandwich — mixed  with  bread 


crumbs,  it  shapes  into  patties.  Eggs  can  be  soft  or  hard 
cooked  by  simmering— -or  scrambled  in  a double  boiler. 


Serve  prettily  for  eye  appeal— 


Chopped  meat  can  be  shaped  like  a chop—minced 
chicken  like  a drumstick — before  baking.  And  flaked  fish 
in  lemon  gelatin  looks  true  to  nature  when  your  patient 
uses  a mold. 


White  potatoes  mashed  with  a little  broth  whip  up 
creamy  and  light  with  cottage  cheese.  And  mashed 
sweet  potatoes  made  smooth  with  orange  juice  can  be 
baked  in  the  orange  shells. 

Banana  split  salad  may  tempt  your  patient.  For  the 
"greens,”  suggest  lime  gelatin  shredded  with  a fork. 
Add  a ball  of  cottage  cheese  to  the  split  banana 
and  top  with  pureed  apricots. 

Rice  cooked  in  pineapple  juice,  water,  and  sugar 
makes  a golden  dessert.  And  for  a gay  parfait— 
alternate  layers  of  farina  pudding  with  pureed  plums. 
Then  put  a sparkling  cube  of  clear  jelly  on  top. 


Of  course,  you’ll  want  to  tell  your  patient 
just  which  foods  you  want  him  to  have.  And  these 


ideas  can  help  him  enjoy  them  in  many  ways 
that  are  quick,  easy,  and  appetizing. 


United  Stotes  Brewers  Foundation 


’’I  Beer— -America’s  Beverage  of  Moderation 

'*'800^  pH”“4.3,  104  Coloriss/S  OZ.  qIqSS  (Average  of  American  beersl 

If  you'd  like  reprints  of  12  different  diets,  please  write  United  States  Brevers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 
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— 79  — 


ACEUTICAL 


THE  PHARMACEUTICAL  INDUSTRY  — 
ITS  CONTRIBUTIONS  TO  HEALTH* 
by  Theodore  G.  Klumpp,  M.D.,  President 
Winthrop  Laboratories,  Inc. 

New  York.  N.  Y. 


The  well  known  painting  entitled  “The 
Doctor”  depicts  a physician  beside  the  bed  of 
a child.  A dignified  professorial  gentleman 
of  the  old  school,  he  sits  with  chin  in  hand 
anxiously  peering  at  the  child  waiting  for  the 
crisis  to  pass.  The  pose  is  typical  of  the  times 
— there  was  little  else  he  could  do  but  sit 
and  wait.  It  was  his  misfortune  to  have  been 
oorn  just  before  the  beginning  of  the  most 
fabulous  period  of  all  time,  a period  set  apart 
from  all  the  centuries  that  have  gone  before 
it  by  one  overwhelming  force  — scientific 
research.  All  of  a sudden  in  the  20th  century 
the  idea  of  scientific  research  caught  fire. 
To  be  sure  there  have  been  many  truly  great 
scientific  investigators  throughout  the  span 
of  recorded  history  but  always  before  they 
were  lonely  voices  crying  in  a vast  wilderness 
of  ignorance.  In  this  era,  as  never  before, 
large  numbers  of  individuals  have  seen  the 
vision  of  research  and  what  it  can  do  to  make 
this  a better  world  in  which  to  live.  For  in- 
stance, in  the  last  fifty  years  more  progress 
has  been  made  in  the  conquest  of  disease  and 
the  prolongation  of  life  than  had  been  accom- 
plished in  the  entire  999  centuries  of  man’s 
previous  existence  on  earth. 

Milestones  of  Medical  Progress 

The  most  eloquent  summation  of  what  has 
been  achieved  can  be  expressed  in  terms  of 
life  expectancy  which  has  moved  upward 
from  49  years  in  1900  to  almost  69  in  1954. 

* Presented  to  the  Pharmaceutical  Industry  Ses- 
sion of  the  Industrial  Council,  Rensselaer  Poly- 
technic Institute,  Troy,  New  York,  Ooctober  28, 
1955. 


In  1900,  among  any  average  group  of  1,000 
persons,  you  could  count  on  17  dying  that 
year.  Today  only  9 of  that  same  number  will 
depart  this  world.  Among  infants  the  revolu- 
tion is  even  more  marked.  At  the  turn  of  the 
century,  of  every  1,000  babies  that  survived 
birth,  162  died  within  the  first  year,  whereas 
today  less  than  30  succumb.  And  of  the  20 
million  babies  born  in  the  last  5 years,  80,000 
are  destined  to  live  to  be  a hundred.  At  the 
beginning  of  the  20th  century  7,000  children 
died  every  year  of  whooping  cough.  Last 
year  only  810  died  of  this  disease.  Looking 
at  it  from  another  angle,  we  have  seen  the 
almost  complete  elimination  of  such  killers 
as  cholera,  yellow  fever,  smallpox  and  the 
plague.  Diptheria,  scarlet  fever,  typhoid 
fever,  typhus,  tetanus,  rickets,  Rocky  Moun- 
tain spotted  fever,  pernicious  anemia,  Addi- 
son’s disease,  meningitis  and  other  diseases 
have  lost  their  deadly  sting.  Tuberculosis  was 
responsible  for  194  deaths  per  100,000  popula- 
tion in  1900,  but  only  10.6  in  1954.  In  half  a 
century  the  greatest  reaper  of  them  all  — 
pneumonia  — has  been  all  but  defeated  as 
witnessed  by  the  fact  that  the  death  rate 
has  declined  from  152  per  100,000  to  12.  Even 
among  the  survivors,  at  the  beginning  of  the 
century,  it  took  an  average  of  three  months’ 
wages  to  pay  the  hospital  bills  resulting  from 
a case  of  pneumonia.  Today  the  disease  is 
often  cured  at  home  at  an  average  cost  of 
only  5 hours’  wages  for  the  miracle  drugs. 
Only  40  years  ago,  one  of  every  four  persons 
subjected  to  a major  operation  met  his  doom, 
whereas  today  only  one  in  a hundred  sue- 
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cumbs,  and  if  that  still  seems  high,  let  us 
remember  that  surgeons  can  now  operate 
where  the  risk  is  great,  whereas  a few  years 
ago  they  would  not  have  dared  touch  many 
cases  that  now  have  been  given  at  least  a 
fighting  chance  to  live. 

Forty-three  years  ago  the  existence  of 
coronary  thrombosis  was  not  even  recognized. 
Today  it  is  diagnosed  with  certainty  and 
measures  are  available  to  save  the  lives  of 
many  who  would  otherwise  have  succumbed. 

The  discovery  of  Insulin  in  1922  is  right- 
fully marked  as  one  of  the  great  milestones 
along  the  road  of  medical  progress.  The 
identification  and  extraction  of  a new  med- 
icinal principle  is  always  an  event  of  his- 
torical importance.  But  it  is  only  the  be- 
ginning and  not  the  end  of  an  achievement. 
A test  tube  miracle  is  one  thing.  Its  beatifica- 
tion into  thousands  of  gallons  is  sometimes  a 
second  miracle  without  which  the  first  has 
no  significance  in  terms  of  human  better- 
ment. And  it  is  not  until  hundreds  of  thous- 
ands of  small  vials  and  ampuls  or  tablets  pour 
out  of  some  pharmaceutical  plant,  that  the 
course  of  history  is  really  changed.  Before 
Insulin,  two  of  every  three  diabetic  patients 
died  of  diabetic  coma.  Today  death  from 
coma  is  so  rare  that  a certificate  with  this 
diagnosis  should  attract  the  attention  of  the 
medical  examiner. 

On  December  7,  1941  a shot  was  also  heard 
around  the  world.  More  so  perhaps  than  the 
first  one  on  April  19,  1775,  because  this  one 
meant  that  we  were  suddenly  projected  into 
a world  war.  And  that  shot  woke  up  our 
military  authorities  and  the  experts  in  the 
newly  discovered  science  of  logistics,  that  we 
couldn’t  win  the  global  war  without  a safe 
and  effective  antimalarial  to  replace  the  no 
longer  available  quinine.  The  American 
pharmaceutical  industry  supplied  the  need 
with  close  to  seven  billion  tablets  of  Atabrine, 
enough  to  girdle  the  earth  almost  3 times  if 
laid  side  by  side.  Atabrine  and  its  successor, 
Aralen,  proved  to  be  so  good  that  quinine  is 
now  otherwise  better  occupied  as  an  in- 
gredient of  another  popular  medicinal,  gin 
and  tonic. 

From  Petri  Dish  to  Production  Line 

In  the  late  thirties  Sir  Alexander  Fleming 
observed  that  for  some  unknown  reason  bac- 
teria failed  to  grow  here  and  there  in  his 
Petri  dishes.  The  inquiring  mind  of  a scien- 


tist prompted  him  to  find  out  why.  He  dis- 
covered that  a simple  mold,  penicillum 
notatum,  had  accidentally  contaminated  his 
bacterial  cultures  and  wherever  the  mold 
took  hold  the  bacteria  failed  to  flourish.  The 
logical  next  step  dictated  by  scientific  cur- 
iosity was  to  find  out  what  it  was  in  the 
mold  that  was  responsible  for  this  curious 
phenomenon  and,  having  found  it,  whether 
or  not  this  substance,  now  called  penicillin, 
could  be  safely  introduced  into  the  human 
body  with  the  same  results.  This  experiment 
was  performed  by  clinicians,  Florey  and 
Chain.  As  everyone  now  knows,  the  exper- 
iment was  successful.  However,  up  to  this 
point  we  had  nothing  more  than  intriguing 
academic  scientific  observations.  The  sixty- 
four  million  dollar  question  was;  Could  this 
antibacterial  substance,  penicillin,  be  pro- 
duced on  a large  scale  and  at  a cost  low 
enough  to  make  it  practical  and  available  for 
the  treatment  of  the  millions  who  had  infec- 
tions susceptible  to  the  action  of  penicillin? 

Despite  the  fact  that  penicillin  was  dis- 
covered in  England,  it  was  no  accident  that 
it  was  first  produced  on  a large  scale  by  the 
American  pharmaceutical  industry.  Eng- 
land’s industrial  potential  had  been  too  sev- 
erely impaired  by  the  devastating  effects  of 
the  war  to  undertake  what  at  that  time  was 
a highly  speculative  production  venture.  But 
perhaps  it  was  something  more  than  this  be- 
cause, since  penicillin,  over  4,000  antibiotics 
have  been  discovered  in  the  United  States,  of 
which  17  have  been  placed  on  the  market.  So 
far  as  I know,  only  one  other  useful  antibiotic 
has  been  developed  in  the  rest  of  the  world. 

The  industry’s  record  in  getting  into  large 
scale  production  of  fabulous  amounts  of 
penicillin  was  hailed  on  all  sides  as  one  of  the 
outstanding  production  achievements  of 
World  War  II  . 

It  was  said  by  some,  however,  that  it  was 
the  stimulus  of  war  and  the  expediting  help 
of  the  government  that  made  this  record  pos- 
sible. There  is  good  reason  to  doubt  the  valid- 
ity of  this  argument.  When  the  next  import- 
ant antibiotic,  streptomycin,  was  discovered, 
the  war  was  over.  There  were  no  govern- 
mental expeditors  and  no  priorities.  The  in- 
dustry’s record  in  turning  out  streptomycin 
was  better  than  penicillin.  It  took  about  five 
years  before  adequate  quantities  of  penicillin 
were  being  produced  for  all  needs  but  only 
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about  three  years  for  streptomycin,  despite 
the  similarity  of  production  problems. 

New  Drugs  for  the  Mentally  111 

It  has  been  estimated  that  as  many  as  9 
million  people,  almost  6%  of  the  total  popula- 
tion, are  suffering  from  various  forms  of 
mental  disturbance.  Four  out  of  every  10 
hospital  beds  in  the  U.S.A.  are  occupied  with 
patients  with  mental  illness.  Our  facilities 
are  woefully  inadequate  and  every  mental 
institution  has  long  waiting  lists.  From  the 
standpoint  of  prevalence,  this  is  now  the  most 
serious  health  problem  in  the  nation.  For 
some  reason  it  looks  as  if  we  are  all  rapidly 
going  nuts.  But  as  some  one  reassuringly 
said,  “We  may  be  crazy  but  we  aren’t  stupid.” 

Until  recently  the  psychiatrist  had  almost 
no  tools  with  which  to  work  — very  little 
more  than  talk  and  shock  treatment.  Talk  in 
the  form  of  psychoanalysis  is  too  time  con- 
suming for  general  use  and  only  applicable 
to  a selected  group  of  patients.  Some  are  too 
dumb  and  others  too  smart  for  it.  The  other 
day  a psychiatrist  gave  up  on  a brilliant 
young  lady  whom  I happen  to  know.  He  said 
that  she  wound  up  by  psychoanalyzing  him. 
Shock  therapy  too  has  serious  limitations. 

But  within  the  last  two  years  our  industry 
has  come  up  with  two  drugs  — Thorazine 
and  Rauwolfia  and  its  alkaloids  — that  have 
already  revolutionized  the  treatment  of  some 
of  the  most  prevalent  forms  of  mental  illness! 
In  keeping  with  the  history  of  our  industry, 
when  we  once  break  through  the  sound  bar- 
rier in  a given  direction,  everyone  seems  to 
be  able  to  do  it  and  we  have  a flood  of  new 
and  different  products  directed  toward  the 
same  end.  To  digress  a moment  to  illustrate 
the  point,  the  first  antihistamine  was  fol- 
lowed by  hundreds  of  others,  the  first  sulfa 
drug  brought  in  its  wake  more  than  5,000 
others,  the  first  antibiotic  over  4,000  others. 
Since  the  first  steroid  was  synthesized  over 
20,000  similar  compounds  have  been  made 
and  described.  A whole  series  of  new  com- 
pounds for  mental  illness  have  already  been 
turned  up  and  more  are  on  the  way.  I am 
confident  that  we  are  standing  on  the  thres- 
hold of  a new  and  revolutionary  era  in  the 
treatment  of  mental  illness. 

In  the  time  available  for  this  presentation, 
it  is  only  possible  to  refer  to  a few  of  the 
specific  contributions  of  the  pharmaceutical 
industry  to  health.  I must  leave  unmentioned 


what  we  have  done  in  the  field  of  deficiency 
diseases,  anesthetics,  pernicious  anemia  and 
anemias  in  general,  tuberculosis,  high  blood 
pressure,  glandular  products  and  a host  of 
others.  The  whole  story  would  fill  a book 
and  I have  no  intention  of  throwing  the  book 
at  you  now. 

Progress  Based  on  Teamwork 

I have  no  patience  with  those  pigeon  hole 
minds  who  are  forever  trying  to  compare  the 
importance  of  things  that  can’t  be  compared. 
Physics  is  more  important  than  chemistry, 
chemistry  is  more  important  than  la  good  bed- 
side manner,  pure  science  is  more  valuable 
than  applied,  the  laboratory  worker  as  more 
useful  than  the  executive,  the  clinical  inves- 
tigator contributes  more  than  the  pharmaceu- 
tical manufacturer.  All  these  are  important 
in  their  own  right.  The  significant  thing  is 
that  these  and  many  others  complement  one 
another,  and,  as  members  of  the  health  team, 
the  role  of  each  one  of  them  is  essential  to 
medical  progress. 

These  spectacular  gains  that  I have  outlined 
have  been  achieved  through  the  collaboration 
of  the  medical  profession  and  its  basic 
sciences  and  the  pharmaceutical  industry. 

In  no  other  field  of  endeavor  has  this  kind 
of  partnership  been  more  productive  of  good 
for  mankind.  In  all  of  history  it  is  one  of  the 
brightest  chapters  of  industry  and  a profes- 
sion working  together  to  their  mutual  in- 
terest and  for  the  common  good. 

But  our  job  has  just  begun.  There  are  still 
bacteria  that  haven’f  been  mastered,  and  it 
is  likely  that  the  appearance  of  new  mutants 
will  keep  us  busy  in  this  field  for  a long  time. 
Although  the  conquest  of  one  of  the  meanest 
diseases  of  them  all  — poliomyelitis  — is  tak- 
ing place  under  our  very  eyes,  there  is  still 
a whole  host  of  virus  diseases  that  are  as  yet 
untouched.  Cancer  is  still  a who-done-it  mys- 
tery to  which  there  is  not  a single  basic  clue. 
We  have  a good  palliative  for  diabetes  but 
we  still  don’t  understand  the  basic  nature  of 
this  disease.  A whole  host  of  endocrine,  men- 
tal and  neurological  disturbances  still  defy 
our  best  research  brains.  Arteriosclerosis,  the 
greatest  killer  of  them  all,  and  the  ultimate 
limiting  factor  in  our  life  span,  is  still  beyond 
our  grasp.  There  is  no  doubt  that  our  scien- 
tists have  plenty  left  to  do,  and  so  long  as 
mother  nature  fails  to  create  and  maintain 
perfectly  functioning  bodies,  she  will  need  the 
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combined  research  help  of  our  physicians  and 
the  pharmaceutical  industry.  But  the  most 
significant  and  encouraging  aspect  of  med- 
icine today  is  the  fact  that  at  long  last  we 
have  learned  how  to  go  about  picking  the 
lock  of  nature’s  hidden  secrets. 

Opening  these  doors  is  not  a one  man  job. 
In  the  future,  more  than  has  been  the  case 
in  the  past,  new  discoveries  will  emerge  as 
the  culmination  of  the  combined  efforts  of 
many  workers  covering  the  scientific  spec- 
trum from  physics  and  chemistry  to  clinical 
medicine. 

Medical  Economics 

In  closing  I would  like  briefly  to  refer  to 
one  over-riding  problem,  the  importance  of 
which  cannot  be  over-emphasized.  It  is  re- 
grettably true  that  the  public  has  a deeply 
ingrained  impression  that  medical  care  and 
the  drugs  that  are  a part  of  it,  cost  too  much. 
This  is  in  my  opinion  the  basis  of  the  most 
serious  threat  to  the  practice  of  medicine  as 
we  know  it.  It  is  a challenge  to  free  enter- 
prise in  the  practice  of  pharmacy  and  the 
manufacture  of  drugs.  Public  attitudes  re- 
specting the  cost  of  medical  care  and  drug 
prices  can,  over  the  long  pull,  substantially 
alter  public  attitudes  about  socialized  med- 
icine. 

Today  a few  pills  costing  perhaps  several 
dollars  are  often  the  equivalent  of  what  used 
to  be  a perilous  illness  with  long  disability, 
loss  of  earnings,  hospital  and  nursing  ex- 
pense and  a convalescence  that  sometimes 
lasted  for  months. 

For  instance.  Dr.  Ivor  Griffith  made  a study 
of  the  cost  of  a case  of  pneumonia  in  a Phila- 
delphia hospital  in  1927.  He  found  that  the 
i average  hospital,  doctors’  and  nurses’  bill 
i amounted  to  $358.00  and  the  duration  of  hos- 
I pitalization  averaged  five  weeks.  During  this 
i time  and  a subsequent  convalescent  period, 
the  loss  of  earnings  brought  the  total  cost  of 
the  illness  up  to  approximately  $1,000  — and 
that  was  when  a thousand  dollars  really  was 
a thousand  dollars.  I can  add  that  in  1953 
the  average  duration  of  lobar  pneumonia  was 
less  than  two  weeks  with  no  period  of  con- 
valescence required.  Most  cases  were  treated 
at  home  with  antibiotics  costing  the  patient 
approximately  $15.12  if  penicillin  was  used 
and  $29.88  if  one  of  the  broad  spectrum  anti- 
biotics was  employed.  While  we  have  no 
comparable  figures  for  loss  of  earnings  it  is 


never  the  less  evident  that  a great  economic 
saving  has  been  achieved.  Added  to  this  is 
the  fact  that  many  potential  oases  never  get 
to  be  full  blown  pneumonia  because  of  the 
prompt  use  of  antibiotics.  Most  important 
of  all  is  the  fact  that  the  undertaker  used  to 
get  one  good  funeral  out  of  every  five  cases  of 
lobar  pneumonia  whereas  today  we  have  de- 
prived him  of  almost  all  this  business. 

Perhaps  it  just  isn’t  human  nature  to  feel 
deeply  grateful  for  having  been  spared  a 
perilous  illness  that  everyone  knew  wasn’t 
going  to  happen.  In  the  old  days  when  pa- 
tients were  snatched  from  death’s  door  after 
a period  of  mortal  peril  and  suffering,  there 
was  less  complaint  about  the  cost  of  medical 
care. 

There  are  some  40  million  cars  on  the  road. 
Today  people  are  perfectly  cheerful  about 
spending  $2,500  to  $5,000  to  replace  cars  that 
we  know  from  World  War  II  experience  are 
good  for  several  more  years  of  service.  And 
yet  those  same  people  cry  to  high  Heaven 
if  they  are  charged  a small  fraction  of  that 
amount  for  the  medical  services  that  may 
save  their  very  lives  or  at  least  make  it  pos- 
sible for  life  to  be  worth  living. 

Drug  prices  have  advanced  far  less  than 
that  of  most  other  commodities  during  the 
past  15  years  of  inflationary  pressures.  Act- 
ually the  percentage  of  Disposable  Personal 
Income  spent  for  medical  care  which  includes 
drugs,  has  remained  practically  constant  for 
20  years  at  about  4%.  The  low  value  of  3.9% 
occurred  in  1935,  the  highest  proportion  — 
only  4.2%  — in  1954,  due  principally  to  the 
markedly  greater  expenditure  for  hospital- 
ization and  medical  care  insurance.  The  pub- 
lic spends  far  less  for  medicines  than  it 
thinks.  In  1954,  the  per  capita  consumption 
of  drug  preparations  and  sundries  was  $10.00. 
Imagine  just  $10.00  a year,  on  the  average,  to 
keep  well  and  to  prolong  life!  How  does  this 
expenditure  compare  with  others  about 
which  the  public  remains  silent?  Here  are 
the  per  capita  expenditures  in  1954  for  a few 
other  products  and  services: 

Alcoholic  beverages $54.00 

Tobacco  products $32.00 

Interest  on  personal  debt $18.00 

Auto  repair,  greasing,  washing, 

parking,  storage  and  rental $18.00 

Admissions  to  specified 
spectator  amusements $11.00 
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And  here  is  a comparison  that  should  make 
us  wince.  Whereas  personal  consumption  ex- 
penditures in  1954  for  drug  preparations  and 
sundries  amounted  to  $1,631,000,000  death  ex- 
pense (funeral  and  burial  service,  cemeteries 
and  crematories,  monuments  and  tombstones) 
cost  the  American  people  $1,162,000,000.  We 
spend  not  much  less  to  bury  our  dead  than 
we  do  to  stay  alive  — but  we  seem  to  object 
to  the  cost  of  staying  alive. 

The  statistics  I have  here  cited  are  official 
figures.  Authority  for  them  is  the  U.  S.  De- 
partment of  Commerce.  These  figures,  if 
generally  known  to  the  public,  could  produce 
a vast  change  in  its  opinion  concerning  the 
cost  of  medicines.  Yet  they  do  not  tell  the 
whole  story.  They  say  nothing  of  the  savings 
in  health  and  in  hard  dollars  which  the  Amer- 
ican people  have  hade  by  virtue  of  the  con- 
tributions of  scientific  research.  Indeed,  I 
would  venture  the  guess  that  the  advances 
in  therapeutic  agents  and  in  medical  care 
during  the  past  decade  alone  account  for  far 
greater  economic  gain  than  is  represented  by 
the  total  cost  of  medicines  today. 

Among  the  worthy  objectives  for  which 
we  live  and  work,  none  is  more  important 


than  man’s  well-being  and  the  prolongation 
of  his  stay  on  earth.  Towards  this  end  our 
American  doctors,  scientists  and  industry  to- 
gether have  made  a contribution  that  has 
revolutionized  the  very  significance  of  life 
itself  throughout  the  civilized  world.  Through 
research,  Yankee  efficiency  and  enterprise, 
our  Pharmaceutical  Industry  has  won  the 
position  of  world  leadership  in  its  field.  We 
expect  to  retain  that  position  despite  increas- 
ing competition  from  abroad  because  we  are 
confident  that  the  ingredients  that  made 
America  great  are  here  to  stay. 

The  public  is  only  vaguely  aware  of  what 
has  been  achieved  and  what  a bargain  it  is 
getting  for  the  $10  a year  it  spends  for  drugs 
and  drug  sundries.  As  educators  you  have  a 
unique  opportunity  to  carry  home  to  your 
students  one  of  America’s  success  stories.  It 
is  but  another  chapter  of  the  story  of  Amer- 
ica. It  is  of  greatest  importance  that  our 
youth  know  these  stories  to  strengthen  their 
faith  in  our  way  of  life.  With  faith  in  our- 
selves, the  men  and  women  of  tomorrow  can 
look  forward  to  accomplishments  in  the  next 
fifty  years  that  will  dwarf  those  of  the  past 
half  century. 
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FERGON  PLUS  CAPLETS  IMPROVED 
Description:  Each  sugar  coated  Caplet  con- 
tains Fergon  (brand  of  ferrous  gluconate) 
500  mg.,  vitamin  B12  with  Intrinsic  Factor 
Concentrate  U.S.P.  Vz  unit  (oral),  folic  acid 
1.5  mg.,  ascorbic  acid  75  mg. 

Action  and  Indications:  Fergon  Plus  Caplets 
Improved  contain,  in  a small  daily  dose  of 
two  easy-to-swallow  Caplets,  1 gram  of 
Fergon,  brand  of  ferrous  gluconate  — the 
form  of  iron  which  is  least  likely  to  produce 
gastrointestinal  irritation  — as  well  as  a 
full  U.S.P.  oral  unit  of  antianemia  activity. 
In  addition  they  supply  therapeutic  doses 
of  folic  acid  and  vitamin  C. 

For  use  as  a dietary  supplement  and 
treatment  of  iron  deficiency  as  well  as 
macrocytic  anemias.  In  pernicious  anemia 
some  patients  do  well  on  oral  therapy  with 
Fergon  Plus  Caplets  alone,  but  oral  admin- 
istration of  vitamin  B12  with  Intrinsic  Fac- 
tor Concentrate  may  not  be  a complete 
substitute  for  parenteral  therapy  in  ser- 
iously ill  patients,  particularly  when  neu- 
rologic symptoms  exist. 

Dosage:  As  dietary  supplement:  1 Caplet 
daily.  Therapeutic  dose:  1 Caplet  twice 
daily  (before  the  morning  and  evening 
meals).  In  severe  cases  the  initial  dose 
should  be  increased  to  2 Caplets  twice  daily 
for  one  or  two  weeks. 

How  supplied:  Bottles  of  100  and  500. 

Source:  Winthrop. 

BECEJEX 

READY  TO  USE  STABLE  SOLUTION  OF 
VITAMIN  B COMPLEX  WITH  C 
Description:  Each  10  cc.  rubber  stoppered  vial 
of  Becejex  contains  thiamine  hydrochloride 
50  mg.,  riboflavin  30  mg.,  nicotinamide  400 


mg.,  pyridoxine  30  mg.,  panthenol  30  mg., 
and  ascorbic  acid  500  mg.  Becejex  solution 
is  stable  for  eighteen  months.  No  refrigera- 
tion required. 

Indications:  Becejex  is  a dependable  source 
for  rapid  build  up  of  vitamin  reserves  in  a 
wide  variety  of  conditions  including  pre- 
operative  care,  convalescense,  febrile  di- 
seases, geriatrics,  alcoholism  and  malutri- 
tion. 

Dosage:  Becejex  is  administered  by  intra- 
muscular or  intravenous  injection;  it  may 
also  be  added  to  intravenous  infusions  such 
as  glucose  or  saline.  The  dosage  depends 
on  the  individual  requirement  for  vitamin 
B complex  factors  and  vitamin  C with  con- 
sideration of  the  acuteness  and  duration  of 
the  deficiency  as  well  as  the  extent  of  the 
dietary  lack. 

Intramuscular  injection  is  preferable. 
Initially,  intramuscular  doses  of  1 or  2 cc. 
are  given  daily.  The  intervals  are  length- 
ened as  the  patient’s  condition  improves. 
If  administered  intravenously,  a small 
initial  dose  (about  0.5  cc.)  should  be  given 
slowly.  Subsequent  doses  may  consist  of 
1 or  2 cc.,  injected  slowly. 

To  increase  the  vitamin  reserve  in  sur- 
gical cases,  1 or  2 cc.  may  be  given  daily 
for  several  days  prior  to  the  operation. 
With  infusions,  up  to  10  cc.  may  be  dis- 
solved in  1 liter  of  saline  or  glucose  solu- 
tion. 

How  supplied:  Rubber  stoppered  vials  of  10 
cc. 

Source:  Winthrop. 

BICILLIN-VEE  TABLETS 

Description:  Each  Bicillin-Vee  tablet  com- 
bines approximately  100  mg.  (100,000  units) 
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benzathine  penicillin  G and  62.5  mg.  (100,- 
000  units)  penicillin  V. 

Indications;  Bicillin-Vee  tablets  are  used  in 
the  treatment  of  streptococcal  infections, 
staphylococcal  infections,  pneumococcal  in- 
fections and  gonococcal  infections. 

How  supplied:  Tablets,  bottles  of  36. 

Source:  Wyeth  Laboratories,  Philadelphia. 

NEW  UNGUENTINE  WITH  DIANESTOL 
Unguentine  with  Dianestol  (a  local  anes- 
thetic) is  being  released  nationally  on  Feb- 
ruary 1 in  five  attractively  designed  new 
packages  as  an  antiseptic  first-aid  dressing. 
The  Norwich  Pharmacal  Co.,  Norwich,  N.  Y., 
devoted  seven  years  of  research  to  perfecting 
the  new  formula,  which  washes  stain-free. 
Heavy  consumer  promotion  will  emphasize 
that  Unguentine  works  four  ways;  relieves 
pain  fast,  provides  long-lasting  protection 
against  infection;  promotes  healing;  and  pre- 
vents gauze  from  sticking  to  the  injury.  Sizes: 

1 lb.  can,  2 oz.,  1 oz.,  and  65-grain  tubes,  and 
metal  container  with  220  grains. 

SIGMAGEN 

Description:  Tablets  containing  prednisone 
0.75  mg.,  acetylsalicylic  acid  325  mg.,  ascor- 
bic acid  20  mg.,  and  aluminum  hydroxide 
75  mg. 

Action:  Anti-inflammatory  and  antirheu- 
matic. 

Indications:  A new  corticoid-analgesic  com-  . 
pound  especially  designed  to  provide  a 
rational  therapeutic  approach  to  the  treat- 
ment of  mild  cases  of  rheumatoid  arthritis, 
as  well  as  mild  cases  of  spondylitis,  sub- 
acute or  interval  gout,  bursitis,  myositis, 
fibrositis  and  neuritis. 

Dosage:  Acute  conditions  are  treated  with 
two,  or  when  necessary,  three  Sigmagen 
Tablets  four  times  daily  until  a satisfactory 
result  is  obtained,  after  which  the  dosage 
is  reduced  one  or  two  tablets  every  other 
day  and  then  discontinued.  Chronic  or 
subacute  conditions  may  be  treated  with 
one  Sigmagen  Tablet  four  times  daily  and 
dosage  increased  gradually  to  three  tablets 
four  times  daily,  if  required,  to  achieve  a 
satisfactory  response.  The  proper  main- 
tenance level  may  then  be  determined  by 
gradually  reducing  the  dosage  one  tablet 
every  two  or  three  days.  For  optimal  re- 
sults, Sigmagen  Tablets  should  be  admin- 
istered after  meals  and  at  bedtime. 

How  supplied:  Bottles  of  100  and  1000  tablets. 


Source:  Schering  Corporation,  Bloomfield, 
New  Jersey. 

PABALATE - HC 

Description:  Each  Pabalate  — HC  tablet  con- 
tains hydrocortisone  (alcohol)  2.5  mg.,  pot- 
assium salicylate  0.3  Gm.,  potassium  para- 
aminobenzoate  0.3  Gm.,  and  ascorbic  acid 
50.0  mg. 

Action  and  Uses:  Pabalate  — HC  employs 
hydrocortisone  because  it  is  considered  the 
principal  glycogenic  steroid  secreted  by  the 
adrenal  cortex,  and  more  potent  than  cor- 
tisone by  50%.  Pabalate  — HC  achieves 
superior  therapeutic  efficacy  in  the  arth- 
ritides  through  the  synergism  of  hydro- 
cortisone, salicylate,  and  para-aminoben- 
soate.  This  synergism  permits  the  use  of 
smaller,  safer  doses  of  hydrocortisone 
without  sacrifice  of  clinical  benefits.  The 
therapeutic  dose  of  ascorbic  acid  incorpor- 
ated in  the  formula  assures  optimal  con- 
centrations to  support  its  functions  related 
to  the  adrenal  cortices  and  the  protection 
or  corticosteroids  at  the  tissue  level. 

Indications:  Rheumatoid  arthritis  and  its 
variants,  such  as  rheumatoid  spondylitis. 
Still’s  disease,  psoriatic  arthritis  and  acute 
gouty  arthritis.  Also  osteroarthritis,  acute 
rheumatic  fever,  bursitis,  fibrositis  and 
neuritis. 

Dosage:  Adults  — usually  2 tablets  4 times 
daily.  Children  — according  to  age  and 
ability  to  swallow  the  tablets. 

Precaution:  Known  hypersensitivity  to 
salicylate,  para-aminobenzoate  or  hydro- 
cortisone constitutes  a contraindication. 
Any  preparation  containing  corticosteroids 
should  be  administered  with  care,  or 
avoided  completely,  to  patients  with  acute 
psychosis,  chronic  nephritis,  Cushing’s  syn- 
drome, diabetes  mellitus,  peptic  ulcer,  pul- 
monary tuberculosis  and  to  patients  prone 
to  thrombophlebitis.  On  high  daily  dosage 
of  Pabalate  — HC  symptoms  of  salicylism 
or  hypercorticoidism  dictate  dosage  reduc- 
tion, but  never  abrupt  cessation. 

How  supplied:  Light  blue  tablets,  monogram- 
med  AHR,  in  bottles  of  100. 

Source;  A.  H.  Robins  Co.,  Inc.,  Richmond  20, 
Va. 

PLASTIC  BAG  FOR  BLOOD  STORAGE 

A revolutionary  plastic  bag  shows  exper- 
imental promise  of  extending  the  period  of 

storage  of  w^hole  blood  from  the  present  21 
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days  to  35,  a Harvard  University  blood  ex- 
pert says. 

Dr.  John  G.  Gibson  II  told  the  American 
Association  of  Blood  Banks,  meeting  in 
Chicago,  that  the  bag  eliminates  the  “tur- 
bulence and  foaming”  that  occur  when  donor 
blood  is  drawn  into  a glass  bottle,  as  is  now 
the  case. 

“This  turbulence  is  damaging  to  the  red 
cells  and  contributes  significantly  to  the  re- 
duction of  their  time  of  survival,”  Dr.  Gibson 
declared. 

Equipment  of  the  type  described  has  been 
developed  and  perfected  by  Fenwal  Labora- 
tories, Inc.,  Framingham,  Mass. 

It  is  at  present  a government  regulation 
that  whole  blood  can  be  kept  for  only  21  days. 
By  extending  the  survival  time  to  35  days, 
the  quantity  of  whole  blood  available  in  the 
country  at  any  given  time  could  be  substant- 
ially increased.  Dr.  Gibson  pointed  out. 

In  addition,  the  patient  receiving  a trans- 
fusion would  be  getting  a “healthier”  blood. 

Dr.  Gibson  explained  that  once  donor  blood 
leaves  its  normal  environment  in  the  human 
body,  it  begins  to  deteriorate.  “The  best  we 
can  do  in  the  blood  bank  is  to  slow  down 
the  rate  of  deterioration,”  he  said. 

“This  can  best  be  accomplished,”  he  con- 
tinued, “by  minimizing  the  damage  sustained 
by  red  cells  during  retention  in  conventional 
glass  bottles  by  the  universal  employment  of 
plastic  bags.  Thorough  tests  have  shown  that 
blood  collected  in  plastic  bags  is  better  for 
the  patient  at  any  stage  of  storage  than  blood 
collected  in  presently  used  equipment.” 

Dr.  Gibson  proposed  a change  in  the  chem- 
ical mixture  of  the  anticoagulant  solution  in 
the  hope  of  lengthening  survival  time  of 
blood  when  used  in  the  plastic  bag. 

Among  other  advantages  of  the  bag  are 
that  it  takes  up  much  less  storage  space  in  the 
refrigerator,  is  sealed  so  that  no  contaminat- 
ing air  can  get  in  at  any  time,  and  is  pliable 
so  that  by  squeezing  blood  can  be  infused 
more  quickly  into  the  patients  when  needed 
in  emergencies. 

NEOVAR  TABLETS 

Description:  Each  tablet  contains  (Neothyl- 
line  (Dihydroxypropyl  Theophylline),  100 
mg.,  and  Ethaverine  Hydrochloride,  30  mg. 
Indications:  Coronary  disease,  peripheral 
thrombosis,  myocardial  infarction,  angina 
bronchial  asthma,  hypertensive  states. 


dypsnea  and  renal  and  biliary  colic. 

Dosage:  One  or  two  tablets,  3 or  4 times 
daily. 

How  supplied:  Bottles  of  100  and  1000. 

Source:  PauT’Maney  Laboratories,  Inc. 

KEMADRIN 

Description:  Scored  — white  tablets  of  5.  mg. 
procyclidine  HCl. 

Action:  Modifies  the  symptoms  of  parkinson- 
ism. 

Indications:  Kemadrin  is  useful  for  the  treat- 
ment of  parkinsonism,  whether  postence- 
phalitic, idiopathic  or  arteriosclerotic. 

Administration:  The  usual  dosage  of  Kema- 
drin for  initial  treatment  is  2.5  mg.  admin- 
istered three  times  daily,  dosage  adjusted 
according  to  response. 

How  supplied:  Bottles  of  100  and  1000. 

Source:  Burroughs  Wellcome  & Co. 


FEBRUARY  ADVERTISERS 

Abbott  Laboratories 
Ames  Company,  Inc. 

Ayerst  Laboratories 

Brown  & Williamson  Tobacco  Corp. 

Burroughs-Wellcome  & Co. 

Brown  Drug,  Inc. 

Ciba  Pharmaceutical  Products,  Inc. 

The  Coca-Cola  Co. 

Foot-So-Port  Shoe  Co. 

Geigy  Company 

General  Electric  X-Ray  Dept. 

Hazelden 

Chas.  B.  Knox  Gelatine  Co. 

Kreiser’s  Inc. 

Lakeside  Laboratories 
Lederle  Laboratories 
Eli  Lilly  & Co. 

Mead  Johnson  & Co. 

Midwest-Beach  Co. 

Parkway  Hotel 
Parke,  Davis  & Co. 

Charles  Pfizer  & Co. 

Physicians  Casualty  and  Health  Ass’n. 
Riker  Laboratories,  Inc. 

Schering  Corporation 
Schieffelin  & Co. 

G.  D.  Searle  & Co. 

Sharpe  & Dohme,  Inc. 

E.  R.  Squibb  & Sons 

U.  S.  Brewers  Foundation,  Inc. 

The  Upjohn  Company 
Winthrop-Stearns,  Inc. 

Wyeth,  Inc. 
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PHARMACY  PROFESSOR 
ON  USP  COMMITTEE 

G.  C.  Gross,  head  of  the 
pharmacology  department  at 
South  Dakota  State  College, 
has  been  appointed  to  the 
revision  committee  of  the 
“United  States  Pharmaco- 
peia,” one  of  the  two  official 
drug  standards  in  this 
country. 

Professor  Gross  is  one  of 
60  members  on  the  revision 
committee  which  is  com- 
posed of  people  from  the  var- 
ious fields  of  pharmacy  and 
medicine.  He  will  serve  on 
the  subcommittee  for  biologic 
assays  and  tests  and  the  sub- 
committee on  pharmacog- 
nosy. His  appointment  to  the 
committee  extends  until 
1960. 

Dr.  Gross  is  a graduate  of 
the  Division  of  Pharmacy  at 
State  College,  receiving  a 
bachelor  of  science  degree  in 
1939  and  a master  of  science 
degree  in  1940.  He  holds  a 
doctor  of  philosophy  degree 
from  the  University  of 
Florida.  He  first  joined  the 
State  College  staff  in  1940. 


I RHO  CHI  ELECTS  TWO 

Marvin  E.  Brown,  Conde, 
and  Leo  Senger  of  Bismark, 
N.  D.,  were  honored  recently 
by  election  to  membership  in 
the  Rho  Chi  Honorary  Phar- 
maceutical Society.  They 
were  taken  into  Tau  Chapter 
of  the  national  society  at  an 
initiation  banquet  December 
21. 

To  be  considered  for  mem- 
bership a student  must  have 
at  least  a ‘3.00  grade  point 
index  (all  B’s)  and  have 
completed  part  of  the  junior 
college  year. 


ARMY  PHARMACIST 
SEPARATED  FROM 
SERVICE 

Harold  Nelson,  SDSC  1953, 
has  been  recently  separated 
from  active  service  in  the 
U.  S.  Army  Medical  Service 
Corps.  A 1st  Lt.,  Nelson 
served  for  awhile  as  Phar- 
macy Officer  in  charge  of  the 
Valley  Forge  Army  Hospital 
Pharmacy  in  Pennsylvania. 
Although  present  plans  are 
indefinite,  Mr.  Nelson  in- 
tends to  return  to  retail 
pharmacy  in  the  spring. 


STERWIN  CHEMICALS 
ELECTS  SHERWOOD 
AS  VICE-PRESIDENT 

Election  of  Dr.  Reginald  C. 
Sherwood  as  Vice-President 
and  technical  director  of 
Sterwin  Chemicals,  Inc.,  a 
subsidiary  of  Sterling  Drug 
Inc.,  was  announced  recently. 

Dr.  Sherwood  has  been 
technical  director  of  Sterwin 
Chemicals  since  1946,  when 
he  joined  the  company.  Dur- 
ing World  War  II  he  was 
assistant  chief.  Civilian  Food 
Requirements  Branch,  War 
Foods  Administration.  He 
was  associated  from  1929  to 
1943  with  General  Mills  as 
divisional  vice-president  and 
general  manager  of  research 
laboratories. 

Dr.  Sherwood  has  pub- 
lished over  60  technical 
articles  in  scientific  journals 
on  cereal  chemistry  and  vi- 
tamin enrichment.  He  re- 
ceived the  B.S.,  M.S.  in  Phar- 
macy (1916)  and  Ph.G.  degree 
from  South  Dakota  State 
College  and  the  Ph.D.  degree 
from  the  University  of  Minn- 
esota. He  was  assistant  pro- 
fessor of  chemistry  at  Mon- 
tana State  College  and  assist- 
ant professor  of  agricultural 
biochemistry  at  the  Univer- 
sity of  Minnesota. 
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URINARY  CALCULI** 


Leander  W.  Riba,  M.D.,  F.A.C.S.* 
Evanston,  Illinois 


The  causes  of  calculi  formation  are  imper- 
fectly understood.  The  exact  composition  is 
unknown,  but  they  are  made  up  chiefly  of 
urinary  salts  and  a bone-like  matrix  which  is 
a protein  substance  and  not  a protective  col- 
loid. Calcium  oxalate,  uric  acid  or  urate 
stones  may  form  in  alkaline  or  acid  urine, 
usually  acid.  Phosphate  and  carbonate  stones 
precipitate  in  an  alkaline  urine  but  are  highly 
soluble  in  acid  urine. 

An  ordinary  chemical  solution  is  unable  to 
carry  off  all  the  oxalates  and  urates  which 
are  excreted  into  the  urine.  A substitution 
colloid  suspension  secretion,  however,  is 
capable  of  holding  the  salts  in  a 2 to  4 times 
supersaturated  solution  without  precipita- 
tion. Dissolved  calcium  oxalate  also  can  be 
held  in  such  a supersaturated  suspension 
except  in  the  presence  of  a phosphate  nucleus 
or  eroded  epithelium  when  conglomeration 
and  precipitation  can  occur.  Fig.  1.  The  sur- 
face tension  of  the  epithelium  and  the  urine 
are  identical  until  epithelial  erosions  occur. 
The  elevated  surface  tension  of  the  eroded 
epithelium  will  cause  deposition  of  calcareous 
particles  and  a nidus  for  stone. 

*Assistant  Professor  of  Urology,  Northwestern 
University  Medical  School  Attending  Urologist, 
Passavant  Memorial  Hospital. 

**Presented  to  the  S.  D.  Medical  Association  An- 
nual Meeting  held  May  22-24,  1955,  Mitchell, 

S.  D.  i 


Colloid  Suspenaion 


Fig.  1 Normal  and  disturbed  colloid  suspension. 
Conglomeration  resulting  from  denuded 
papilla  epithelium  follow  by  disturbed  sur- 
face tension,  deposition  of  crystaloids, 
nidus  for  stone. 

Many  factors  favor  stone  formation  but 
stones  can  form  without  an  apparent  or  tan- 
gible cause.  It  is  believed  that  the  formation 
of  calculi  are  influenced  by:  1)  infection,  2) 
stasis,  3)  metabolic  changes,  4)  vitamin  and 
dietary  deficiencies  and  5)  hypercalcinosis. 

Infection:  It  has  long  been  known  that  in- 
fection may  precipitate  or  accelerate  stone 
formation.  This  is  particularly  true  with  the 
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urea  splitting  organisms.  Urea  is  broken 
down  into  amonia  and  carbon  dioxide  result- 
ing in  an  alkaline  infection.  Fig.  2.  Infection 
is  always  favored  by  obstruction  in  the  ure- 
thra, bladder,  ureter  or  calyx.  Pyelonephritis, 
especially  focal  pyelonephritis,  resulting  from 
adjacent  or  remote  foci  can  be  the  nidus  for 
calculus  formation.  The  oral  cavity,  skin, 
prostate,  diverticula,  or  cervix  can  be  men- 
tioned as  etiological  remote  foci.  From  these 
remote  foci  the  infection  is  then  carried  to 
the  urinary  tract  by  the  hematogenous  or 
lymphogenous  route. 


Fig.  2 D.  S.  Age  85,  Suprapubic  prostatectomy, 
cystolithotomy  and  intrapelvic  repair  of  a 
large  direct  hernia  present  for  50  years. 
Uneventful  recovery. 

Drainage:  Inadequate  urinary  drainage 
favors  infection.  Infection  and  stasis  predis- 
pose to  stone  formation.  Poor  drainage  re- 
sults from  urinary  obstruction  or  neurogenic 
lesions.  Both  lesions  can  co-exist.  Obstruc- 
tive lesions,  a hypertrophied  prostate,  ure- 
teral strictures  or  hydronephroses  are  com- 
monly plagued  with  calculus  formation. 
Physical  inactivity  or  recumbency  with  de- 
hydration results  in  hypercalcinosis,  urinary 
stasis  and  calculus  formation  in  approx- 
imately 25%  of  patients  (transverse  myelitis, 
poliomyelitis).  Blood  dyscrasias,  as  pernicious 
anemia  or  leukemia  can  produce  stasis  and 
infection. 


Metabolic  Disturbances:  Cystinura  is  a 
familial  metabolic  disturbance.  It  is  a de- 
rangement of  the  sulphur  containing  amino 
acid  metabolism.  About  2V2%  of  cystinuric 
patients  develop  stones.  Fig.  3.  Approximately 


Fig.  3 K.  E.  Age  17,  large  cystine  stone  in  left  mid- 
ureter, removed  surgically.  Two  recurrences 
in  next  two  years  because  patient  would 
not  follow  alkaline  regimen. 

2%  of  patients  with  hyperthyroidism  develop 
urinary  calculi.  The  diagnosis  is  made  by 
the  increased  calcium  blood  level,  decrease 
in  the  phosphorus  below  3 mgms.  per  cent 
and  an  increase  of  150  mgms.  or  more  of  daily 
urinary  calcium.  Only  the  ionized  portion  of 
the  blood  calcium-protein  is  affected  by  hy- 
perparathydroidism.  Uric  Acid  Excretion. 
An  increase  in  urinary  uric  acid  may  result 
from:  1)  physical  or  mental  stress  and  strain, 
causing  an  active  breakdown  of  neucleopro- 
teins  and  increased  urinary  uric  acid  excre- 
tion. 2)  The  administration  of  A.C.T.H.  or 
Cortisone  has  a similar  effect  upon  the  in- 
tercellular ground  substance  as  stress  and 
strain.  Preventing  depolymerization  of  the 
ground  substance  results  in  less  protective 
colloid  in  the  urine.  Gout  can  be  associated 
with  hyper-uric  acid  excretion  and  stone 
formation.  Phosphaturia  and  oxaluria  are 
metabolic  disturbances  but  usually  do  not 
cause  stones.  Large  numbers  of  oxalate  crys- 
tals in  the  urine  can  cause  ureteral  colic  and 
hematuria.  After  a stone  has  once  formed, 
increaser  phosphates  in  the  urine  accelerate 
the  growth. 
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Vitamin  and  diet  deficiency;  It  has  been 
shown  experimentally  (McCarrison,  Higgins, 
and  Randall)  that  stones  can  be  produced 
with  a Vitamin  A and/or  magnesium  de- 
ficiency diet.  There  seems  to  be  sufficient 
clinical  evidence  also  that  Vitamin  A de- 
ficiency is  an  important  factor  in  stone  for- 
mation, but  difficult  to  prove.  In  endemic 
stone  areas  (as  North  India,  South  China, 
Iraq)  there  certainly  seems  to  be  a dietary 
and  Vitamin  A deficiency.  However,  in  the 
North  American  Continent  these  factors 
probably  do  not  play  an  important  part. 
Urinary  calculi  are  frequent  in  Holland 
where  milk  consumption  is  high.  Is  milk  con- 
sumption the  cause?  Increased  milk  intake 
may  cause  hypercalcinuria  and  stone  forma- 
tion. The  diet  also  plays  an  important  part  in 
oxalate  urolithiasis. 

Hypercalcinuria  may  be  idiopathic.  Some 
people  daily  excrete  200  to  500  mgms.  of 
urinary  calcium  without  cause.  In  some  in- 
stances a high  calcium  intake  is  responsible 
for  the  increased  urinary  calcium  out  put. 
In  recumbency  and  physical  rest  movement 
of  calcium  begins  within  a few  days  with  hy- 
perexcretion in  the  urine.  An  equilibrium 
may  not  be  reached  for  6 to  8 weeks  when 
the  urine  calcium  returns  to  normal.  During 
this  period,  with  stasis  and  dehydration,  the 
anlage  for  stone  is  immediately  set  up.  The 
effect  of  Vitamin  D is  to  increase  the  absorp- 
tion of  calcium  and  phosphorus,  thereby  rais- 
ing the  blood  and  urinary  excretion  levels. 
Certain  types  of  urinary  infections  (coccal 
tubular  kidney)  may  cause  absorption  dis- 
turbances resulting  in  increased  urinary  cal- 
cium. Postmenopausal  osteoporsis  may  pre- 
cede urinary  calculi  in  women.  It  has  been 
suggested  that  the  estrogen  deficiency  causes 
a failure  to  stimulate  osteoblastic  activity, 
resulting  in  hypercalcinosis.  Pregnant  women 
seem  singularly  immune  to  calculus  forma- 
tion, but  occasionally  do  occur. 

HYALURONIDASE 

Hyaluronidaise  is  an  enzyme  adjunct  in 
the  treatment  of  urinary  calculi.  The  best 
results  are  obtained  in  primary  calculi,  as 
calcium  oxalate  and  calcium  phosphate  and 
oxalate.  If  indicated,  it  shows,  arrests  or  pre- 
vents calculus  formation.  It  works  well  in 
uric  acid  stones.  The  enzyme  action  may  pre- 
vent incrustation  of  catheters  or  nephros- 
tomy tubes.  In  its  action  it  breaks  down  in- 


tercellular mucopolysaccharide  hyaluronic 
acid.  Hyaluronic  acid  is  a protective  colloid 
and  is  excreted  as  glucoronic  acid  and  glu- 
cosamine. Hyaluronidase  action  is  blocked 
by  Cortisone  or  A.C.T.H.  Cortisone  will  pre- 
vent the  liberation  of  hyaluronic  acid  there- 
by reducing  the  protective  colloid  in  the 
urine. 

SYMPTOMS 

There  seem  to  be  a few  silent  stones,  but 
their  presence  may  be  betrayed  by  the  reflex 
symptoms.  Pain  is  usually  the  outstanding 
symptom.  The  pain  can  be  dull  and  mild, 
but  is  more  apt  to  be  sudden,  sharp  and 
severe.  It  may  remain  localized  in  the  back 
or  flank  or  it  may  radiate  anteriorly  into  the 
genitals  or  the  inside  of  the  thigh.  Severe 
pain  produces  nausea  and  vomiting  through 
the  reno-gastric  syndrome.  Gross  hematuria 
can  be  the  first  symptom.  When  a stone  ad- 
vances down  the  ureter  the  symptoms 
change.  A low  ureteral  stone  causes  fre- 
quency. A stone  in  the  intramural  ureter 
causes  blader  tenesmus,  terminal  bleeding, 
and  a low  backache.  In  the  presence  of  in- 
fection a blocked  ureter  produces  chills  and 
fever  with  elevation  of  the  white  count.  A 
stone  in  the  urethra  presents  stricture  sym- 
ptoms. 

DIAGNOSIS 

The  physical  examination  of  patients  with 
a stone  is  frequently  negative  except  for  re- 
gional localized  tenderness.  The  tempera- 
ture and  white  count  remain  normal.  Ileus 
and/or  nausea  and  vomiting  result  from  re- 
flex sympathetic  stimulation.  The  most  sig- 
nificant findings  are  red  blood  cells  in  the 
urine.  When  repeated  examinations  fail  to 
show  RBC’s  the  diagnosis  of  calculus  should 
be  questioned.  A scout  film  (K.U.B.)  of  the 
abdomen  will  reveal  the  stone  except  in  the 
10%  non-opaque  group.  Excretory  pyelo- 
grams  (antero-posterior  and  oblique)  will 
show  the  location  and  degree  of  obstruction 
(dilatation)  except  when  the  ureter  is  totally 
blocked.  With  complete  blockage  the  in- 
volved side  does  not  visualize.  The  blocked 
ureter  can  be  explored  with  an  ureteral  cath- 
eter. If  the  catheter  fails  to  pass  the  stone, 
retrograde  X-ray  dye  may  gravitate  into  the 
proximal  ureter  with  the  patient  in  Tren- 
delenburg. 

The  Differential  Diagnosis  should  include, 
first  of  all,  calcareous  shadows  within  the  ab- 
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domen  and  pelvis,  calcified  mesenteric 
glands,  gall  stones,  and  phleboliths  are  seen 
commonly  and  must  be  differentiated  from 
urinary  concretions.  Hydronephrosis,  due  to 
ureteropelvic  stricture  or  aberrant  vessel 
may  have  stone  symptoms  and  are  differen- 
tiated only  with  X-ray  films.  Two  or  more 
lesions  may  be  present,  such  as  renal  tumor 
and  stone  or  renal  tuberculosis  and  stone. 
Any  intra-abdominal  or  retroperitoneal  le- 
sion (fibroids,  tumors,  carcinoma)  which  im- 
pinges upon  the  ureter  may  cause  renal  pain. 
Nephroptosis  with  rotation  or  poor  drainage 
causes  renal  pain  and  tenderness,  usually 
relieved  on  lying  down.  Orthopedic  lesions 
as  acute  back  strain  or  spondylolisthesis  can 
be  confused  with  urinary  calculus  pain. 
Showers  of  oxalate  crystals  (oxaluria)  may 
injure  and  cut  the  ureteral  epithelium,  cause 
bleeding,  ureteral  spasm  and  pain.  The  urine 
usually  shows  large  numbers  of  sharp  oxalate 
crystals  and  red  cells. 

When  a small  stone  drops  into  the  ureter 
it  creates  an  acute  emergency.  Fig.  4.  When 
this  happens  in  the  presence  of  infection, 
chills  and  fever  may  follow  the  ureteral 
blockage.  Bilateral  ureteral  stones  may  block 
the  flow  of  urine  and  cause  an  acute  suppres- 
sion of  urine  and  anuria.  Stones  may  com- 
plicate other  illness  as  glandular  dysfunction 
(hyperparathroidism,  Cushing’s  syndrome), 
transverse  myelitis,  poliomyelitis,  malig- 
nancy or  pregnancy,  etc.).  A stone  left  in  the 
kidney  indefinitely  will  produce  pyelone- 
phritis, fat  replacement  and  progressive  des- 
truction of  the  kidney.  Fig.  5. 

TREATMENT 

A urinary  stone  always  deserves  careful 
treatment.  A quiescent  stone  may  be  tem- 
porarily left  alone.  Diuresis  and  watchful 
waiting  may  prove  sufficient.  Continuous 
irrigation  with  a pH  4 citric  acid  solution, 
solution  G,  may  dissolve  a very  soft  stone 
but  not  a hard  one.  The  composition  of  the 
stone  must  be  known  and  it  should  lie  ex- 
posed. Only  calcium  phosphate  and  mag- 
nesium ammonium  phosphate  are  soluble  in 
solution  G.  Adequate  time  must  be  available 
and  at  best,  dissolution  is  only  a surgical  ad- 
junct. For  some  years  we  have  used  2% 
avertin  solution  and  mineral  oil  in  the  prox- 
imal ureter  before  removing  the  indwelling 
catheter.  Our  results  were  never  too  con- 


Fig.  4 H.  O.  Age  30,  treated  conservatively,  small 
pelvic  phlebolith  mistaken  for  stone.  Large 
stone  in  left  mid-ureter  hidden  by  sacrum. 
Successfully  removed  by  ureterostomy  after 
catheterization. 

vincing.  Following  adequate  anesthesia  mul- 
tiple ureteral  catheters  may  bring  down  the 
calculus  after  becoming  enmeshed  by  twist- 
ing and  rotation  of  the  catheters.  We  are  now 
having  measured  success  with  the  Johnson 
basket  and  the  Ellik  loop  catheter.  Intelligent 
use  of  these  two  instruments  will  deliver 
many  a calculus  1 cm.  in  diameter  or  less. 
Under  no  circumstance  should  weights  be 
attached  to  aid  in  the  withdrawal.  Low-lying 
stones  have  a better  opportunity  to  pass  or 
be  extracted  transurethrally.  It  must  be 
possible  to  pass  a catheter  or  basket  beyond 
the  stone  before  extraction  can  be  success- 
fully carried  out. 
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Fig.  5 F.  D.  Age  47,  I.V.P.  1953,  small  atrophic 
left  kidney,  large  right  kidney,  severe  hy- 
pertension. Large  stone  removed  from  left 
upper  ureter  in  1940,  the  block  caused  sup- 
purating pyelonephritis. 

The  surgeon  must  exercise  rare  judgment 
in  the  surgical  treatment  of  urinary  calculi. 
Every  patient  presents  an  individual  prob- 
lem. Over  conservatism,  prolonged  procras- 
tination and  repeated  instrumentation  may 
unnecessarily  increase  the  disability  and 
morbidity.  We  should  not  forget  that  our  in- 
strumentation aramentarium  can  produce 
more  harm  or  complications  than  open  sur- 
gery. 

After  surgery  is  contemplated  some  pre- 
cautions may  avoid  pitfalls.  A preoperative 
catheter  to  fix  a ureteral  stone  or  an  X-ray 
film  immediately  before  surgery  are  helpful 
adjuncts  to  the  surgeon.  Equipment  for  tak- 
ing X-ray  films  during  the  operation  is  neces- 
sary and  should  be  available.  An  X-ray  film 
of  a mobilized  kidney  will  reveal  residual 
calculi  and  greatly  reduce  the  incidence  of 
recurrent  calculi.  Adequate  maintenance  of 
the  patient’s  position  on  the  operating  table 
is  essential  for  good  surgical  technique.  The 
usual  lumbo-abdominal  incision  should  be 
high  and  adequate.  In  short-statured  patients 
or  high-lying  kidneys  a subperiosteal  rib  re- 
section can  simplify  a difficult  operation.  Fig. 


6.  A liberal  incision  over  the  calculus  in  the 
ureter  or  kidney  will  not  only  facilitate  its 
removal  but  also  avoid  fragmentation. 


Fig.  6 H.  B.,  Age  37.  Shot  in  left  flank,  rupture 
left  kidney,  bullet  lodged  near  right.  Urine 
drained  from  left  flank  after  left  nephrec- 
tomy. Repeated  right  perinephric  abcesses. 
Three  large  calculi  in  right  kidney  removed 
by  partial  11th  rib  resection  and  nephro- 
tomy. 

Extensive  nephrotomy,  heminephrectomy, 
polar  or  caliceal  resections  for  stone  can  be 
presently  carried  out  with  the  aid  of  anti- 
biotics. Preoperative  treatment  of  infections 
will  avoid  postoperative  sepsis  and  compli- 
cations. The  use  of  anti-biotics  has  been  a 
tremendous  help  in  the  field  of  conservative 
renal  surgery.  After  the  renal  parenchyma 
has  been  incised  careful  hemostasis  is  essen- 
tial to  avoid  postoperative  bleeding  and  a 
prolonged  morbidity.  Properly  placed  retro- 
peritoneal drains  aid  the  postoperative  reso- 
lution and  repairative  processes.  Small  pye- 
lotomy  or  ureterotomy  incisions  need  not  be 
sutured.  They  close  faster  and  better  with- 
out sutures,  providing  there  is  no  obstruction 
distal  to  the  incision. 

Surgery  for  stone  in  solitary  kidneys  is 
borne  unusually  well  by  the  average  patient. 
The  same  principals  of  treatment  apply 
whether  a patient  has  one  or  two  kidneys. 
One  is  obligated  to  inaugurate  definite  treat- 
ment earlier.  Manipulation  and  instrumen- 
tation should  certainly  be  reduced  to  a min- 
imum. 

ANESTHESIA 

For  manipulation  or  extraction  of  a stone 
transurethrally  spinal  or  general  anesthesia 
is  satisfactory.  Our  choice  for  stone  manipu- 
lation is  a caudal  block  combined  with  intra- 
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venous  sodium  pentothal.  The  combination 
gives  excellent  relaxation,  is  safe  and  pa- 
tients have  minimal  side  reactions.  For  renal 
surgery  we  prefer  spinal  block  supplemented 
by  intravenous  sodium  pentothal  or  nitrous 
oxide.  Where  diaphragm  or  pleural  manipu- 
lation is  anticipated  endotracheal  becomes 
the  anesthesia  of  choice. 


POSTOPERATIVE  ESSENTIALS 

A patient  who  has  been  treated  for  stone 
should  never  be  discharged.  The  incidence 
of  18%  recurrences  can  be  materially  reduced 
by  a few  careful  follow-up  observations.  Ade- 
quate stone  analyses  and  metabolic  studies 
are  mandatory.  Treatment  should  be  con- 
tinued until  the  urine  is  sterile.  Excretion 
urography  should  show  free  drainage.  Advice 
regarding  the  sufficient  amount  of  fluid  in- 
take is  essential.  The  prescribing  of  vitamins 
is  debatable,  but  perhaps  better  to  give  them. 
When  a stone  forms  in  an  alkaline  urine, 
sodium  acid  phosphate  by  mouth  will  aid  in 
acidification.  In  patients  with  cystine  or  uric 
acid  stones  the  urine  should  be  kept  alkaline 
with  sodium  carbonate  or  citrate.  A patient 
with  a calcium  oxalate  stone  should  reduce 
milk  intake  and  placed  on  a low  calcium  diet. 
Aluminum  gels  may  be  utilized  postopera- 
tively  in  residual  ure-splitting  alkaline  in-' 
fections.  All  adjacent  or  remote  foci  of  in- 
fection should  be  treated  or  removed.  The 
above  regimen  is  most  efficaceous  in  pre- 
venting recurrent  urinary  calculi. 


SUMMARY 

The  incidence  of  stone  formation  seems  to  be 
dropping  (U.S.A.)  The  better  control  of  infections 
with  chemotherapy  and  antibiotics  plays  a part. 
Patients  are  examined  and  treated  earlier.  The 
destruction  of  the  urinary  organs  is  not  as  great. 
Fewer  kidneys  are  now  being  removed  for  stones. 
Careful  preoperative  studies  and  treatment  for 
infections  pave  the  way  for  more  conservative 
renal  surgery.  This  preparation  gives  the  surgeon 
a wider  range  of  confidence  and  desire  to  conserve 
as  much  renal  parenchyma  as  possible  at  the  time 
of  operation.  Parenchymal  regeneration  follow- 
ing polar  resections  or  heminephrectomy  can  occur 
to  a surprising  degree,  particularly  in  the  absence 
of  infection.  Fig.  7.  Regeneration  is  always  more 
certain  in  the  younger  age  group.  The  crowning 
achievement  in  renal  surgery  today  is  not  the 
ability  to  remove  but  to  reconstruct  and  save.  It 
requires  infinitely  more  skill  and  judgment  to 
save  a kidney  than  to  remove  it.  We  are  now  able 
to  predict  more  accurately  the  results  of  conser- 
vative renal  surgery  if  our  preoperative  studies 
include  an  aortogram  (lumbar  or  femoral  punc- 
ture). Visualization  of  the  renal  pedicle  will  re- 
veal the  arterial  abnormalities  or  deficiencies 
which  will  guide  the  surgeon  regarding  the  choice 
of  operation.  Fig.  8. 


3 stones  lower  pole  right  kidney  (1946). 
Pyelogram  showed  neuromuscular  deficien- 
cy upper  Vz  ureter  and  calices. 


Fig.  7b  Stones  increased  in  size  by  1950  and  de- 
veloped staphylococcus  infection. 
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Fig.  8a  H.  B.  Age  37,  Left  hydronephrosis  with 
stone  (grade  iv)  treated  by  nephrectomy. 
Right  hydronephrosis  (grade  i). 
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Fig  8b  Aortogram,  by  Femoral  catheterization, 
showed  an  inadequate  left  renal  artery  and 
an  aberrant  right  lower  pole  artery  as  the 
main  blood  supply  and  also  causing  the 
hydronephrosis.  The  right  vascular  pat- 
tern information  will  be  invaluable  during 
the  subsequent  treatment  of  the  solitary 
right  kidney. 


CONCLUSIONS 

1.  Patients  with  urinary  calculi  are  now  seen 
earlier  and  structural  changes  are  less  severe. 

2.  Transurethral  and  open  surgical  removal  are 
considered  definite  treatment  for  stone. 

3.  Keen  judgment  is  required  when  it  is  best  to 
wait,  instrument  or  perform  open  surgery. 

4.  Postoperative  follow-up  is  impairative  and  will 
avoid  recurrences. 
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AERO  MEDICAL  ASSOCIATION  TO  MEET 

The  Annual  Meeting  of  the  Aero  Medical  Association  will  be  held  at  the  Drake  Hotel, 
Chicago,  Illinois,  on  April  16,  17,  and  18.  This  year’s  meeting  will  provide  the  most  compre- 
hensive review  of  current  progress  in  Aviation  Medicine  ever  presented.  There  will  be  137 
papers  presented  dealing  with  every  aspect  of  the  field  and  coming  from  military  and  civilian 
sources  in  nine  countries.  Of  particular  interest  will  be  the  section  meetings  which  will  in- 
clude in  their  agenda  panel  discussions  of  vital  topics  by  top  authorities  in  each  field.  Those 
sections  convening  will  include  the  following  sub-specialities;  Space  Medicine,  Civil  Aviation 
Medicine,  Aviation  Physiology,  Aviation  Ophthalmology,  Acceleration  and  Deceleration,  Air 
Passenger  Transportation,  Noise  and  Vibration,  Pilot  Selection  and  Aviation  Psychology,  Per- 
sonal Equipment,  Aviation  Pathology,  Aviation  Medical  Education,  and  a combined  sympo- 
sium on  Escape  from  High  Performance  Aircraft.  All  members  of  the  profession  are  cordially 
invited  to  attend  any  or  all  of  these  sessions. 

The  Wives  Wing  of  the  Aero  Medical  Association,  composed  of  over  three  hundred  wives 
of  Association  Members  will  hold  their  annual  functions  on  the  same  dates.  All  wives  of  per- 
sons in  the  profession  are  also  cordially  invited  to  attend. 

Sincerely  yours, 

James  N.  Waggoner,  M.D. 

Arrangements  Committee 
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RADIOIODINE  IN  THE  DIAGNOSIS  OF 
THYROID  DYSFUNCTION* 
Frances  O.  Kelsey,  Ph.D.,  M.D.** 

■ and 

F.  Ellis  Kelsey,  Ph.D. 
Vermillion,  South  Dakota 


In  recent  years,  the  use  of  radioactive 
iodine  has  proved  of  great  value  in  the  diag- 
nosis of  thyroid  dysfunction.  In  the  past  year, 
the  isotope  laboratory  of  the  Department  of 
Physiology  and  Pharmacology  of  the  Univer- 
sity of  South  Dakota  has  made  some  120  up- 
take studies  on  some  108  patients.***  In  ad- 
dition to  serving  as  diagnostic  procedures, 
these  studies  are  providing  information  con- 
cerning the  metabolism  of  iodine  in  the 
population  of  this  State,  and  have  illustrated 
the  feasibility  of  establishing  clinical  isotope 
facilities  in  the  smaller  medical  center. 
PROCEDURE:  Patients  are  given  tracer 
doses  of  carrier-free  NaU^'',  ranging  from  25 
to  50  microcuries.  They  are  instructed  to 
avoid  foods  rich  in  iodine,  such  as  sea-foods, 
for  some  48  hours  prior  to  the  study,  and  are 
questioned  concerning  the  possible  ingestion 

*The  substance  of  this  report  was  presented  to 
the  Sioux  Valley  Medical  Ass’n.  at  its  annual 
meeeting,  Sioux  City,  Feb.  21,  1956.  From  the 
Department  of  Physiology  and  Pharmacology, 
University  of  South  Dakota  School  of  Medical 
Sciences.  This  investigation  has  been  made 
with  the  assistance  of  a grant  from  the  Com- 
mittee on  Research,  Council  on  Pharmacy  and 
Chemistry,  American  Medical  Association. 

**  Studies  carried  out  during  the  tenure  of  a 
Lederle  Medical  Faculty  Award. 

***The  Clinical  uptake  studies  were  performed 

at  the  Sacred  Heart  Hospital  at  Yankton,  Yank- 
ton State  Hospital  and  the  Dakota  Hospital, 
Vermillion,  South  Dakota. 


of  iodine-containing  preparations,  antithyroid 
drugs  or  thyroid.  The  patient  returns  24 
hours  later  for  the  uptake  study,  bringing 
with  him  the  total  urinary  excretion  for  the 
24  hour  period.  The  radioiodine  content  of 
the  thyroid  gland  is  then  measured  by  means 
of  a scintillation  counter,  readings  being 
taken  at  two  distances  from  the  neck.  Similar 
measurements  are  then  made  of  the  standard 
dose,  placed  in  a simulated  neck.  Since  this 
standard  is  identical  in  strength  with  the  dose 
given  to  the  patient,  the  percent  uptake  by 
the  gland  is  readily  determined.  ^ The  radio- 
iodine content  of  the  urine  is  determined 
using  a well-type  counter  and  the  percent  of 
the  dose  excreted  in  the  urine  in  24  hours 
calculated.  In  addition,  blood  is  drawn  and 
the  radioactivity  of  5 cc.  of  plasma  is  deter- 
mined. The  plasma  proteins  are  then  pre- 
cipitated with  trichloracetic  acid  and  washed 
thoroughly,  following  which  the  radioactive 
protein-bound  iodine  is  determined.  Both 
total  radioactive  iodine  (total  D3i)and  pro- 
tein-bound radioactive  iodine  (PBT'3'')  are 
expressed  as  percent  of  dose  per  liter  of  plas- 
ma. Further  determinations  include  total 
protein-bound  iodine  and  total  urinary  iodine 
using  the  method  described  by  Grossman  and 
Grossman.2**** 

INTERPRETATION:  Radioiodine  entering 

****We  are  indebted  to  Mr.  Alvin  Gullock,  Huron 
Clinic  Foundation  Fellow  in  Pharmacology, 
for  the  chemical  analyses. 
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the  circulation  is  handled  by  the  body  ex- 
actly as  non-radioactive  iodine.  It  is  there- 
fore distributed  evenly  throughout  the  extra- 
cellular fluids.  In  addition,  concentration  of 
iodine  occurs  in  the  thyroid  gland  due  to  the 
“trapping”  mechanism  of  the  gland,  while 
excretion  occurs  largely  in  the  urine.  Some 
iodide  is  excreted  by  the  salivary  and  gastric 
glands  and  either  reabsorbed  in  the  gastroin- 
testinal tract  or  excreted  in  the  feces.  Under 
normal  circumstances  the  iodine  “trapped” 
by  the  thyroid  is  oxidized  to  iodine  which 
reacts  with  tyrosine  to  give  di-iodotyrosine 
which  is  ultimately  conjugated  to  give  thy- 
roxin. The  organic  iodide  compounds  are 
stored  in  the  gland  as  thyroglobulin.  Thy- 
roxin is  gradually  released  from  this  complex 
and  enters  the  blood  stream  to  become  bound 
immediately  to  plasma  globulin  to  form  the 
bulk  of  the  plasma  protein-bound  iodine.  The 
amount  of  iodine  taken  up  by  the  thyroid  is, 
in  general,  directly  related  to  the  activity  of 
the  gland  while  the  amount  excreted  in  the 
urine  is  reciprocally  related  to  the  uptake. 
The  amount  of  radioactive  protein-bound 
iodine  in  the  blood  is  directly  related  to  the 
activity  of  the  gland.  ^ 

RESULTS:  Normal  Individuals.  19  appar- 
ently healthy  young  males  ranging  from  21 
to  27  years  of  age  were  given  tracer  doses  of 
radioiodine.  As  can  be  seen  from  Table  1,  the 

Table  I 

Summary  of  data  obtained  from  a series  of  19 
apparently  healthy  young  male  subjects. 

Thyroid  Urinary  Plasma  1131 

Uptake  Excretion  PBI 

% % Total  PBI131  ug% 

Average  25  65  0.34  0.017  6.2 

Range  16-35  41-83  0.22-0.64  0.00-0.05  5.00-7.49 

uptakes  of  this  group  averaged  25%  with  a 
range  of  16  to  35  while  the  24  hour  urine  ex- 
cretion averaged  65%  with  a range  of  from. 
41  to  83.  Measurements  made  at  3,  6,  and 
24  and  48  hours  and  nine  days  indicate  that 
the  uptake  was  virtually  maximal  at  24 
hours.  At  the  end  of  the  first  24  hour  period, 
the  average  protein-bound  radioiodine  for 
this  group  was  0.017%  of  dose  per  liter  of 
plasma  with  a range  of  zero  to  0.05  while  the 
total  plasma  radioiodine  was  0.34%  with  a 
range  of  0.22  to  0.64.  During  the  second  24 


hour  period,  the  total  plasma  radioiodine  de- 
creased whereas  the  protein-bound  radio- 
iodine increased,  as  more  of  the  labelled  hor- 
mone was  released  from  the  gland.  The  pro- 
tein-bound iodine  averaged  6.2  micrograms 
per  100  cc.,  with  a range  of  5 to  7.49. 

Hyperthyroid  Individuals.  Table  2 shows 
results  obtained  in  a group  of  patients  in 
which  the  diagnosis  of  hyperthyroidism  was 
made  on  clinical  grounds.  It  can  be  seen  that 
the  thyroid  uptake  is  much  higher  while  the 
urinary  excretion  is  much  lower  in  these 
patients  than  in  the  normal  subjects.  Further- 
more the  amount  of  plasma  protein-bound 
radioiodine  is  some  10  to  60  times  that  of  the 
normal  controls  indicating  that  the  hor- 
mone is  being  liberated  from  the  gland  at  a 
greater  rate. 

Table  II 

Data  obtained  from  patients  with  clinical  evidence 
of  hyperthyroidism.  Note  the  elevated  values  for 
thyroid  uptake  and  plasma  protein-bound  1131. 

Plasma  1131 

Patient  Urinary  Total  PB1 1 3 1 Plasma 

Number  Thyroid  Excre-  PBI 

Uptake  tion  ug  % 

% % 


54-17* 

67 

27 

0.74 

0.33 

— 

55-107* 

60 

__ 

0.71 

0.43 

— 

55-107 

67 

11 

0.82 

0.50 

— 

54-12* 

74 

17 

2.1 

1.20 

— 

55-106* 

75 

25 

0.85 

0.56 

— 

55-119 

60 

30 

0.26 

0.14 

12 

54-13 

47 

47 

1.2 

0.56 

— 

* Subsequently  treated  with  1131. 

One  of  the  most  useful  functions  of  the 
radioiodine  uptake  test  is  to  rule  out  hyper- 
thyroidism in  the  patient  with  complaints 
suggestive  of  hyperthyroidism  such  as  tachy- 
cardia, nervousness,  and  weight  loss.  In  such 
patients,  basal  metabolic  determinations  are 
usually  unreliable.  Results  obtained  on  a 
representative  group  of  such  patients  are 
shown  in  Table  3.  In  no  case  was  the  data 
suggestive  of  hyperthyroidism. 

Apparently  euthyroid  individuals  with 
high  thyroid  uptakes.  Table  4 shows  repre- 
sentative data  obtained  on  a series  of  patients 
with  no  clinical  evidence  of  thyroid  disorder 
who  nevertheless  showed  a much  higher 
thyroid  uptake  than  normal  individuals. 
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Table  III 

Data  obtained  from  a representative  group  of 
patients  with  symptoms  suggestive  of  hyper- 
thyroidism. All  findings  are  consistent  with  nor- 
mal thryroid  function. 

Patient  Thyroid  Urinary  Plasma  1131 
Number  Uptake  Excretion  Total  1131  PBI131 


54-14 

26 

65 

0.61 

0.024 

54-18 

14 

42 

0.78 

0.015 

54-21 

17 

72 

0.59 

0.05 

55-102 

26 

29 

0.73 

0.025 

55-103 

22 

48 

0.5 

0.02 

55-110 

32 

— 

0.25 

0.05 

55-113 

29 

53 

0.33 

0.06 

55-114 

17 

70 

1.17 

0.03 

Table  IV 

Examples  of  euthyroid  individuals  with  high  thy- 
roid uptakes  presumed  to  be  due  to  low  iodine 
intake. 

Plasma  1131 

Patient  Thyroid  Urinary  Total  I PBI131  Plasma 


Number 

Uptake 

% 

Excre- 

tion 

% 

PBI 
ug  % 

55-158 

67 

22 

0.26 

0.05 

6.5 

55-125 

47 

17 

0.61 

0.08 

6.1 

55-126 

63 

11 

0.08 

0.08 

5.4 

55-115 

43 

21 

0.25 

0.03 

— 

55-116 

53 

34 

0.15 

0.04 

— 

However,  in  contrast  with  the  results  in 
frankly  hyperthyroid  individuals,  these  pa- 
tients showed  values  for  plasma  protein- 
bound  radioiodine  essentially  similar  to  the 
normal  group.  These  individuals  are  all  in 
an  institution  where  iodized  salt  is  not  em- 
ployed for  cooking  or  as  a condiment.  It  is 
probable  that  the  high  uptakes  in  these  in- 
dividuals is  due  to  the  well-known  avidity 
of  the  thyroid  gland  for  iodine  in  conditions 
of  low  iodine  intake.'^  Estimation  of  the  PBI- 
131  provides  a simple  means  of  separating 
these  patients  from  hyperthyroid  patients. 

Low  iodino  uptake  with  or  without  evi- 
dence of  hypothyroidism.  Table  5 shows  re- 
sults in  a group  of  patients  in  whom  the 
thyroid  uptake  was  less  than  ten  percent. 
In  one  patient  (no.  54-26)  this  low  uptake  was 
associated  with  a clinical  picture  typical  of 
myxedema.  Uptake  studies  were  repeated 
after  administration  of  thyrotropic  hormone 
*in  an  endeavor  to  determine  whether 
the  hypothyroidism  was  of  pituitary  origin. 5 
Since  the  uptake  was  not  increased  after  this 
treatment  it  was  concluded  that  the  thyroid 
gland  was  incapable  of  responding  to  stim- 
ulation by  the  pituitary  gland.  In  two  pa- 
tients (54-23;  54-9),  low  uptakes  were  assoc- 
iated with  ingestion  of  thyroxin  and  an 
iodine-containing  radio-opaque  dye  respec- 
tively. High  iodine  ingestion  leads  to  low 
uptake  of  radioiodine  since  the  radioactive 

*The  Thyrotropic  hormone  (TSH)  was  supplied  by 
Armour  Laboratories,  Chicago,  Illinois. 


Table  V 

Data  illustrating  various  conditions  that  may  give 
rise  to  abnormally  low  thyroid  uptakes. 


Plasma  1131 


Patient 

Thyroid 

Urinary 

Total  1131 

PBI131 

Comment 

Number 

Uptake 

Excretion 

% 

% 

Factitious 

54-3 

0 

70 

~ 

— 

Thyrotoxicosis? 

54-9 

4 

65 

2.4 

0.07 

Priodax  given 
night  of  test 

54-23 

1.5 

70 

3.5 

0.001 

Taking  Thyroid 
daily 

54-26 

2.6 

24 

1.24 

0.017 

Typical  myxedema 

1 

31 

— 

— 

Repeat  follow- 
ing TSH 

54-8 

2 

51 

— 

— 

Subacute  thyro- 
ditis 

2.6 

33 

0.54 

0.15 

After  recovery 
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Table  VI 


Radioiodine  uptake  studies  before  and  after  treat- 
ment of  thyrotoxicosis  with  radioactive  iodine. 


Patient 

Number 

Conditions 

Uptake 

Urine 

Exeretion 

Plasma 

1131 

1131 

PBI131 

PBI 
ug  % 

54-17 

Before  therapy 

52 

50 

0.58 

0.19 

7 months  after 

8 me.  1131 

54 

30 

0.81 

0.21 

9.17 

54-12 

Before  therapy 

74 

17 

2.1 

1.20 

3 months  after 

5 me.  1131 

81 

17 

1.13 

0.71 

6 months  after 

9 me.  1-131 

26 

61 

0.63 

0.25 

4.0 

55-106 

Before  therapy 

75 

25 

0.85 

0.56 

3 months  after 

8 me.  1-131 

18 

67 

0.96 

0.18 

2.2 

iodine  becomes  greatly  diluted  by  the  non- 
radioactive iodine.  Under  these  circum- 
stances, the  total  plasma  1-131  is  usually  ab- 
normally high.  Thyroid  ingestion  will  de- 
press uptake  by  depressing  endogenous  thy- 
roxin synthesis.  In  one  patient  (no.  54-3)  it 
was  suspected  that  the  low  uptake  was  due 
to  surreptitious  self-medication  with  thyroid. 
It  was  unfortunate  that  a plasma  protein- 
bound  iodine  determination  was  not  done  in 
this  patient  as  an  elevated  plasma  protein- 
bound  iodine  in  the  presence  of  low  thyroid 
radioiodine  uptake  is  characteristic  of  fac- 
titious thyrotoxicosis. 6 One  patient  (no.  54-8) 
with  pain  and  tenderness  over  the  thyroid 
region  and  an  elevated  sedimentation  rate, 
had  a very  low  uptake  of  radioiodine  by  the 
thyroid.  Several  months  later  when  the  pain 
over  the  thyroid  had  disappeared  and  the  sed- 
imentation rate  had  returned  to  normal,  the 
radioiodine  uptake  by  the  gland  was  normal. 
Radioiodine  uptake  studies  may  serve  as  a 
useful  diagnostic  aid  in  thyroiditis  since  the 
uptake  is  usually  depressed  although  both 
protein-bound  iodine  and  the  basal  metabolic 
rate  may  be  elevated,  presumably  due  to 
liberation  of  stored  thyroxin  from  the  thy- 
roid by  the  disease  process. ”7 

While  a radioiodine  thyroid  uptake  of  10% 
or  below  is  suggestive  of  hypothyroidism, 
many  investigators  have  stressed  the  in- 
adequacy of  the  thyroid  uptake  for  the  diag- 
nosis of  hypothyroidism.  Our  results  are  in 
line  with  these  studies  for  we  have  observed 
low  iodine  uptakes  with  no  other  evidence  of 


thyroid  deficiency.  For  this  reason,  radio- 
iodine studies  should  be  supplemented  with 
chemical  protein-bound  iodine  determina- 
tions and  cholesterol  determinations  when 
hypothyroidism  is  suspected. 

Uptakes  following  therapeutic  doses  of 
radioiodine.  Several  reports  have  indicated 
that  radioiodine  tracer  studies  may  not  al- 
ways be  reliable  following  treatment  of  hy- 
perthyroidism with  radioiodine  or  surgery. 
Preliminary  studies  from  this  laboratory  are 
in  agreement  with  this  view-point  (Table  6). 
Patient  No.  54-17  with  a nodular  goiter  and 
relatively  mild  symptoms  of  hyperthyroidism 
showed  no  clinical  improvement  7 months 
after  8 millicuries  of  1^3  h Uptake  studies  and 
protein-bound  iodine  were  consistent  with 
hyperthyroidism.  Patient  No.  54-12  with 
severe  recurrent  hyperthyroidism,  was  first 
treated  with  a conservative  dose  of  radio- 
iodine (5  millicuries).  Three  months  later, 
she  showed  no  clinical  improvement  and  the 
diagnostic  radioiodine  studies  were  consistent 
with  hyperthyroidism.  At  this  time  9 milli- 
curies of  radioiodine  were  given.  Six  months 
later,  the  patient  was  greatly  improved  clin- 
ically. At  this  time  the  radioiodine  uptake 
was  within  normal  limits  although  the  ele- 
vated PBU3''  value  was  characteristic  of 
hyperthyroidism.  Patient  No.  55-106,  with 
severe  symptoms  of  hyperthyroidism,  was  re- 
examined 3 months  following  8 millicuries 
of  radioiodine.  At  this  time  the  thyroid  up- 
take was  found  to  be  within  normal  limits 
while  the  PBI^^i  was  suggestive  of  hyper- 
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thyroidism.  On  the  other  hand  the  protein- 
bound  iodine  was  low  (2.2  micrograms  per  100 
cc.)  and  the  B.M.R.  was  depressed  (-30).  The 
patient  complained  of  fatigue,  mild  muscle 
pains  and  weight  gain.  These  symptoms  were 
relieved  with  1 grain  of  thyroid  daily. 

Blom  and  Terpstra  suggest  that  following 
thyroid  surgery,  the  small  remnants  of  the 
gland  that  are  left  functioning  secrete  manu- 
factured hormone  as  rapidly  as  possible. ^ 
A similar  sequence  of  events  following  radio- 
iodine could  account  for  the  high  PBIisi  in 
the  presence  of  normal  or  low  values  for 
thyroid  uptake  and  protein-bound  iodine  in 
patients  54-12  and  55-106. 

SUMMARY  AND  CONCLUSIONS 

Data  obtained  from  radioiodine  uptake  studies 
on  normal  individuals  and  patients  with  thyroid 
dysfunction  are  presented. 

High  uptakes  are  seen  in  hyperthyroidism  and  in 
iodine  deficiency.  In  the  former  the  plasma  pro- 
tein-bound radioiodine  is  elevated  while  in  the  lat- 
ter the  plasma  protein-bound  radioiodine  is  similar 
to  that  found  in  euthyroid  individuals. 

Low  uptakes  may  be  associated  with  hypothy- 
roidism, thyroiditis,  high  iodine  ingestion,  and 
administration  of  either  thyroid  or  antithyroid 
drugs.  Determinations  of  plasma  protein-bound 
iodine,  total  plasma  1131  and  cholesterol  may 
serve  to  differentiate  low  radioiodine  uptake  due 
to  hypothyroidism  and  those  due  to  other  causes. 
The  value  of  the  radioiodine  uptake  studies  in  rul- 
ing out  hyperthyroidism  is  emphasized. 

Tracer  studies  may  give  misleading  results  fol- 
lowing therapeutic  doses  of  radioiodine. 
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THE  ACHILLES  HEEL  OF 
TUBERCULOSIS  CONTROL* 
James  J.  Waring,  M.D.,  M.A.C.P. 
Denver,  Colorado 


I am  sure  you  all  remember  the  story  of 
Achilles,  the  great  hero  of  the  Homeric 
Legend.  His  mother  wanting  to  make  him 
immortal  dunked  him  by  the  heels  in  the 
River  Styx.  Unfortunately,  goddess  though 
she  was,  she  made  a mistake.  To  be  sure  that 
the  water  to  confer  life  everlasting  reached 
every  part  of  the  baby’s  body,  she  should 
have  reversed  her  field  and  dunked  him  by 
the  ears  after  dunking  him  by  the  heels.  The 
unbathed  heels  of  Achilles  remained  vulner- 
able and  cost  him  his  life!  Hence,  the  saying 
to  this  day  “The  vulnerable  heel  of  Achilles.” 

What  is  the  Achilles  heel  or  the  vulnerable 
spot  of  tuberculous  disease?  The  weak  spot 
of  our  enemy,  tuberculosis  disease,  is  its  cur- 
ability in  its  early  stage.  Its  strong  point  is 
its  capacity  for  multiplication  by  virtue  of 
its  contagiousness.  Ignorance  and  delay  in 
diagnosis  inevitably  result  in  one  person  with 
open  tuberculosis  infecting  one  or  more  other 
persons  and  these  each  infect  one  or  more 
other  persons  and  so  on  ad  infinitum. 

It  is  as  simple  as  guinea  pigs  and  dan- 
delions! This  multiplication  business  has  got 
to  stop!  Find  the  early  case,  cure  it  with 
chemotherapy,  prevent  it  from  becoming  a 
spreader  of  disease! 

There’s  nothing  new  in  this.  We  have  been 
so  busy  on  the  one  hand  with  our  humani- 
tarian efforts  to  relieve  suffering  that  we 
have  failed  on  the  other  hand  to  prevent 

Read  at  the  American  School  Health  Associa- 
tion meeting  in  Milwaukee,  Wisconsin,  Sunday, 
May  21,  1955.  Reprinted  with  permission  from  the 
Journal  of  School  Health  — Sept.  1955. 


suffering.  It  is  true  that  we  formerly  lacked 
the  powerful  chemotherapeutic  agents  we 
now  have,  but  for  years  we  have  had  the 
most  important  diagnostic  tool  available  for 
any  infectious  disease,  the  tuberculin  test. 
The  weak  spot  of  tuberculosis  control  is  the 
incontrovertible  fact  that  about  six  weeks 
after  a human  being  is  infected,  we  can  by  a 
very  simple  and  a highly  reliable  test  tell 
that  he  has  been  infected. 

The  significance  of  the  Tuberculin  Test 
may  be  summarized  thus;  A person  not  in- 
fected with  the  tubercle  bacillus  is  not 
sensitive  to  tuberculin!  A person  not  infected 
cannot  be  made  sensitive  to  tuberculin  just 
by  its  repeated  use.  When  the  test  is  positive, 
that  person  harbors  a tuberculous  focus  some- 
where in  the  body.  A weakly  positive  test 
does  not  disprove  clinically  active  tuber- 
culosis! Likewise,  a strong  test  does  not  prove 
the  presence  of  clinically  active  disease! 
Therefore,  the  single  tuberculin  test  has  its 
limitations.  When  positive  it  can  tell  only 
that  infection  has  taken  place.  It  cannot  tell 
where  that  infection  is  in  the  body;  it  cannot 
tell  how  bad  it  is;  it  cannot  tell  where  it  was 
acquired,  or  when  it  was  acquired.  But,  per- 
haps I am  being  unfair  to  the  test.  There  is 
nothing  really  wrong  with  it.  The  Achilles 
heel  is  on  the  foot  of  the  doctor  who  does  not 
do  the  test.  To  tell  the  truth  the  doctor  has 
two  heels  and  he  is  vulnerable  in  both  of 
them.  He  is  vulnerable  because  he  does  not 
use  this  test  routinely  on  all  his  patients  and 
he  is  again  vulnerable  because  he  does  not 
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repeat  it  when  he  should.  Repetition  of  this 
test  in  timely  fashion  would  furnish  two 
vitally  important  facts.  We  would  learn 
when  the  infection  took  place,  perhaps  where 
the  infection  took  place  and  even  the  source 
of  the  infection.  This  information  is  essential 
to  the  protection  not  only  of  the  person  being 
tested  but  one  who  might  be  infected  if  this 
source  is  not  controlled. 

Prompt  recognition  of  the  time  of  infec- 
tion, which  can  be  done  only  by  use  of  the 
repeated  tuberculin  test,  gives  us  a chance 
to  treat  this  disease  at  the  earliest  possible 
moment.  What  then?  We  must  stop  tuber- 
culosis before  it  goes  to  seed  and  the  seeds 
are  spread  all  over  the  place.  For  this  we  are 
dependent  upon  the  x-ray  and  chemotherapy. 
Here  are  the  three  great  weapons  against 
tuberculosis:  the  tuberculin  test,  the  x-ray 
and  chemotherapy.  Day  by  day,  almost  hour 
by  hour  we  are  gathering  experience  in  the 
use  of  these  weapons.  I trust  I may  be  for- 
given in  the  next  world,  if  not  in  this,  for 
waxing  impatient  in  our  campaign  to  secure 
widespread  use  of  the  tuberculin  test  and  x- 
ray  of  all  admissions  on  admission  to  all  gen- 
eral hospitals,  regardless  of  diagnosis. 

Do  we  tuberculin  test  and  x-ray  all  our 
school  teachers?  Do  we  test  and  x-ray  all 
contacts  of  newly  diagnosed  patients  with 
tuberculosis,  in  the  home,  in  the  business 
office,  in  the  hospital,  in  industry?  Do  we 
periodically  test  and  x-ray  all  nurses,  medical 
students,  interns  as  well  as  patients?  Do  we 
test  and  x-ray  all  new  patients  coming  to 
our  (doctor’s)  offices  and  periodically  check 
all  “inactives,”  all  formerly  “actives”  and  all 
“suspects?”  Do  we  check  every  one  in- 
timately associated  in  any  way  with  our 
penal  institutions,  with  our  mental  institu- 
tions, with  the  various  institutions  and  or- 
ganizations for  the  care  of  the  aged  and  the 
homeless?  Do  we  test  and  x-ray  every  man 
entering  military  service,  army,  navy,  ma- 
rines, air  force?  Do  we  do  these  things  reg- 
ularly, routinely,  repeatedly?  It  is  my  under- 
standing that  every  man  in  the  British  Navy 
has  an  x-ray  annually  and  that  shortly  every 
man  in  the  British  armed  forces  will  be  x- 
rayed  annually. 

Now,  as  to  therapy!  We  have  these  wonder- 
ful drugs,  perhaps  we  will  get  others  more 


safe  and  more  effective.  Wisely  used,  present 
drugs  will  do  a good  job  for  us.  The  recent 
converter  of  the  tuberculin  test  from  nega- 
tive to  positive  has  been  recently  infected 
with  the  tubercle  bacillus.  He  has  tuber- 
culous infection.  What  are  his  chances  of 
developing  tuberculous  disease?  I can  give 
you  no  precise  figures  and  I will  cheerfully 
grant  that  on  the  average  the  risk  is  not 
great,  but  you  will  have  to  admit  that  the 
future  is  not  predictable  with  certainty.  We 
x-ray  these  recent  converters.  No  lesion  may 
be  demonstrated  but  we  know  radiology  has 
its  limitations  and  a lesion,  a primary  com- 
plex must  be  present  in  the  vast  majority  of 
circumstances. 

If  this  primary  complex  is  revealed  by  the 
x-ray,  I am  more  fearful  of  the  future  than  if 
it  is  not.  I am  also  more  fearful  if  this  recent 
converter  is  a contact  in  a tuberculous  fam- 
ily, if  it  is  an  infant,  or  a young  child,  an  ado- 
lescent girl,  a young  pregnant  woman,  a 
trained  nurse,  a medical  student,  an  intern 
or  resident,  a diabetic,  a silicotic,  a psychotic, 
a homeless  old  man,  to  mention  a few  of  the 
most  exposed  and  most  vulnerable.  I will 
concede  that  the  menace  of  a primary  focus 
is  not  as  great  as  a later  developing  lesion,  the 
so-called  “reinfect”  infiltrate.  Nevertheless, 
ample  evidence  supports  the  opinion  that 
much  clinically  significant  disease  follows 
rapidly,  within  a year  or  two  if  not  within 
months,  on  top  of  primary  infection.  This 
applies  to  adults  as  well  as  to  infants  and 
young  children.  At  this  time,  despite  the  fact 
that  we  have  very  effective  chemothera- 
peutic agents  which  can  be  administered  by 
mouth  without  undue  fear  of  toxicity,  I can- 
not recommend  the  wholesale  treatment  of 
all  recent  converters  without  x-ray  demon- 
strable pulmonary  lesions.  I do  urge  chemo- 
therapy for  those  persons  that  fall  within  the 
groups  mentioned  in  the  early  part  of  this 
paragraph,  in  other  words,  recent  converters 
among  highly  exposed  persons.  I also  confess 
that  I would  be  in  a quandary  when  not  to 
treat  a recent  converter  without  demon- 
strable lesion!  It  is  devoutly  hoped  that 
present  studies  of  major  proportion  will  re-  > 
solve  this  very  important  matter. 
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Opposition  to  the  treatment  of  recent  con- 
verters is  important  and  powerful.  In  view 
of  the  fact  that  chemotherapy  is  available, 
not  burdensome  economically,  or  difficult  of 
administration,  not  dangerously  toxic  in  ex- 
perienced hands,  admittedly  most  effective  in 
early  lesions,  it  seems  to  me  a heavy  burden 
of  responsibility  rests  on  those  who  say  don’t 
use  it  under  these  conditions,  rather  than  on 
those  who  say,  you  should  use  it.  If  advanced 
tuberculosis  will  regress  under  chemother- 
apy,  why  will  a little  early,  tuberculosis  not 
also  regress?  The  answer  I usually  get  to  this 
question  is  evasive.  It  is:  Chemotherapy  for 
this  situation  is  unnecessary.  The  vast  major- 
ity of  these  recent  converters  will  get  well 
without  chemotherapy  or  will  never  get  sick. 
Unfortunately,  some  will  shortly  come  down 
with  active  disease  and  others  will  surely  de- 
velop clinical  disease  in  romote  years.  No 
one  can  say  with  assurance  which  will  escape 
and  which  will  not.  Minimal  tuberculosis  of 
the  lungs  today  is  being  treated  everywhere 
with  chemotherapy.  Just  how  minimal  does 
pulmonary  tuberculosis  have  to  be  before 
one  would  not  treat  it? 

Treatment  of  a very  few  early  cases  of 
tuberculosis  has  brought  about  reversion  of 
the  tuberculin  test.  This  fact  should  be  taken 
as  an  indication  of  the  amenability,  of  the 
vulnerability  of  this  early  disease  to  chemo- 
therapy. Have  no  anxiety  about  the  suscep- 
tibility of  this  person  with  revision  of  the 
tuberculin  test!  In  my  opinion  he  will  re- 
tain his  former  native  resistance  and  also 
some  measure  of  his  acquired  resistance.  He 
is  safer  than  if  he  had  never  been  infected 
and  infinitely  safer  than  if  he  had  not  had 
chemotherapy  and  so  been  rid  of  his  infec- 
tion. 

It  is  to  be  expected  that  the  incidence  of 
tuberculous  infection  will  continue  however 
slowly  to  fall,  and  therefore,  the  number  of 
recent  converters,  young  and  old,  will  de- 


crease. R.  J.  Anderson  estimates  the  decline 
in  newly  reported  cases  to  be  only  3 per  cent 
per  year!  Whether,  I am  right  or  not  about 
this  and  the  importance  of  treating  recent 
converters,  it  is  still  of  supreme  importance 
to  convince  the  medical  profession  of  the 
value  of  the  repeated  tuberculin  test  and  the 
periodic  x-ray  of  the  chest.  Please  note  care- 
fully my  emphasis  on  the  words  repeated  and 
periodic!  It  is  not  enough  to  urge  the  use  of 
the  tuberculin  test  and  the  x-ray.  We  must 
always  couple  the  words  repeated  tuber- 
culin test  and  periodic  x-ray.  Ordinary 
methods  of  case  finding  turn  up  too  high  a 
percentage  of  moderately  or  far  advanced 
cases,  78  per  cent,  according  to  Anderson. 

It  is  necessary  to  convince  doctors  to  do 
three  things  and  the  people,  children  and 
their  parents,  to  submit  to  them.  The  pro- 
gram of  the  American  School  Health  Associa- 
tion is  ideally  designed  to  contribute  power- 
fully to  this  campaign  of  education. 

In  conclusion,  what  I have  said  can  be  sum- 
med up  in  one  short  sentence: 

Don’t  let  your  dandelions  go  to  seed! 

If  this  appears  cryptic,  I will  add,  cure 
your  tuberculosis  before  it  becomes  an  open, 
advanced,  communicable  disease  and  spreads 
the  seeds  of  disease  to  relatives,  friends  and 
neighbors. 


HURON  DISTRICT  SELECTS  COMMITTEE 

The  Huron  District,  at  their  February  15th 
meeting  selected  a Committee  of  five  to  plan 
for  a Fall  Hunters  Medical  Seminar  this  year. 
Chairman  of  the  committee  is  Dr.  Ted  Hohm, 
who  will  be  assisted  by  Drs.  Y.  H.  Charbon- 
neau,  Richard  Lillard,  H.  L.  Saylor,  Jr.  and 
Fred  Leigh. 

The  group  listened  to  a paper  on  “Surgical 
Emergencies  of  the  Chest”  by  Dr.  Robert 
Nelson  of  Sioux  Falls.  Dr.  Ed  Spencer  of 
Wessington  Springs  was  admitted  to  mem- 
bership. 
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RURAL  OCCUPATIONAL  HEALTH 
IN  SOUTH  DAKOTA 


Occupation  has  long  been  recognized  as 
being  a significant  factor  in  any  public  health 
consideration.  However,  the  majority  of  the 
attention  given  occupational  health  has  pre- 
viously been  directed  toward  the  recognition 
and  control  of  public  health  problems  asso- 
ciated with  large  industrial  processes. 

Agriculture,  as  an  occupation,  also  has  ex- 
perienced some  very  definite  problems  in 
occupational  health,  and  as  advances  in  the 
field  of  agriculture  continue  to  be  made,  ad- 
ditional potential  problems  are  found  to 
accompany  them. 

During  1955,  two  public  health  programs 
were  developed  to  consider  rural  health 
problems.  An  Institute  of  Agriculture  Med- 
icine was  instituted  at  the  University  of  Iowa 
to  study  relationship  of  rural  habitation 
to  health,  and  the  program  of  occupational 
radiological  health  of  the  South  Dakota  State 
Department  of  Health  was  extended  to  con- 
sider, in  particular,  the  rural  phases  of  occu- 
pational health.  This  portion  of  the  program 
will  be  divided  into  three  stages  of  activity, 
which  are  planning,  study  and  survey,  and 
remedial  phases. 

- Planning  - 

The  first  phase  of  program  activity  is  that 
of  program  planning,  and  contacting  inter- 
ested groups  and  individuals.  This  phase 
comprised  the  bulk  of  the  program  activities 
during  the  latter  part  of  1955. 

- Study  and  Survey  - 

The  second  portion  of  the  program  activ- 
ity will  be  that  of  conducting  a preliminary 
survey  and  study  of  the  overall  agricultural 
situation  as  it  exists  in  South  Dakota  at  the 


present  time.  This  portion  of  the  program 
will  receive  major  attention  during  the  calen- 
dar year  1956.  To  facilitate  conducting  the 
survey,  four  counties,  which  are  represen- 
tative of  the  various  types  of  agriculture 
found  in  the  state,  have  been  selected  for 
more  intensive  investigation.  Approximately 
fifty  farms  have  been  selected  at  random  in 
each  of  these  counties,  and  plans  are  to  visit 
each  for  the  purpose  of  detecting  possible 
potential  health  hazards  and  problems,  and 
obtaining  an  occupational  medical  history  of 
the  inhabitants  of  that  representative  farm. 
Also  rural  occupational  procedures  will  be 
observed  whenever  possible  to  detect  pos- 
sible potential  health  problems. 

Simultaneously,  information  concerning 
rural  occupational  health  conditions  will  be 
compiled  during  1956.  Data  concerning  farm 
accidents  and  poisonings  will  be  gathered 
via  a newspaper  clipping  service,  reports 
from  interested  physicians,  public  health 
workers,  county  agents,  etc.  Data  concerning 
communicable  diseases  of  rural  occupational 
health  significance  as  undulant  fever,  virus 
encephalitis,  tularemia,  actinomycosis,  tet- 
anus, anthrax,  rabies,  psittacosis.  Rocky  Mt. 
spotted  fever,  etc.  will  be  available  from  the 
reports  of  practicing  physicians  to  the  State 
Department  of  Health,  laboratory  reports, 
etc.  Consequently,  accurate  and  complete 
morbidity  reporting  of  these  conditions  as- 
sumes a position  of  priority  in  determining 
the  success  of  this  portion  of  the  rural  occu- 
pational health  program. 

Many  of  the  conditions  listed  as  being  of 
possible  rural  occupational  health  signif- 
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icance  will  be  noted  to  be  of  a subclinical 
nature,  or  not  readily  recognized  by  the  lay 
person.  It  is  hoped  that  some  information 
regarding  conditions  in  this  catagory  may 
also  be  gathered  so  that  a more  realistic  ap- 
proach may  be  taken  in  any  future  considera- 
tion involving  them.  Cases  of  actino  mycotic, 
erysipeloid,  or  leptospiral  infections  would 
be  very  typical  examples  of  this  catagory, 
and  any  information  voluntarily  submitted 
regarding  the  occurrence  of  such  conditions 
will  be  very  useful  in  program  development. 
Chronic  poisoning  by  agricultural  chemicals, 
allergies,  and  the  various  types  of  agricul- 
tural dermatites  could  also  be  included  in 
this  consideration. 


- Remedial  Portion  of  Program  - 

The  remedial  phase  of  program  activity 
will  logically  be  built  upon  the  health  needs 
demonstrated  in  the  preliminary  phases  of 
the  program.  Some  activities  which  would 
come  under  this  classification  will  be  a nat- 
ural by-product  of  the  other  phases  of  the 
program,  especially  in-so-far  as  educational 
services  are  concerned.  For  the  most  part, 
this  phase  is  to  be  developed  as  the  program 
progresses,  however. 

Prepared  and  submitted  by  the 
S.  D.  State  Department  of  Health 
Division  of  Sanitary  Engineering 
Section  of  Occupational  and  Radiological 
Health 


THE  MONTH  IN  WASHINGTON 


All  too  frequently  overlooked  in  Congres- 
sional activity  on  health  and  related  bills 
each  year  are  the  little-publicized  but  highly 
important  appropriations  measures  — with- 
out which  no  program  of  the  federal  govern- 
ment could  move  forward.  The  appropria- 
tions hearings  in  the  House  (where  all  money 
bills  must  originate)  rarely  get  headlines  they 
are  conducted  behind  closed  doors.  Weeks 
and  some  times  months  later,  the  hearings 
are  published,  but  by  then  the  bill  supplying 
money  for  an  agency  has  been  reported  to 
the  House. 

It’s  only  when  the  measure  gets  to  the 
Senate  that  private  groups  and  individuals 
are  heard  — by  then  in  open  sessions.  Closed 
House  sessions  are  not  new.  That  is  the  way 
it  has  been  done  ever  since  Congress  set  up  a 
separate  committee  on  appropriations  back  in 
1865. 

The  importance  of  appropriations  in  run- 
ning the  federal  government  was  clearly 
illustrated  when  the  President  submitted  to 
Congress  his  1,272-page  budget  message  in 
which  he  sought  $65.9  billion  for  all  federal 
programs  for  the  fiscal  year  beginning  July  1. 

While  there  was  no  overall  total  of  pro- 
jected spending  by  all  the  agencies  in  the 
health  field,  the  budget  requests  for  the  De- 
partment of  Health,  Education,  and  Welfare 
showed  a sharply  upward  trend.  And  if  cer- 
tain new  legislation  is  voted  on  this  session  — 


like  the  projected  5-year  program  of  con- 
struction grants  for  medical  schools  and  pri- 
vate laboratory  facilities  — the  total  figure 
for  subsequent  years  is  likely  to  be  even 
higher. 

On  the  medical  school-laboratory  construc- 
tion bill,  the  President  asked  Congress  for 
$40  million  for  the  first  year  (estimated  cost 
over  five  years  is  $250  million).  Construction 
grants,  which  would  have  to  be  matched  on 
a 50-50  basis,  would  be  available  for  private 
medical  schools  as  well  as  non-federal  lab- 
oratories conducting  research  into  a wide 
range  of  crippling  diseases. 

The  budget  message  also  calls  for  another 
$30  million  in  outright  grants,  to  the  states  to 
help  them  in  financing  poliomyelitis  vaccina- 
tion programs,  the  same  amount  appropriated 
by  Congress  last  session.  The  administration 
in  a separate  request  asked  for  extension  of 
the  polio  law,  from  February  15,  1956  to  June 
30,  1957,  and  both  the  Flouse  and  Senate  with 
only  brief  debate  voted  the  17-month  exten- 
sion. Since  only  half  of  last  year’s  $30  million 
was  spent  up  to  the  February  15  expiration 
date  of  the  original  act,  there  was  no  rush  for 
Congress  to  act  on  the  new  account. 

Other  new  spending  asked  by  the  adminis- 
tration, contingent,  of  course,  on  enabling 
legislation,  includes  $10  million  for  inital 
capitalization  of  mortgage  loan  guarantees 
for  health  facilities;  $5  million  for  graduate 
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and  practical  nurse  and  professional  health 
personnel  training,  $3  million  for  water  pol- 
lution grants;  $1.5  million  for  mental  health 
expansion  programs;  and  $1  million  for  sick- 
ness and  disability  surveys  in  the  U.  S. 

If  Congress  approves  the  requests,  virtually 
all  segments  of  the  Department  of  HEW  will 
have  more  money  to  spend  than  in  this  fiscal 
year.  One  would  benefit  more,  however,  than 
the  medical  research  arm  of  government,  the 
National  Institutes  of  Health.  The  total  sought 
for  the  seven  institutes  is  28%  more  than 
estimated  spending  this  year.  Here  are  some 
examples:  National  Cancer  Institute,  $32,437,- 
000,  up  29%;  National  Heart  Institute,  $22,- 
106,000,  up  17%,  and  the  National  Institute  of 
Allergy  and  Infectious  Diseases  (formerly  the 
National  Microbiological  Institute),  $9,799,000, 
a 26%  increase. 

The  President  requested  $130  million  for 
the  Hill-Burton  hospital-clinic  construction 
program  which  will  be  10  years  old  this 
August.  In  this  connection  Congress  has  been 
asked  to  extend  the  act  for  two  years  beyond 
next  year,  and  action  is  expected  this  session. 
NOTES: 

After  a study  of  possibilities  in  the  peace- 


ful uses  of  atomic  energy,  a panel  has  recom- 
mended, among  other  things,  that  the  U.  S. 
encourage  states  and  private  organizations 
to  take  full  advantage  of  the  opportunities 
offered  by  radioactive  material  for  medical 
research  and  treatment. 

It  now  appears  that  an  improved  and  more 
uniform  program  of  medical  care  for  service 
families  will  be  adopted  this  session — pos- 
sibly before  this  is  published.  One  feature:  A 
$25  deductible  charge  in  civilian  hospitals, 
but  with  the  government  paying  the  full  in- 
surance premium,  and  a mandatory  subsis- 
tence charge  in  military  hospitals. 

Making  slower  progress  is  the  plan — under 
consideration  for  more  than  a year  — for  a 
health  insurance  program  for  U.  S.  civilian 
workers.  Here  the  government  would  pay 
about  half  the  cost. 

Several  committees  are  urging  stricter 
penalties  and  other  changes  to  bring  the 
illicit  narcotic  traffic  under  better  control;  so 
far  no  suggestion  of  more  controls  over  the 
medical  profession  in  the  handling  of  nar- 
cotics. 


JtifU  ELECTROCARDIOGRAPHY 


Time-saving  features  and  precision 
engineering  make  the  Burdick  EK-2 
Direct-Recording  Electrocardiograph 
an  outstanding  diagnostic  instrument. 
High  fidelity  cardiograms  are  routine. 
You  can  now  switch  from  one  lead  to 
another  instantaneously,  and  the  trac- 
ing gives  you  a prompt,  accurate  and 
permanent  record. 

Write  or  call  us  for  a complete  dem- 
onstration of  the  EK-2  in  your  office 
at  your  convenience. 


KREISER^  INC 

Surgical  Division 
Minnesota  Ave.  & 21st  St. 
Sioux  Falls,  South  Dakota 
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Tetracycline  Lederle 


widely  prescribed  because  of  these 

important  advantages : 

1)  rapid  diffusion  and  penetration 

2)  prompt  control  of  infection 

3)  true  broad-spectrum  activity  (proved 
effective  against  a wide  variety  of 
infections  caused  by  Gram-positive  and 
Gram-negative  bacteria,  rickettsiae,  and 
certain  viruses  and  protozoa) 

4)  negligible  side  effects 

5)  every  gram  produced  in  Lederle’s  own 
laboratories  under  rigid  quality  control, 
and  offered  only  under  the  Lederle  label 

6)  a complete  line  of  dosage  forms 


in  prolonged  illness,  prescribe 

ACHROMYCIN  SF 

TETRACYCLINE  with  STRESS  FORMULA  VITAMINS 

Attacks  the  infection,  bolsters  the  body’s  natural 
defense.  Stress  vitamin  formula  suggested  by 
the  National  Research  Council  in  dry-filled, 
sealed  capsules  with  Achromycin,  250  mg. 

Also  available:  Achromycin  SF  Oral 
Suspension  (Cherry  Flavor),  125  mg.  per  5 cc. 
plus  vitamins. 


(a  Lederle  exclusive!)  for  more  rapid 
and  complete  absorption.  No  oils, 
no  paste,  tamperproof! 


LEDERLE  LABORATORIES  DIVISION  American 


Gjonaniid 


COMPANY  PEARL  RIVER,  NEW  YORK 


U.  S.  PAT.  OFF, 


JAMES  LINCOLN  STEWART,  M.D. 
1865-  1956 


SOUTH  DAKOTA 


Dr.  James  Lincoln  Stewart,  Spearfish,  90-year-old  retired  Homestake  staff  physician, 
died  January  30th  at  the  Homestake  Hospital  in  Lead. 

Dr.  Stewart,  who  retired  from  the  Homestake  staff  in  1940  after  almost  20  years  of  ser- 
vice, died  following  several  months’  illness.  He  had  been  a patient  at  the  hospital  for  two 
weeks. 

A resident  of  the  Black  Hills  area  for  almost  50  years.  Dr.  Stewart  was  born  November  22, 
1865  in  Minnesota  City,  Minn.,  where  he  was  a graduate  of  Winona  Normal  School,  Winona, 
Minn.,  and  taught  for  a time  in  Minnesota.  Attending  the  University  of  Illinois  School  of 
Medicine,  Chicago,  he  received  his  doctor  of  medicine  degree  in  1893.  He  was  married  at  Hur- 
ley, S.  D.,  Sept.  19,  1893  to  J.  Myrna  Judson,  who  survies.  The  couple  settled  on  a ranch  near 
Sundance  for  two  years  before  coming  to  Spearfish  where  Dr.  Stewart  established  a practice. 
He  worked  in  Lead  during  the  flu  epidemic  of  1917-1918,  and  was  employed  as  a Homestake 
staff  physician  intermittently  in  1919  and  1920.  He  began  his  continuous  employment  in  1921, 
after  which  he  was  transferred  in  1928  to  the  Homestake  Sawmill  at  Nemo  where  he  remained 
until  his  retirement  in  1940.  He  had  made  his  home  in  Spearfish  since  that  time. 

Doctor  Stewart  was  awarded  the  South  Dakota  State  Medical  Association’s  50-year  club 
pin  on  February  17,  1949,  and  was  the  second  man  in  the  State  to  receive  the  honor.  Dr.  S.  M. 
Hohf  of  Yankton  being  the  first.  Always  being  interested  in  Medical  Societies,  Doctor  Stew- 
art held  every  office  within  the  District  and  State  Organizations  and  was  state  president  in 
1937.  A member  of  the  Congregational  Church  of  Spearfish,  he  was  also  a member  of  Golden 
Star  Lodge  No.  9,  AF  and  AM,  Lead. 

Surviving  besides  his  wife,  of  Spearfish,  are  a daughter,  Mrs.  Charles  Hutchins,  Deming, 
N.  Mex.,  and  two  sons,  James  Stewart,  Dickinson,  N.  D.,  and  Howard  Stewart,  Ray,  Arizona. 


— 108  — 


MARCH  1956 


President's  Page 


Hi  there!  This  old  couple  has  been  richly  rejuvenated  these  past  few  weeks  in  sunny  Southland,  not 
because  of  any  positive  thinking  on  our  part,  but  because  we  are  on  vacation. 

A bit  of  advice  to  you  younger  men  in  our  South  Dakota  State  Medical  Association  — Begin  now 
to  plan  just  what  you  will  do  throughout  your  remaining  years.  The  life  span  of  South  Dakota  physicians 
is  not  too  long,  even  though  our  state  ranks  high  in  the  national  average.  True,  your  time  is  now  crowded 
with  the  establishing  of  your  practice  and  the  deep  concern  of  your  patients,  but  what  about  your  own 
health  and  that  of  your  family? 

Remember  that  “The  Vaction-minded”  works  with  greater  zest  and  energy  on  his  return,  he  lives 
longer,  he  is  happier  and  his  earning  power  is  increased.  Don’t  wait,  as  so  many  do,  until  age  creeps  up 
or  a coronary  slows  you  down.  We  see  altogether  too  many  physicians  here  in  Florida  with  broken  health 
as  the  result  of  overwork  and  no  play. 

This  is  a tropical  wonderland  for  perfect  vacationing.  Beauty  surrounds  you  on  all  sides.  Multiple 
interests  take  up  your  time: 

You  can  fish  for  Big  Mouth  Bass  which  abound  in  the  still  waters  of  the  Everglades,  where  you 
ride  in  Air-powered  swamp  boats,  where  you  see  the  thatched  huts  of  the  Seminoles,  the  stately  herons, 
the  ugly  alligators  and  other  wild  life  in  its  natural  habitat. 

You  can  have  a thrill  Sail  fishing  in  the  indigo  waters  of  the  Gulf  Stream. 

You  can  swim  in  warm  Atlantic  waters,  free  from  treacherous  undertow.  The  41/2  mile,  white  sand, 
public  beach,  carefully  guarded,  is  spotted  with  colorful  cabanas  and  in  the  background  are  lavish  hotels 
and  apartments.  However,  there  are  accommodations  to  fit  any  taste  and  pocketbook. 

You  can  go  to  “The  Races”  — either  Horse  or  Dog  — and  “lose  your  shirt.” 

You  can  golf  in  the  beautiful  sunshine,  on  “easy  to  play”  courses. 

You  can  watch  the  stately  white  sailboats  plowing  through  the  green  waters  of  the  ocean. 

You  can  just  lie  in  the  sun  and  think  about  the  cold  up  North. 

You  can  travel,  either  by  yacht  or  sightseeing  boats,  through  363  miles  of  inland  fresh  waterways, 
lined  with  beautiful  homes  and  flowering  gardens,  all  within  the  confines  of  the  city  of  Fort  Lauderdale. 
This  city  is  rightfully  called  “The  Venice  of  America.” 

There  are  literally  thousands  of  vacation  areas  scattered  throughout  our  beautiful  America  where  one 
can  rest  or  play.  So  I’m  saying  again,  plan  your  work  now  and  become  ‘vacation-minded.’  Don’t  wait 
until  it’s  too  late  to  enjoy  life.  You  will  find  yourself  richly  rewarded. 

F.  Daniels  Gillis,  M.D. 
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The  South  Dakota  State  Medical  Associa- 
tion is  sponsoring  something  new  when  it  co- 
sponsors a rural  health  conference  in  Huron 
on  the  29th  of  this  month. 


The  University  of  South  Dakota 
Postgraduate  Medical  Programs 


V 

FLUIDS  AND  ELECTROLYTES 
March  21-24,  1956 


Invited  to  the  affair  are  doctors,  nurses, 
voluntary  health  agency  personnel,  farm 
organization  representatives  and  farmers. 

The  Rural  Health  Committee  of  the 
SDSMA,  headed  by  Dr.  A.  P.  Peeke  of  Volga 
presented  the  idea  at  the  last  Council  Meet- 
ing and  gained  approval  of  that  body.  Other 
co-sponsor  is  the  State  Department  of  Health. 
Subjects  for  discussion  on  the  program  will 
be: 

“Purpose  of  the  Conference” 

“The  Rural  Occupational  Health  Program 
in  S.  D.” 

“Occupational  Health  Programs  of  Official 
Health  Agencies” 

“Rural  Occupational  Accidents” 

“Relationship  of  the  S.  D.  Department  of 
Agriculture  Facilities  to  Rural  Health” 

“The  American  Medical  Association  and 
Rural  Health” 

“Functions  of  the  S.  D.  Agriculture  Exten- 
sion Service  in  Relation  to  Rural  Health” 

“The  Role  of  the  General  Practitioner  in 
Rural  Health” 

“The  Role  of  the  School  of  Medical  Sciences 
in  Rural  Health” 

“Farm  Accidents” 

“Where  Do  We  Go  From  Here” 

We  urge  doctors  interested  in  rural  health 
to  take  in  this  one-day  session. 


OBJECTIVES 

This  short  course  is  offered  to  give  physicians 
an  intensive  review  of  the  basic  science  aspects 
of  distribution  of  body  fluids  and  electrolytes 
with  emphasis  upon  recent  developments  and  con- 
cepts. Lectures,  direct  laboratory  work,  and  con- 
ferences will  be  given  on  the  anatomical,  bio- 
chemical, and  physiological  principles.  Experi- 
ments will  be  performed  involving  blood  and  urine 
analyses  for  sodium  and  potassium  with  flame 
photometers,  measurement  of  blood  and  plasma 
volumes  with  radioisotopic  procedures  and  cardio- 
graphic  procedures.  These  will  be  related  to 
effects  of  acute  hemorrhage,  acidosis  and  alkalosis, 
and  hyper-  and  hypopotassemia. 

Work  in  the  pathology  laboratory  will  include 
a review  of  the  acute  nephroses,  acute  glomeru- 
lonephritis and  congestive  heart  failure. 

These  didactic  studies  will  be  followed  by  illus- 
trative clinical  pathological  conferences  to  permit 
correlation  and  integration  with  the  clinical 
aspects. 

It  is  our  hope  that  this  review  course  by  em- 
phasizing mechanisms  whereby  alterations  in 
water  and  electrolyte  balance  come  about  in  many 
instances  will  help  the  physician  forestall  develop- 
ment of  those  situations  requiring  elaborate  clin- 
ical laboratory  studies. 

» * ♦ 

REGISTRATION 

The  size  of  the  class  will  be  limited  because  of 
the  workshop  nature  of  the  course.  Applications 
should  be  made  well  in  advance  of  the  opening 
date.  An  application  blank  may  be  obtained  from 
the  Dean  of  the  School  of  Medicine. 

The  lectures  given  Friday  evening  and  Saturday 
morning  will  be  open  to  all  interested  physicians, 
whether  they  are  registered  for  the  complete 
course  or  not. 

All  registrants  should  obtain  a copy  of  “Fluid 
Therapy”  by  James  D.  Hardy,  1954,  Lea  and 
Febiger,  600  S.  Washington  Square,  Philadelphia, 
$5.50,  which  will  be  available  at  the  University 
Book  Store,  or  may  be  obtained  directly  from  the 
publisher. 

This  program  has  been  approved  for  a maxi- 
mum of  twenty-five  hours  of  credit  by  The  Amer- 
ican Academy  of  General  Practice. 

Conducted  by  the  School  of  Medical  Sciences, 
University  of  S.  D.,  in  cooperation  with  The  Ex- 
tension Division  at  the  University  of  S.  D.,  Ver- 
million, South  Dakota. 
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MEDICAL  LIBRARY  BOOKSHELF 


The  materials  in  the  Medical  Library,  in- 
cluding the  all  important  journals  are  avail- 
able to  anyone  in  the  medical  or  allied  fields 
seeking  information.  They  will  be  sent  by 
mail  or  express  upon  request  unless  in  use  by 
the  medical  school  staff  or  by  the  students. 
Visitors  wishing  to  use  the  library’s  facilities 
are  always  welcome. 

Among  our  borrowers  by  mail  have  been 
a number  of  doctors  from  the  Yankton  Clinic, 
the  Sioux  Valley  Hospital,  and  from  Wakon- 
da,  Beresford,  Rapid  City,  Mitchell,  Martin, 
and  Deadwood.  Loans  have  been  made  to  the 
State  Library  Commission  in  Pierre  and  to 
State  College  in  Brookings. 

Among  our  visitors  have  been  lawyers,  li- 
brarians (Loretta  Swift,  Medical  Librarian 
at  the  University  of  North  Dakota,  was  a re- 
cent visitor),  teachers,  those  studying  for  the 
basic  science  medical  examinations,  and  doc- 
tors. 

One  most  recent  out  of  town  visitor  was 
Dr.  Sattler  of  the  Yankton  Clinic  staff  who 
spent  several  days  in  the  library  investigat- 
ing the  literature  on  Viral  Hepatitis  and 
North  American  Blastomycosis.  We  provided 
him  with  reference  material,  a quiet  place  in 
which  to  read,  cokes  from  the  Anatomy  Lab- 
oratory refrigerator,  and  invitations  to  join 
the  staff  at  coffee  breaks.  These  incentives 
are  offered  to  any  practitioner  who  wishes  to 
carry  on  research  in  our  library. 

VIRAL  HEPATITIS 

In  compiling  a bibliography  for  Dr.  Sattler 
we  discovered  that  a vast  amount  of  litera- 
ture has  been  written  on  viral  hepatitis. 
Epidemic  infectious  hepatitis  has  been  known 
for  thousands  of  years.  It  was  mentioned  by 
Hippocrates  in  his  writings  and  appears  in 
letters  written  in  A.D.  741  by  Zacharias  to  St. 


Boniface  in  which  he  recommends  isolation 
of  patients  with  jaundice  so  others  will  not 
be  infected. 

Infectious  hepatitis  is  caused  by  virus  A 
and  is  known  to  be  present  in  feces  during 
the  acute  and  convalescent  stage  and  in  the 
blood  during  the  incubation  period  only.  The 
hepatitis  A syndrome  has  an  incubation  per- 
iod of  from  10  to  50  days  (average  of  25  days); 
the  onset  is  usually  febrile  and  fairly  abrupt 
and  often  accompanied  by  a chill.  In  adults 
the  disease  occurs  in  two  distinct  phases,  the 
preicteric  and  the  icteric,  each  with  the 
characteristic  symptoms  and  signs.  In  chil- 
dren the  majority  of  cases  are  nonicteric, 
course  of  diseases  is  milder  and  of  shorter 
duration.  Rest  and  diet  are  important. 

The  following  book,  pamphlet,  and  journal 
articles  are  of  interest  for  facts  about  viral 
hepatitis. 

Infectious  Hepatitis  and  Serum  Hepatitis 

by  W.  P.  Havens  and  J.  R.  Paul.  In  Viral  and 
Rickettsial  Infections  of  Man  edited  by  T.  M. 
Rivers,  Lippincott,  1952.  Chap.  15,  p.  359-377. 

A good  discussion  of  both  infectious  hepa- 
titis and  serum  hepatitis  giving  immumologic 
differences  as  well  as  certain  differences  in 
pathogenesis  and  epidemiology  between 
these  two  clinically  similar  diseases. 

Introduction:  “Infectious  hepatitis  is  a sub- 
acute viral  infection  in  which  there  is  diffuse 
involvement  of  the  liver.  It  is  common  and 
apparently  world  wide  in  distribution,  ocurr- 
ing  in  endemic  and  epidemic  forms.  The  clin- 
ical disease  is  characterized  by  fever,  anor- 
exia, nausea,  vomiting,  abdominal  distress 
and  jaundice.” 

The  chapter  includes  clinical  picture,  path- 
ologic pictures,  experimental  infection,  host 
range,  etiology,  diagnosis,  treatment,  epi- 
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demiology,  and  control  measures.  A lengthy 
bibliography  lists  outstanding  articles  in  the 
literature. 

Viral  Hepatitis;  Clinical,  Laboratory  and 
Public  Health  Aspects.  U.  S.  Public  Health, 
Education  and  Welfare.  Public  Health  Publi- 
cation no.  435,  U.  S.  Gov’t  Print,  offices,  1955. 

Designed  for  health  officers  and  practicing 
physicians  who  want  information  on  the 
generally  accepted  methods  for  the  diagnosis, 
prevention  and  treatment  of  hepatitis.  Both 
Virus  A and  Virus  B (serum  Hepatitis)  are 
described. 

Good  section  on  laboratory  procedures 
available  for  diagnosis  and  an  appendix  that 
suggests  symptoms,  pathology  and  proce- 
dures in  epidemic  areas. 

Viral  Hepatitis  by  Robert  E.  Shank.  DM 
(Disease-a-Month)  yearbook.  Sept.,  1955. 

Good  pamphlet  for  a general  discussion  of 
symptoms,  pathology,  and  therapy. 

Infectious  (Epidemic)  Hepatitis  in  Infancy 
and  Childhood  by  Miles  E.  Drake.  Medical 
Clinics  of  North  America  V36,  1952,  p.  1637- 
1647. 

Includes  epidemiology  with  charts  showing 
incidence  of  hepatitis  with  jaundice  in  chil- 
dren exposed  during  epidemics;  susceptibility 
with  chart  representing  signs  and  symptoms 
in  various  age  groups  during  epidemics;  lab- 
oratory studies;  differential  diagnosis,  treat- 
ment, immunity;  morbidity;  and  mortality. 

Subacute  and  Chronic  Hepatitis;  Diagnosis 
and  Treatment  by  L.  A.  Warthin  and  W. 
Dalyrymple.  Medical  Clinics  of  North  Amer- 
ica, v36,  1952,  p.  1341-1355. 

The  authors  in  a foreword  to  this  article 
state:  “Fortunately  the  viral  hepatitites  that 
the  American  Medical  profession  has  seen  in 
recent  years  have  been  acute,  self  limited 
diseases  in  both  civilian  and  military  popula- 
tions. For  the  most  part,  patients  have  re- 
covered within  one  or  two  months  and  then 
have  been  in  their  normal  good  health.  An 
uncertain  percentage  however,  have  devel- 
oped chronic  liver  disease  either  permanently 
or  temporarily,  or  have  run  a subacute  course 
to  death.” 


The  course  of  acute  hepatitis  may  lengthen 
in  three  ways  without  progressing  to  a true 
chronic,  active  hepatitis  or  cirrhosis.  These 
are  relapse,  failure  of  an  active  hepatitis  to 
subside  due  to  inadequate  treatment,  and 
prolonged  malignant  subacute  hepatitis. 
Chronic  active  hepatitis  is  the  largest  prob- 
lem as  a sequela  of  acute  hepatitis.  It’s  in- 
cidence may  vary  with  the  epidemic  or  en- 
demic strain  of  virus,  with  the  treatment,  and 
with  the  age  and  nutrition  of  the  population 
affected.  Symptoms  vary  from  time  to  time 
and  patient  to  patient.  They  include  anorexia, 
intolerance  to  fatty  foods,  flatulence  and 
right  upper  quadrant  ache  or  discomfort. 

ACTH  and  Cortisone  treatment  have 
shown  promise  but  appear  to  be  of  more  uses 
in  the  active  phases  of  hepatitis  than  in  cir- 
rhosis while  some  cases  of  chronic  active 
hepatitis  have  shown  improvement  with 
aeureomycin  treatment. 

Mrs.  Esther  Howard 

Medical  Librarian 


^'Neohydrin . 


advantage  of 
a high  degree  of 
therapeutic 


effectiveness  upon 
oral  administration/"* 


■ Krqntz,  J.  C.,  Jr.,  and  Carr,  C.  J.:  The  Pharma- 
cologie  Principles  of  Medical  Practice,  ed.  3, 
Baltimore,The  Williams  and  Wilkins  Company, 
1954,  p.  998. 
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ABERDEEN  HEARS 
GRYTE,  BRUNER 

The  Aberdeen  District 
Medical  Society  held  its 
regular  monthly  meeting  on 
Wednesday  evening,  Feb- 
ruary 1 in  the  Mexican  Room 
of  the  Sherman  Hotel.  The 
women’s  auxiliary  had  din- 
ner with  the  physicians,  and 
then  held  a separate  meeting. 
Mr.  John  Foster,  executive 
secretary  of  the  South  Da- 
kota State  Medical  Associa- 
tion, reported  on  the  meet- 
ing of  the  State  Medical  As- 
sociation committee  with  our 
congressional  representative 
in  Washington.  Mr.  Foster 
then  met  with  the  women’s 
auxiliary  members  and  dis- 
cussed plans  for  the  annual 
convention  to  be  held  in 
Aberdeen  the  first  part  of 
June. 

The  District  Medical  So- 
ciety discussed  routine  bus- 
iness matters,  and  then  heard 
a talk  on  “Infectious  Hepa- 
titis” by  Dr.  C.  F.  Gryte,  of 
Huron.  Dr.  Robert  Bruner, 
Kansas  City,  Missouri,  who 
had  conducted  a Cerebral 
Palsy  clinic  at  St.  Luke’s 
Hospital  all  day;  made  some 
brief  remarks  regarding  the 
role  of  the  physician  in  rela- 
tionship to  these  clinics.” 


This  is  your 

MEDICAL  ASSOCIATION 


VA— ASSOCIATION 
TERMINATE  PLAN 

The  Veterans  Administra- 
tion and  the  South  Dakota 
State  Medical  Association 
have  agreed  to  terminate  the 
VA  Hometown  Medical  Care 
Plan  as  it  has  been  run  for 
the  past  nine  and  one-half 
years  on  December  31,  1956. 
After  that  date  a proposal 
for  covering  a direct  agree- 
ment providing  medical  care 
to  veterans  will  be  submitted 
to  the  Council  of  the  Associa- 
tion. 

Information  as  to  the 
agreement  on  the  part  of  the 
Veterans  Administration  was 
received  by  the  executive 
secretary  from  Dr.  Williams 
S.  Middleton,  chief  medical 
director  of  the  V.A.,  on  Feb- 
ruary 1st. 


NEWS  NOTES 

The  Fort  Randall  hospital 
and  clinic  suspended  opera- 
tions February  4th  after 
operating  at  full  tilt  since 
early  1949. 

* * * 

The  Bartron  Clinic  will 
break  ground  for  its  new 
building  in  Washington  late 
in  June  or  early  in  June. 


Dr.  F.  E.  Boyd  has  re- 
opened his  practice  in  Flan- 
dreau  which  he  gave  up  five 
years  ago. 

A.  G.  Allen,  M.D.,  age  89, 

died  in  Harper,  Washington. 
Dr.  Allen  practiced  in  Dead- 
wood  for  many  years  exclud- 
ing a short  time  in  the  med- 
ical service  during  World 
War  I.  He  left  South  Dakota 
just  before  World  War  II. 

* * 

Hugh  La  Master,  M.D.,  has 

become  associated  with  Dr. 
Charles  E.  Baker  in  the  Tri- 
State  Clinic,  Belle  Fourche, 
South  Dakota. 

* * 

The  Mid- West  Neurosur- 
gical Society  will  hold  a 
meeting  at  the  Des  Moines 
Club  in  Des  Moines,  Iowa, 
April  6,  1956.  The  principle 
subject  of  the  program  is 
“Methods  of  Visulation  in 
Neurosurgical  Diagnosis.” 

❖ ^ * 

UNIVERSITY 
NEWS  NOTE 

A second  University  of 
South  Dakota  professor  has 
received  a highly  competi- 
tive Lederle  medical  faculty 
award. 

$6,500  to  support  one  year 
of  teaching  and  research  has 
been  awarded  to  Dr.  John 
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H.  Fodden,  associate  profes- 
sor of  pathology  in  the  South 
Dakota  school  of  medicine. 
Dr.  Fodden’s  award  will  be 
available  when  he  returns 
from  Europe,  October  1. 

Dr.  Francis  O.  Kelsey,  pro- 
fessor of  medicine,  received 
a $22,500  Lederle  award,  a 
little  more  than  a year  ago, 
for  a three  year  period  of 
teaching  and  research  in  the 
department  of  physiology 
and  pharmacology. 

Candidates  for  Lederle 
awards  are  chosen  by  a 
national  committee  of  med- 
ical authorities  from  many 
parts  of  the  United  States. 
Dr.  W.  L.  Hard,  dean  of  the 
school  of  medicine  com- 
mented, “The  fact  that  two 
members  of  the  medical  fac- 
ulty have  received  such 
select  awards  is  evident 
recognition  of  the  high  rat- 
ing and  standards  of  the 
medical  school. 

Dr.  Fodden’s  principal  re- 
search study  is  of  diabetes 
and  factors  of  diabetic  met- 
abolism or  diabetic  behavior. 

On  February  16,  Dr.  Fod- 
den will  leave  for  England, 
Sweden,  and  Denmark  for 
the  study  of  advanced  re- 
search techniques  in  the  Uni- 
versity of  London,  Karolin- 
ska  Institute  at  Stockholm 
and  the  Carlsburg  Labora- 
tories in  Copenhagen.  Dr. 
Fodden  is  a native  of  Eng- 
land and  intends  to  become 
an  American  citizen  in  Oc- 
tober, 1957. 

Dr.  Fodden,  Mrs.  Fodden 
and  their  six  children  will 
fly  from  Sioux  City,  Iowa  to 
London  arriving  February 
18.  The  family  will  remain 
in  London,  close  to  relatives 
of  both  families  while  Dr. 
Fodden  completes  his  travel 
studies. 


He  is  the  holder  of  a John 
and  Mary  R.  Markle  Foun- 
dation Scholarship,  the  funds 
of  which  are  supporting  the 
travel  study  in  addition  to  an 
extra  travel  assistance. 

Dr.  Fodden  joined  the  Uni- 
versity of  South  Dakota  fac- 
ulty in  October  1952.  He  ob- 
tained his  M.D.  degree  from 
the  University  of  Leeds, 
England  in  1946. 


NEW  YORK 
SESQUI-CENTENNIAL 

New  York — The  150th  An- 
niversary of  the  founding  of 
the  Medical  Society  of  the 
County  of  New  York  will  be 
celebrated  in  sesqui-centen- 
nial  events  scheduled  in 
April  1956,  according  to  Ger- 
ald D.  Dorman,  M.D.,  Presi- 
dent of  the  Society. 

New  York  County,  the 
Island  of  Manhattan,  has  the 
largest  local  medical  society 
in  the  nation  with  7,000 
members.  The  Society  was 
founded  in  1806  when  102 
physicians  assembled  on  the 
steps  of  City  Hall  and  public- 
ly proclaimed  the  Society  of 
physicians  to  exist.  Its  char- 
ter was  then  received  from 
the  State  of  New  York.  One 
of*  the  forthcoming  events  of 
the  Sesqui-Centennial  will 
be  to  reenact  this  scene  and 
rededicate  the  Society  to  the 
service  of  the  citizens  of  New 
York. 

Plans  for  the  celebration 
include  historical  exhibits, 
programs  in  the  scores  of 
hospitals  of  the  city  on  the 
newest  clinical  applications 
of  medicine,  open  house  and 
special  exhibits  in  the  five 
medical  schools  of  New  York, 


television  and  radio  pro- 
grams for  the  public  on 
“New  Horizons  In  Medicine” 
and  special  cancellation  post- 
marks for  all  letters  mailed 
in  Manhattan  during  the 
event.  A special  anniversary 
seal  has  been  created  for  use 
on  all  letters  mailed  by  phys- 
icians and  as  a motor  vehicle 
sticker  on  the  cars  of  phys- 
icians. 

William  B.  Rawls,  M.D.,  a 
past-president  of  the  Society, 
is  General  Chairman  of  the 
Anniversary  event  which 
will  climax  at  a formal  din- 
ner for  more  than  1,000  per- 
sons at  the  Waldorf-Astoria 
Hotel  on  the  evening  of 
April  5,  1956. 


THE  JULIE  BILLIART 
HOME,  JACKSON, 
MINNESOTA 


Doctors  searching  for  lo- 
cations near  South  Dakota 
for  the  care  of  non-ambula- 
tory and  m.entally  defective 
infants  are  urged  to  investi- 
gate the  services  of  the  Julie 
Billiart  Home  at  100  Linden 
Street  in  Jackson,  Minnesota. 

The  Home  is  owned  and 
operated  by  Mrs.  Teresa  Hal- 
loran,  R.N.  and  is  highly 
recommended  by  pediatric- 
ians in  the  area. 
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HAROLD  S.  BAILEY.  PH.D. 
EDITOR 

Division  of  Pharmacy 
College  Station,  South  Dakota 
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RESEARCH  IN  THE  PHARMACEUTICAL 
INDUSTRY* 

Ernest  H.  Volwiler,  Ph.D.** 


Our  modern  way  of  living  is  based  largely 
on  scientific  research.  We  in  these  United 
States  spend  for  research  and  development 
a higher  percentage  of  our  national  income 
than  any  other  country  in  the  world.  For 
industry  in  general,  these  expenditures 
amount  to  about  1.2%  of  sales;  but  in  the 
drug  manufacturing  industry  approximately 
5 cents  of  each  sales  dollar  is  spent  for  re- 
search and  development. 

Every  day  in  our  land  some  1,100,000  pres- 
criptions are  filled.  The  total  annual  values 
of  these  prescriptions  is  close  to  one  billion 
dollars.  This  large  sum  represents  active  re- 
search and  very  keen  competition. 

No  one  knows  when  studies  of  drugs  be- 
gan. The  aborigine  accidentally  discovered 
that  some  plants  and  extracts  made  from 
them  had  certain  specific  physiological 
effects  in  human  beings.  Later,  in  the  middle 
ages,  some  of  the  more  imaginative  alchem- 
ists, apothecaries,  and  physicians — like  Para- 
celsus— got  the  glimmering  of  the  idea  that 
to  make  an  effective  drug  was  a nobler  ob- 
ject than  to  transmute  base  metals  into  gold. 

Scientific  drug  research  as  we  know  it 
now  had  its  beginnings  only  recently.  Quinine 
for  malaria,  mercury  for  skin  diseases,  ex- 

*Presented  before  The  Industrial  Council,  Rens- 
selaer Polytechnic  Institute,  October  28,  1955. 
This  is  the  second  of  a series.  The  first  — “The 
Pharmaceutical  Industry  — Its  Contributions  to 
Health”  by  Theodore  E.  Klumpp,  M.D.,  was  pub- 
lished in  the  February  1956  issue. 

**President  and  General  Manager,  Abbott  Labora- 
tories, North  Chicago,  Illinois. 


tract  of  poppy  blossoms  for  pain — these  were 
old  drugs  whose  discoveries  were  hidden  by 
the  centuries.  But  modern  general  anes- 
thesia, starting  with  chloroform,  ether  and 
nitrous  oxide,  is  just  a little  over  a hundred 
years  old.  Progress  after  that  time  was  still 
halting  and  slow,  partly  because  there  was 
no  concerted  effort  by  scientists  as  there  is 
today,  and  partly  because  the  knowledge  of 
science  and  technology  was  still  very  limited. 
Shortly  after  the  Civil  War  it  was  observed  i 
that  sleep  could  be  produced  by  chloral  j 
hydrate.  Later  still  came  aspirin  and  phena-  | 
cetin  for  pain,  anesthesin  and  procaine  for 
local  anesthesia,  barbiturates  for  sleep,  and  i 
glandular  extracts  from  the  by-products  of  | 
the  slaughter  house  for  a variety  of  purposes.  | 
The  golden  age  of  drug  research  may  be  j 
said  to  have  begun  about  40  years  ago.  In 
succession  came  insulin,  new  barbiturates  for 
inducing  sleep,  germicides,  intravenous  anes-  i 
thetics,  the  sulfa  drugs,  and  penicillin  and 
other  antibiotics.  The  last  decade  has  brought 
forth  the  steroid  hormones  like  cortisone, 
compounds  to  control  epilepsy,  synthetic  and 
natural  drugs  for  use  in  mental  illnesses, 
antihistamines  to  control  allergies,  vaccines 
against  dread  diseases  like  polio,  and  new 
antibiotics  of  a potency  undreamed  of  a few 
years  ago.  Even  some  of  the  toxic  war  gases 
have  been  harnassed  and  made  to  play  their 
roles  in  medicine.  Swords  have  been  beaten  < 
into  plowshares.  Nowhere  has  this  been  so 
striking  as  in  the  use  of  radioisotopes  in  med-  „ 
icine  for  both  diagnosis  and  cure  of  disease. 
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Radioisotopes  of  most  of  the  elements  can 
exist,  but  there  is  only  a limited  number  that 
appear  to  have  interest  in  medicine.  Among 
them  are  radioactive  phosphorus,  iodine, 
chromium,  gold,  and  cobalt.  Compounds  con- 
taining these  isotopes  can  be  made  to  fit 
particular  needs.  Radioactive  phosphorus 
checks  the  overproduction  of  red  blood  cells 
in  a form  of  cancer  of  the  blood;  radioactive 
iodine  is  used  for  determining  thyroid  func- 
tion and  for  treating  thyroid  disease;  other 
radioactive  compounds  can  be  used  to  meas- 
ure the  total  volume  of  blood  in  a patient,  or 
his  plasma  volume,  or  cardiac  output  and  cir- 
culation time,  or  liver  function,  or  to  diag- 
nose pernicious  anemia,  or  to  show  exactly 
where  a brain  tumor  lies. 

What  are  the  steps  that  must  be  taken  to 
develop  a new  drug?  The  gauntlet  that  it 
must  run  is  an  increasingly  long  and  difficult 
one.  First  of  all,  the  idea  must  hatch  in  some 
fertile  and  prepared  mind.  It  can  come  only 
from  an  individual,  not  from  a crowd.  Before 
an  idea  can  finally  be  put  into  practical  use, 
teams  of  scientifically  and  technologically 
trained  men  and  women  will  have  to  work  on 
it,  but  in  the  original  inception  of  the  idea 
the  lone  individual  mind  is  and  will  always 
remain  supreme. 

You  have  heard  of  valuable  drugs  which 
were  discovered  by  accident.  There  have 
been  a number  of  such  discoveries.  In  most 
cases  of  this  sort,  particularly  in  recent  years, 
the  investigator  was  looking  for  a drug  for 
some  specific  disease,  but  the  product  he 
made  was  found  to  be  useful  for  something 
else.  This  is  called  serendipity.  Pasteur  ex- 
pressed it  this  way:  “Luck  favors  the  man 
who  is  prepared.” 

The  hypothetical  new  drug  which  we  are 
talking  about  may  come  from  a variety  of 
sources.  It  may  be  a synthetic  chemical;  or- 
ganic synthesis  has  been  the  source  of  many 
of  our  most  valuable  drugs.  Or  it  may  be  a 
product  obtained  by  extraction  from  a plant 
like  the  alkaloids  morphine  and  reserpine;  or 
from  animal  glands  like  thyroid  extract  or  in- 
sulin. The  drug  may  come  from  the  labora- 
tory of  the  microbiologist  who  is  respon- 
sible for  antibiotics;  it  may  be  a vaccine 
against  smallpox  or  polio  for  which  we  de- 
pend on  the  bacteriologist. 

After  the  new  drug  has  been  made  by  the 
researcher,  tests  begin  for  effectiveness  and 


safety.  This  may  involve  bacteriologic  eval- 
uation, and  certainly  pharmacologic  tests  on 
animals.  By  these  means  we  learn  something 
of  how  the  drug  acts  and  we  gain  an  indica- 
tion, but  not  a final  answer,  as  to  its  worth 
in  human  medicine.  The  indispensable  tests 
on  animals  must  include  acute  and  chronic 
toxicity  experiments  to  learn  whether  the 
compound  may  produce  deleterious  side  ef- 
fects if  it  is  given  briefly  or  for  an  extended 
period  of  time.  Often  these  trials  are  car- 
ried through  several  generations  of  lower 
animals  to  make  sure  that  there  is  no  genetic 
or  other  effect  on  the  offspring. 

When  such  extended  experimentation  has 
been  completed  and  the  new  product  has 
given  promise  of  value,  cautious  clinical  trial 
is  begun.  The  use  in  humans  is  then  increased 
in  scope,  as  more  experience  with  the  drug 
gives  added  confidence  that  it  is  sufficiently 
safe  to  use. 

The  number  of  cases  needed  to  give  assur- 
ance of  its  value  and  safety  depends  on  the 
specific  product  in  question.  Some  drugs  are 
inherently  more  safe  than  others,  and  some 
physiologic  responses  are  less  definite  so  that 
more  cases  are  required  to  give  the  therapeu- 
tic evidence  that  is  wanted. 

To  be  used  in  humans,  the  product  must  be 
put  into  an  adaptable  form  such  as  a tablet, 
elixir,  solution,  or  injectable  medium.  It  may 
have  to  be  suitably  diluted,  its  pH  adjusted, 
or  protected  from  the  gastric  juice,  or  a dozen 
other  things  done  to  it.  This  is  the  job  of  the 
pharmacist.  Besides  making  sure  that  the 
product  is  acceptable  to  humans,  he  must 
also  see  to  it  that  the  form  in  which  it  is  sup- 
plied is  sufficiently  stable  so  that  it  can  be 
kept  on  the  druggists’  shelf  or  in  the  home 
medicine  cabinet  for  at  least  a year  or  two. 
Also,  standards  for  identity  and  purity  must 
be  developed,  and  suitable  analytical  pro- 
cedures worked  out. 

When  all  this  work  has  been  done,  the  or- 
ganized data  may  be  submitted  to  the  Federal 
Food  and  Drug  Administration  for  permis- 
sion to  market  the  new  product.  If  your  data 
are  adequate,  and  if  all  goes  well,  within  a 
few  months  you  may  be  given  clearance  to 
market  it.  In  the  meantime,  your  manufac- 
turing process  should  have  gone  through  the 
development  or  pilot  plant,  to  make  sure  you 
really  know  how  to  produce  the  new  drug  at 
a sufficiently  low  cost.  Then  you  are  ready 
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for  the  manufacture  and  distribution  of  the 
product,  which  you  hope  will  be  sufficiently 
superior  to  enable  you  to  recover  all  your 
development  costs  and  make  a profit  so  that 
you  can  undertake  research  on  other  new 
products. 

It  has  taken  me  quite  a few  minutes  to 
barely  outline  the  steps  that  must  be  taken. 
The  actual  operation  is  much  longer.  We  gen- 
erally count  on  several  years  from  the  birth 
of  a new  idea  until  a worth-while  new  med- 
icinal product  can  actually  be  sold. 

If  people  in  the  drug  manufacturing  bus- 
iness could  just  be  fairly  sure  of  the  outcome 
of  their  research,  our  lives  might  be  much 
simpler.  Unfortunately,  the  cells  of  man  and 
of  bacteria  are  so  complex  that  we  cannot 
predict  with  accuracy  what  kind  of  result  we 
are  going  to  get  from  a given  new  chemical 
compound.  Some  good  guesses  can  sometimes 
be  made,  but  if  we  can  end  up  with  one  good 
drug  out  of  each  thousand  compounds  we 
make  and  test,  our  batting  average  may  be 
about  normal. 

For  this  kind  of  intensive  and  painstaking 
research  it  is  necessary  to  have  the  attention 
of  chemists,  physicists,  bacterioligists,  phar- 
macologists, pharmacists,  clinicians,  and 
other  scientists  working  as  a team,  with  each 
meshing  his  own  specialized  knowledge  with 
that  of  the  others.  Such  programs  of  research 
have  led  to  most  of  the  anesthetics,  vitamins, 
antihistamines,  pain-relieving  drugs,  vac- 
cines, hormones,  sulfa  drugs  and  antibiotics, 
on  which  we  rely  so  heavily  for  our  health 
and  life.  It  is  such  research,  on  a still  broader 
scale,  which  is  needed  to  make  further  pro- 
gress against  cancer,  heart  disease,  arterios- 
clerosis, hypertension,  arthritis,  and  the  com- 
mon cold.  The  growing  importance  of  some 
of  these  diseases  is  due  to  the  saving  of  lives 
of  younger  people  by  better  drugs,  superior 
medical  care,  and  improved  nutrition.  As  a 
result,  geriatrics,  which  deals  with  old  age 
and  its  diseases,  is  assuming  an  important 
place  in  the  attention  of  the  scientist  work- 
ing in  the  medical  field. 

Since  illness  is  so  undesirable  and  since  it 
represents  such  a drain  on  our  economy,  why 
not  spend  twice  as  much  on  drug  research 
and  make  progress  twice  as  fast?  That  would 
be  fine  if  there  were  enough  good  ideas  to 
work  on  and  enough  scientists  to  do  the  re- 
search. To  some  extent  the  two  are  related. 


If  a large  number  of  capable  youngsters  could 
be  attracted  to  careers  in  science,  we  would 
automatically  have  new  sources  of  ideas 
flowing  from  eager  fertile  minds.  You  in  this 
audience  are  in  a strategic  position  to  in- 
fluence those  young  people  who  have  the 
aptitudes  for  scientific  work.  To  enter  these 
fields,  they  should  be  intellectually  eager  and 
honest;  they  should  be  imaginative  and  dili- 
gent. If  they  have  a mathematical  bent,  that 
is  a fine  attribute,  though  for  certain  bran- 
ches of  science  they  do  not  need  to  be  stars 
in  math.  For  the  bright  young  man  and  wo- 
man studying  science,  increasing  financial 
support  is  available.  In  chemistry,  for  ex- 
ample, the  National  Science  Foundation  re- 
ports that  69%  of  students  majoring  in  this 
field  receive  some  financial  aid. 

You  can  assure  such  young  aspirants  that 
their  lives  will  be  spent  in  a world  where 
science  and  technology  will  play  an  ever- 
increasing  role.  Science  offers  them  great 
opportunities  for  important  discoveries  and 
deep  satisfaction,  and  particularly  so  if  their 
discoveries  are  of  direct  benefit  to  the  well- 
being and  health  of  their  fellow  men.  Arthus 
D.  Little,  some  thirty  years  ago,  described 
the  scientist  as  “having  the  simplicity  to  won- 
der, the  ability  to  question,  the  power  to  gen- 
eralize, the  capacity  to  apply.  It  is,  in  short, 
the  company  of  thinkers,  workers,  expoun- 
ders and  practitioners  upon  which  the  world 
is  absolutely  dependent  for  the  preservation 
and  advancement  of  that  organized  knowl- 
edge which  we  call  Science.” 

It  is.  important  to  recognize  that  research 
of  interest  in  the  drug  field  is  much  broader 
than  the  discovery  of  drugs  alone.  In  fact, 
such  discovery  is  often  the  last  step  in  a long 
progression  of  scientific  effort.  The  basic 
work  which  shows  how  a cell  feeds  or  mul- 
tiplies or  dies,  or  how  the  blood  carries  oxy- 
gen and  nutriment,  or  the  investigation 
which  leads  to  the  isolation  of  a crystalline 
virus,  or  demonstrates  the  structure  of  a 
crystal  by  x-rays,  or  proves  that  bacteria  may 
be  tricked  into  consuming  chemicals  that  will 
kill  them  but  not  the  host  — all  such  basic 
scientific  studies  can  have  far-reaching  ef- 
fects on  how  physicians  tomorrow  may  be 
treating  cancer,  or  polio,  or  stomach  ulcers, 
or  something  else. 

Of  this  elusive  activity  called  research,  the 
drug  manufacturing  industry  is  a large  user. 
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and,  in  proportion  to  the  size  of  the  industry, 
one  of  the  most  important.  Each  drug  firm 
of  importance  maintains  an  active  research 
department,  well  staffed  and  equipped.  The 
number  of  research  personnel  in  many  of 
these  firms  runs  into  the  hundreds.  To  pay 
the  salaries  of  these  people  and  to  supply 
them  with  tools  and  materials,  in  an  environ- 
ment conducive  to  productive  effort,  require 
an  annual  outlay  of  many  thousands  of  dol- 
lars per  man.  Research  is  expensive  business, 
but  if  it  is  imaginative  and  well  carried  out 
it  is  likely  to  lead  to  major  results. 

Aside  from  being  the  tool  by  which  new 
drugs  are  discovered,  research  must  also 
make  them  economically  feasible.  To  cite  an 
old  but  illustrative  example,  a dose  of  100,000 
units  of  crude  penicillin  in  1942  cost  $20.  Con- 
tinuing research  by  microbiologists,  chemists, 
and  other  scientists  and  engineers  has  steadily 
brought  down  the  cost  to  a small  fraction  of 
that  amount.  In  fact,  a glass  bottle,  label,  and 
carton  may  now  cost  more  than  the  penicillin 
contained  therein.  Similarly,  research  effort 
has  brought  within  financial  reach  of  our 
populace  other  important  drugs  which  are 
in  use  today.  Research  has  kept  drug  costs 
in  line  better  than  has  been  accomplished  for 
most  cost-of-living  items  such  as  food,  cloth- 
ing, and  housing.  A study  made  just  recently 
by  a member  of  our  industry  indicates  that 
while  disposable  income  rose  262%  between 
1939  and  1954,  personal  expenditures  for 
drugs  rose  only  167%.  We  should  add  to  this 
the  fact  that  today’s  drugs  are  far  more  effec- 
tive than  those  of  1939;  and  70%  of  today’s 
prescriptions  could  not  even  have  been  filled 
ten  years  ago  because  the  drugs  had  not  yet 
been  born. 

Newer  drugs  have  played  an  important 
part  in  raising  our  expected  life  span  to  an 
all-time  high  of  681/2  years.  In  the  light  of 
these  extensive  successes,  is  the  research 
scientist  working  himself  out  of  a job?  Must 
he,  as  the  wag  said,  quit  because  he  discov- 
ered a cure  for  a disease  that  didn’t  exist? 

The  answer  is  an  emphatic  no.  I have  al- 
ready alluded  to  a number  of  serious  diseases 
for  which  we  do  not  yet  have  adequate  drugs. 
Even  for  those  maladies  for  which  very 
effective  drugs  are  now  available,  it  should 
be  possible  to  discover  still  better  ones  which 
will  produce  fewer  reactions,  be  better  toler- 
ated, or  cure  the  patient  quicker.  In  bacterial 


and  virus  diseases,  and  apparently  even  in 
cancer,  the  offending  organism  may  in  time 
acquire  resistance  to  the  drug  which  had 
been  effective  before.  Obviously,  we  need 
something  new.  There  is  no  end  to  the  chain 
of  health-maintaining  drug  products  that  the 
scientist  will  be  called  on  to  originate  and 
produce. 

The  research  basis  is  being  laid  for  a still 
broader  understanding  of  diseases  and  how 
to  conquer  them.  You  have  good  reason  to 
expect  that  the  developments  in  the  next  de- 
cade will  match  in  importance  the  great  for- 
ward strides  which  have  occurred  since  1945. 
Such  progress  can  affect  not  only  the  health 
of  the  people  of  the  world,  but  also  their 
economic  stature  and  their  living  at  peace. 


^"The  substitution  of  oral 
Neohydrin 

for  parenteral  meralluride 
was  successfully 
accomplished  in  97  per  cent 
of  70  ambulatory 
clinic  out-patients  with 
chronic  congestive 
heart  failure.''* 

'■'Lawrence,  W.  E.;  Kahn,  S.  $.,  and  Riser,  A.  B.: 

South.  M.  J,  47:105,  1954. 
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EJUUMACEUTICAL 

ECONOMICS 


PROGRESS  IN  PROFESSIONAL 
RELATIONS 


Relations  between  organized  medicine  and 
pharmacy  at  the  national  level  are  more 
friendly,  cooperative  and  mutually  beneficial 
than  ever  before  as  a result  of  the  meeting 
of  representatives  of  the  two  professions  in 
Chicago  on  January  5. 

Problems  arising  recently  in  the  relation- 
ship between  individuals  and  groups  within 
the  two  professions  at  state  and  local  levels 
were  discussed  with  complete  candor  by  the 
six  representatives  of  American  pharmacy 
who  met  with  the  three  physicians  designated 
by  the  Board  of  Trustees  of  the  American 
Medical  Association  to  act  as  their  represen- 
tatives. 

The  fact  that  this  inter-professional  group 
agreed  that  discussion  of  ethical  concepts  and 
basic  principles  as  they  affect  the  public  re-  ^ 
lations  of  both  professions  was  essential  from 
time  to  time  augurs  well  for  the  establish- 
ment of  ways  and  means  for  avoiding  en- 
croachment upon  the  professional  preroga- 
tives of  either  group. 

The  mechanics  for  setting  action  patterns, 
which  will  be  helpful  in  local  situations  that 
are  bound  to  arise  in  an  era  of  changing  pro- 
cedures for  making  medical  care  available 
to  people  in  all  economic  groups,  require 
constant  review  of  current  affairs  in  med- 
icine and  pharmacy  at  all  evels. 

In  the  discussion  of  the  joint  committee  on 
January  5 it  was  pointed  out  that  interpre- 
tation of  the  principles  of  ethics  of  each  pro- 
fession is  an  important  factor  in  the  relation- 
ship between  them,  and  state  and  local  organ- 
izations of  physicians  and  pharmacists  must 
understand  the  principles  laid  down  and 


avoid  over-exaggeration  of  the  effects  of  any 
changes  which  are  proposed  from  time  to 
time  in  order  to  meet  special  contingencies. 
There  are  legal  as  well  as  professional  prob- 
lems involved  in  governing  the  activities  of 
individual  members  of  any  profession  and 
there  must  be  mutual  understanding  in  order 
to  avoid  unnecessary  controversies.  It  is  only 
by  cultivation  of  mutual  respect  and  appre- 
ciation of  difficulties  which  confront  both 
professions  in  their  endeavors  to  work  out 
their  individual  problems  that  progress  can 
be  made.  The  decision  of  the  joint  committee 
to  ask  the  governing  bodies  of  the  three  na- 
tional associations  represented  to  authorize 
further  meetings  on  an  annual  or  semi- 
annual basis  is  indicative  of  the  feeling  that 
such  meetings  are  of  the  greatest  value. 

As  suggested  by  the  physicians,  the  repre- 
sentatives of  pharmacy  in  a brief  meeting 
following  the  session  of  the  joint  committee 
made  preparations  for  presentation  of  a state- 
ment to  the  American  Medical  Association’s 
Judicial  Council  and  Council  on  Constitution 
and  Bylaws  which  will  give  further  consid- 
eration to  the  amendment  of  the  Principles  of 
Ethics  of  the  American  Medical  Association 
with  regard  to  the  ownership  of  pharmacies 
by  physicians.  Such  a statement  is  in  course 
of  preparation  and  will  be  directed  to  the 
Secretary  and  General  Manager  of  the  Amer- 
ican Medical  Association  for  transmittal  to 
the  Board  of  Trustees  in  time  for  action. 

Members  of  the  national  pharmacy  com- 
mittee on  relations  with  the  medical  pro- 
fession were  in  complete  accord  on  all  phases 
of  the  future  relations  between  medicine  and 
pharmacy. 
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The  committee  will  make  available  to  state 
and  local  organizations  from  time  to  time, 
such  information  as  will  be  helpful  in 
furthering  good  inter-professional  relations 
at  all  levels.  It  is  to  be  hoped  that  state  and 
local  organizations  will  cooperate  with  the 
national  committee  to  avoid  any  action  which 
may  have  a tendency  to  aggravate  rather 
than  reduce  tension  between  the  professions. 

National  Committee  on  Relations  With  The 
Medical  Profession 

American  Pharmaceutical  Association 
John  B.  Heinz,  President 
Robert  P.  Fischelis,  Secretary 
Ronald  Robertson,  Chairman,  Committee 

on  Professional  Relations 
National  Association  of  Retail  Druggists 

John  J.  McKeighan,  President 
Frank  Moudry,  Chairman,  Special  Liaison 
Committee 
Mearl  D.  Pritchard 
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The  Upjohn  Company 
Wallace  Laboratories 
Winthrop  Laboratories 
Wyeth,  Inc. 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 

"premarin: 

widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 
5645 
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FRENQUEL 

Description:  Tablets  of  Alpha  (4-piperidyl) 
benzhydrol  HCl. 

Action:  Frenquel  (azacyclonol)  hydrochloride 
has  a new  type  of  central  activity.  Fren- 
quel specifically  blocks  hallucinations  in 
many  cases  with  acute  schizophrenia.  By 
conventional  methods  of  measurement,  it 
is  practically  devoid  of  depressant  activity 
as  we  understand  it  today. 

Even  in  large  loses,  Frenquel  does  not 
induce  sleep  and,  therefore,  is  not  a sed- 
ative. Neither  is  it  a “stimulant.”  The  me- 
chanism of  action  is  localized  in  higher 
brain  centers,  perhaps  the  mesodience- 
phalic  activating  system. 

Indication:  Schizophrenic,  acute  reactions. 

Dosage:  Frenquel — 20  mg.  tablets  three  times 
daily  by  mouth.  Should  dosage  in  excess 
of  those  recommended  be  used  in  therapeu- 
tic trial,  it  would  be  advisable  to  observe 
blood  pressure  and  blood  cell  counts  fre- 
quently. Complete  literature  available  on 
request. 

How  supplied:  Bottles  of  100  Frenquel  tab- 
lets. Each  aqua-blue  tablet  contains  Fren- 
quel (azacyclonol)  Hydrochloride,  20  mg. 

Source:  Wm.  S.  Merrell. 

METICORTELONE  ACETATE  AQUEOUS 
SUSPENSION 

Description:  Prednisolone  acetate  25  mg.  sus- 
pended in  saline  solution. 

Action:  Anti-inflammatory  at  tissue  level 
when  injected  into  inflamed,  noninfected 
joints. 

Indications:  A new  “Meti”  injectible  suspen- 
sion designed  expressly  for  localized  intra- 
articular  therapy  of  rheumatoid  arthritis 
and  osteoarthritis  and  post-traumatic  bur- 
sitis. The  new  sterile  corticoid  suspension 


is  particularly  useful:  (1)  when  only  one  or 
two  peripheral  joints  are  involved;  (2)  when 
treating  resistant  or  severely  involved  joints 
during  systemic  therapy;  (3)  when  systemic 
therapy  with  gold,  ACTH  or  corticosteroids 
is  ineffective  or  contraindicated;  (4)  when 
joint  surgery  is  required;  and  (5)  when  in- 
dicated to  decrease  the  severity  of  relapse 
in  one  or  several  joints. 

Dosage:  Intra-articular.  The  average  for 
larger  joints  is  25  mg.  (1  cc.),  while  10  to  15 
mg.  usually  is  sufficient  for  smaller  joints. 
Severely  inflamed  joints  may  require  one 
or  more  injections  a week.  Intrasynovial 
or  intrabursal  injections  are  particularly 
suitable  for  the  knee,  shoulder,  elbow, 
wrist,  ankle,  phalangeal  joints  and  bursae. 
In  acute  bursitis  a single  injection  of  25  mg. 
(1  cc.)  or  occasionally  37.5  mg.  (1.5  cc.) 
usually  is  sufficient  for  complete  relief.  A 
second  injection  may  be  given  in  three  to 
five  days  as  required. 

How  supplied:  25  mg./cc.,  10  cc.  multiple  dose 
vial,  boxes  of  1 and  6. 

Source:  Sobering. 

CORTISPORIN  (New  Size) 

Description:  A new  Vz  oz.  tube  with  applica- 
tor tip,  for  topical  use.  Each  gram  contains 
‘Aerosporin’  Sulfate  Polymyxin  B Sulfate 
5,000  Units;  bacitracin  400  Units;  neomycin 
sulfate  5 mg.;  hydrocortisone  (free  alcohol) 
10  mg.  (1%)  in  a special  low-melting  point 
petrolatum  base. 

Action:  ‘Cortisporin’  combines  the  anti-in- 
flammatory effect  of  hydrocortisone  with 
the  antimicrobial  effect  of  polymyxin  B, 
neomycin,  and  bacitracin.  Topical  hydro- 
cortisone acts  rapidly  to  allay  the  undesir- 
able features  of  untoward  inflammation, 
discomfort,  edema,  erythema,  and  excess 
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scar  formation.  The  spectra  of  the  three 
antibiotics  in  ‘Cortisporin’  overlap  in  such 
a way  as  to  cover  virtually  all  bacteria 
likely  to  be  found  topically;  all  three  are 
bactericidal,  not  merely  bacteriostatic. 

Indications:  Inflammatory  conditions  of  the 
skin  and  external  ear,  which  are  associated 
with  bacterial  infection  are  indications  for 
‘Cortisporin.’  The  Ointment  is  also  of  value 
for  inflamed  lesions  which  are  not  infected 
but  which  it  is  desired  to  protect  against 
bacterial  infection;  in  this  group  conditions 
of  allergic  etiology  are  of  particular  in- 
terest. 

How  supplied;  Tube  of  V2  oz.  with  applicator 
tip. 

Source:  Burroughs  Wellcome. 

AUREOMYCIN  POULTRY  FORMULA 

Description:  A new  water  soluble  prepara- 
tion of  Aureomycin  chlortetracycline, 
which  may  be  given  to  poultry  either  in 
feed  or  drinking  water. 


Indications:  Aureomycin  Poultry  Formula  is 
effective  for  stimulation  of  feed  intake, 
maintenance  of  weight  gains  and  reduction 
of  m.ortality  in  the  presence  of  C.R.D.  and 
blue  comb  in  chickens;  hexamitiasis,  sinu- 
sitis and  blue  comb  in  turkeys.  It  is  also 
indicated  for  prophylaxis  during  special 
periods  of  stress  due  to  vaccination,  ex- 
treme temperatures  and  moving  which  may 
reduce  resistance  to  disease. 

Dosage:  If  birds  are  eating,  Aureomycin 
Poultry  Formula  may  be  mixed  with  the 
complete  ration.  If  the  birds  are  off  feed, 
the  formula  is  added  to  the  drinking  water. 

Each  pound  of  the  formula  contains  25 
grams  of  Aureomycin  chlortetracycline  hy- 
drochloride. One  level  teaspoonful  supplies 
approximately  200  mg.  of  Aureomycin  per 
gallon  of  water. 

How  supplied:  Available  in  1.6  ounce  and 
one-half  pound  jars  and  ten  pound  drums. 

Source;  Lederle  Laboratories. 
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Help  Yourself... 


to 


Sigger  Wioter  Profits 


reatii[t'SVIIIFIIg.125.HnVlE.C. 


) 

(Thenylpyramine  Compound  £.  C.,  Lilly) 


Here  is  a cough  mixture— pleasantly  flavored,  sparkling,  bright-red-colored 
—that  will  sell  throughout  the  season.  Syrup  ‘Histadyl  E.C.’ appeals  to  all 
age  groups  and  is  definite  and  desirable  in  the  treatment  of  many  incipient 
coughs.  So,  help  yourself  to  bigger  winter  profits;  keep  plenty  of  stock  on 
hand.  Supplied  in  pint  and  gallon  bottles.  You  save  when  you  buy  the  gallon 
bottles.  Send  your  orders  to  us. 

“Federal  record  of  sale  required. 


WE  ARE  A 


DISTRIBUTOR 


BROWN  DROG  COMPANY 

Sioux  Falls,  South  Dakota 
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Jy 


PHARMACEUTICAL 

INSTITUTE 


APRIL  10-11 

The  annual  refresher 
course  for  practicing  phar- 
macists of  this  area,  The 
Pharmaceutical  Institute, 
will  be  held  April  10-11 
according  to  Dr.  G.  C.  Gross, 
Chairman. 

Sponsored  by  the  Division 
of  Pharmacy,  South  Dakota 
State  College,  in  cooperation 
with  the  South  Dakota  State 
Pharmaceutical  Association, 
the  two-day  program  will 
again  be  held  on  the  State 
College  Campus.  The  pro- 
gram is  again  being  planned 
to  include  both  the  profes- 
sional and  administrative 
aspects  of  the  pharmacy. 

Registration  will  take  place 
at  1:30  Tuesday,  April  10 
with  the  final  session  over 
by  4 P.M.  Wednesday,  April 
11,  Gross  said. 

The  banquet  is  scheduled 
for  Tuesday  evening  in  the 
Memorial  Union.  Thomas 
Kingsley,  Inspector,  Food 
and  Drug  Administration, 
Minneapolis,  will  speak  at 
the  banquet  on  “The  Phar- 
macist and  His  Responsibil- 
ities Under  the  Federal  Food 
and  Drug  Law.” 


Further  details  of  the  pro- 
gram will  be  announced  in 
this  Journal  and  each  phar- 
macy in  South  Dakota  will 
receive  a copy  of  the  com- 
plete program  in  March. 

Due  to  increased  attend- 
ance in  previous  years,  hotel 
or  motel  reservations  should 
be  made  as  soon  as  possible. 


RHO  CHI  BANQUET 
APRIL  3 

The  five-year  program 
leading  to  the  B.S.  in  Phar- 
macy degree  mandatory  for 
all  colleges  of  pharmacy 
July  1,  1960  will  be  the  sub- 
ject of  an  address  given  at 
the  Rho  Chi  Banquet,  6:30 
P.M.  April  3 at  South  Dakota 
State  College. 

Dr.  Louis  W.  Busse,  Pro- 
fessor of  Pharmacy,  School 
of  Pharmacy,  University  of 
Wisconsin  and  member  of 
the  Committee  on  Curri- 
culum of  the  American  Asso- 
ciation of  Colleges  of  Phar- 
macy, will  be  the  speaker. 

Sponsored  by  Tau  Chap- 
ter of  Rho  Chi,  the  banquet 
is  open  to  students,  as  well 


as  practicing  pharmacists,  in 
order  that  members  of  the 
profession  may  be  better  ac- 
quainted with  this  educa- 
tional change. 

Tickets  for  the  banquet  at 
$1.50  each  may  be  ordered 
by  mail  from  the  Treasurer, 
Rho  Chi,  Division  of  Phar- 
macy, South  Dakota  State 
College,  Brookings,  South 
Dakota.  Requests  must  be 
postmarked  not  later  than 
March  29  in  order  to  be  hon- 
ored. 


MILLION  PRESCRIPTION 
AWARD 

Pharmacies  throughout  the 
United  States  that  have 
filled  a million  or  more  pre- 
scriptions during  the  years 
of  their  operation  will  be 
honored  with  an  award  for 
meritorious  community  ser- 
vice through  pharmacy,  it 
has  been  announced  by  Led- 
erle  Laboratories  Division, 
American  Cyanamid  Com- 
pany. 

The  Lederle  award,  in  the 
form  of  a citation  suitable 
for  framing  in  the  store, 
praises  the  dedicated  phar- 
macists who  have  helped  to 
relieve  the  suffering  and  im- 
prove the  health  of  the  pub- 
lic. 
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THIRTY  THREE  YEARS  EXPERIENCE 
WITH  PER-ORAL  ENDOSCOPY  IN 
EASTERN  SOUTH  DAKOTA 
Compiled  and  edited  by 
John  B.  Gregg,  Jr.,  M.D. 

Sioux  Falls,  South  Dakota 


In  1855,  Manuel  Garcia,  a voice  teacher, 
first  examined  the  larynx  with  a mirror.  His 
purpose  was  to  determine  how  this  structure 
functioned,  to  aid  in  teaching  singing  stu- 
dents. Clinical  application  of  this  principal 
for  examination  of  the  larynx  was  not  made 
until  two  years  later  when  the  indirect  lar- 
yngoscope was  introduced  by  Turck  and 
Czermak-  It  was  not  until  1895  that  the  first 
direct  laryngoscope  was  used  by  Kerstein  to 
examine  the  hypopharyngeal  and  laryngeal 
structures. 

Bronchoesophagology,  primarily  as  a means 
for  removal  of  foreign  particles  from  the  res- 
piratory passages,  received  its  real  impetus 
in  about  1895  through  the  work  of  Killian. 
1)2)  He  removed  a piece  of  bone  from  the 
bronchial  tree  with  a bronchoscope  through 
a tracheotomy  wound.  Prior  to  that  time 
foreign  bodies  in  the  respiratory  passages 
were  either  fatal  or  were  treated  by  bron- 
chotomy  which  was  attended  by  a twenty- 
three  percent  mortality.  Mackenzie  is  re- 
ported to  have  used  a skeleton  type  of  eso- 
phagoscope  as  early  as  1890.  Prior  to  that 
time  foreign  particles  in  the  esophagus  were 
treated  with  various  probes,  bougies  and 
hooks,  with  some  success. 

It  was  not  until  about  1905,  however,  that 
general  usage  of  bronchoscopy  and  esophago- 
scopy  for  recovery  of  foreign  particles  in  the 


air  and  food  passages  was  promoted  to  a use- 
ful technique  by  Chevalier  Jackson.  In  the 
succeeding  twenty  years  foreign  body  endos- 
copy was  advanced  from  a medical  curiosity 
to  an  exacting  technique.  3)4)5)6)7)8)9)10)11) 
12)13)14)15)16)17)18)19)20)21)22)23).  Bronchos- 
copy and  esophagoscopy  became  a fine  art 
which  was  frequently  imitated  but  seldom 
duplicated  by  others  than  those  specially 
trained  in  large  endoscopy  centers.  With 
time,  as  endoscopists  became  skilled  in  these 
techniques,  it  was  recognized  more  and  more 
that  the  per-oral  endoscopy  had  a diagnostic 
as  well  as  a therapeutic  role.  24)25)26)27)28). 

In  recent  years  broncho-esophagology  as  a 
diagnostic  measure  has  largely  surpassed  the 
foreign  body  work  in  frequency.  29)30)31)32) 
33)34)35)36)37)38)  Yet,  foreign  bodies  are  still 
far  from  rare  and  often  the  obstructed  air- 
way depends  upon  the  skill  of  the  endosco- 
pist for  removal  of  the  intruding  particle. 
39)40)41)42)43)  Even  with  the  advancing  skill 
of  the  chest  surgeon  in  the  removal  of  a lung 
or  a segment  thereof  or  in  esophageal  sur- 
gery, it  is  still  preferable  to  recover  foreign 
material  from  the  lung  or  the  esophagus  by 
endoscopic  procedures.  This  technique  which 
has  withstood  the  test  of  time  cannot  be 
learned  merely  by  the  purchase  of  a bron- 
choscope but  must  be  developed  by  long, 
careful  training.  For  this  reason  it  is  highly 
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unlikely  that  the  fine  skill  of  the  expert  en- 
doscopist will  ever  be  replaced. 

Recently  death  brought  to  a close  the 
career  of  one  of  South  Dakota’s  pioneers  in 
the  field  of  laryngo-broncho-esophagology, 
Doctor  John  B.  Gregg,  of  Sioux  Falls.  Be- 
cause this  field  of  Medicine,  especially  for- 
eign body  endoscopy,  had  always  been  one 
of  his  major  interests  and  hobbies,  Doctor 
Gregg  left  behind  him  carefully  documented 
records  of  his  findings-  With  his  data  avail- 
able it  would  seem  prudent  to  pause  briefly 
and  examine  the  scope  and  development  of 
this  fascet  of  medicine  in  this  community.  It 
is  possible  that  these  findings  may  be  of 
value  in  the  treatment  or  prevention  of  sim- 
ilar difficulties  in  the  future. 

In  the  earlier  part  of  this  study,  endoscopic 
procedures  were  done  more  often  for  foreign 
bodies  in  the  air  and  food  passages.  In  recent 
years  an  increasing  amount  of  diagnostic 
work  was  done  and  as  would  be  expected, 
the  volume  of  endoscopic  work  both  foreign 
body  and  diagnostic  increased  proportion- 
ately with  the  increase  in  population.  Yet, 
even  with  the  increasing  number  of  diagnos- 
tic studies  in  recent  years  the  bulk  of  the  en- 
doscopies were  done  because  of  extraneous 
material  in  the  air  and  food  passages. 

As  might  be  anticipated,  the  majority  of 
the  bronchial  foreign  bodies  were  recovered 
from  children,  the  ratio  being  14:1  children  to 
adults.  Adults  surpassed  children  3:2  in  the 
frequency  of  esophageal  foreign  bodies.  In 
children  small  toys,  coins,  pieces  of  peanuts 
and  safety  pins  were  the  objects  which  were 
found  most  often.  Small  bones  and  pieces  of 
poorly  chewed  meat  comprised  the  largest 
groups  of  foreign  particles  recovered  from 
adults.  The  various  foreign  particles,  their 
locations,  the  age  range  in  which  they  were 
found  and  the  range  of  the  length  of  time 
they  were  in  place  are  summarized  in  table 
#1.  (See  Figures  1,  2,  3,  4,  5). 

During  the  thirty-three  year  period  in- 
cluded in  this  study,  there  were  five  hundred 
twenty-three  endoscopic  procedures  per- 
formed. (See  table  #2)  Of  these,  there  were 
one  hundred  eighty-four  bronchoscopies,  dur- 
ing which  one  hundred  three  foreign  par- 
ticles were  recovered.  There  were  two  hun- 
dred fifty  esophagoscopies  with  two  hundred 
four  prove  foreign  bodies  and  eighty-nine 
laryngo-pharyngoscopies  of  which  sixty-one 


1)  Coins  removed  from  the  hypopharynx  and 
esophagus. 


2)  Hypopharyngeal  and  upper  esophageal  foreign 
bodies.  1)  Button,  female,  10  yr.,  4 days  dura- 
tion. 2)  Button,  female,  17  mo.,  6 weeks.  3) 
Overall  button,  female,  16  mo.  24  hr.  4)  But- 
ton, female,  4yr.,  16  hr.  5)  Button,  female,  16 
mo.,  3 hr.  6)  Pendant,  female,  10  yr.,  1 hr.  7) 
Plum  pit,  female,  15  yr.,  14  hr.  8)  Sand  burr, 
male,  adult,  12  hr.  9)  Rivet,  male,  3 yr.,  5 da. 
10)  Tax  token,  male,  2 yr.,  5 da.  11)  Wire  key, 
male,  3 yr.,  1 mo. 


3)  Esophageal  foreign  bodies.  1)  Thumb  tack, 
male,  1%  yr.,  5 hr.  duration.  2)  Baloon  whistle, 
female,  12  yr.,  10  hr.  3)  Metal  medal,  male,  2y2 
yr.  48  hr.  4)  Toy  car  wheel,  female,  4 yr.,  24 
hr.  5)  Needle,  female,  5 yr.,  17  hr.  6)  Toy 
watch,  female,  8 yr.,  14  hr.  7)  Jackstone,  fe- 
male, 7 hr.,  4 hr. 


— 126  — 


APRIL  1956 


Table  $1. 

FOREIGN  BODIES.  TYPE.  LOCATION.  AGE  RANGE  AND  TIME  RANGE 


Age 

Time 

Laryngo- 

Esoph- 

Type 

Range 

Range 

Pharynx 

Bronchus  angus 

Total 

Meat  bolus 

41/2-70  yr. 

1 hr.-3  da. 

1 

1 

19 

21 

Bone,  chicken 

15  mos.-85  yr. 

3 hr.-6  da. 

5 

1 

33 

39 

Bone,  duck 

63  years 

38  hours 

1 

1 

Bone,  fish 

2 1/2 -80  yr. 

30  min.-2i/2  mo. 

32 

10 

42 

Bone,  pheasant 

15  mo.-59  yr. 

1 hr.-4  da. 

2 

8 

10 

Bone,  pork,  beef 

11  mo. -73  yr. 

6 hr.-2  da. 

1 

18 

19 

Bone,  turkey 

50-60  yr. 

6 hr.-6  da. 

2 

2 

Salmon  vertebra 

5 yr. 

5 da. 

1 

1 

Oyster  shell 

62  yr. 

16  hr. 

1 

1 

Tooth,  human 

12  yr. 

41/2  mo. 

1 

1 

Egg  shell 

10  mo. 

62  hr. 

1 

1 

Penny 

7 mo.-3i/2  yr. 

6 hr.-4  da. 

13 

13 

Nickel 

18  mo.-6  yr. 

7 hr.-  da. 

10 

10 

Dime 

12  yr. 

24  hr. 

1 

1 

Quarter 

16  mo.-7  yr. 

22  hr.-7  da. 

3 

3 

Half  dollar 

9 yr. 

18  hr. 

1 

1 

Silver  dollar 

16  yr. 

26  hr. 

1 

1 

Safety  pin 

4 mo. -3  yr. 

2 hr.-15  da. 

5 

2 

21 

28 

Common  pin,  needle 

21/218  yr. 

10  hr.-17  hr. 

4 

1 

3 

8 

Thumb  tack 

14  mo.-13  yr. 

5 hr.-2  da. 

1 

1 

5 

7 

Pen  point 

11  yr. 

2 hr. 

1 

1 

Button 

13  mo.-2  yr. 

3 hr.-6  wk. 

7 

7 

Metal  disc 

18  mo. -4  yr. 

4 hr.-ll  da. 

10 

10 

Wire  key 

2 yr. 

1 mo. 

1 

1 

Earring 

10  mo.-3  yr. 

4 hr.-3  wk. 

2 

2 

Wire 

10  mo.-60  yr. 

4 hr.-6  wk. 

4 

1 

1 

6 

Hair  pin 

2 yr. 

48  hr. 

1 

1 

Baloon  whistle 

10-12  yr. 

10-24  hr. 

2 

2 

Nail 

3-5  yr. 

4 hr.-38  hr. 

1 

2 

3 

Rivet 

3 yr. 

12  hr. 

1 

1 

Tin  foil 

21/2-8  yr. 

4 da.-2  wk. 

1 

2 

Toy  watch 

8 yr. 

14  hr. 

1 

1 

Jackstone 

7 yr. 

4 hr. 

1 

1 

Pencil  top 

5 yr. 

15  hr. 

1 

1 

Screw 

31/2  yr. 

13  mo. 

1 

1 

Metal  tube 

11  mo. 

24  hr. 

1 

1 

Metal  toy 

10  yr. 

1 hr. 

1 

1 

Plastic  cylinder 

6-18  yr. 

4-12  hr. 

1 

1 

2 

Comb 

6 mo. 

8 hr. 

1 

1 

Rubber  tube 

40  yr. 

4 mo. 

1 

1 

Glass  3 

43  yr. 

3 mo. 

1 

1 

Gentian  violet  pill 

32  mo. 

2 da. 

1 

1 

Porcelain 

18  mo. — 2 yr. 

1 hr.-l  mo. 

2 

2 

Wax  crayon 

22  mo. 

9 da. 

1 

1 

Piece  of  match 

29  yr. 

3 da. 

1 

1 

Toothpick 

21/2  yr. 

5 da. 

1 

1 

Piece  of  gravel 

17  mo. 

5 wk. 

1 

1 

Peanut 

1-14  yr. 

3 hr.-2  mo. 

55 

1 

56 

Corn 

15  mo.-4  yr. 

13  hr.-27  da. 

1 

10 

11 

Bean 

15  mo.-2i/2  yr. 

5 h.-48  hr. 

3 

3 

Popped  corn 

8 mo.-40  yr. 

12  hr.-3  da. 

4 

4 

Carrot 

3-4  yr. 

72  hr.-4  da. 

3 

3 

Hair  barrett 

16  mo. 

5 hr. 

1 

1 

Celluloid  toy 

1 yr. 

5 hr. 

1 

1 

Watermellon  seed 

12  mo. 

17  da. 

1 

1 

Sand  burr 

6 mo.35  yr. 

1-12  hr. 

1 

1 

2 

Pear  pulp 

19  yr. 

48  hr. 

Kmyesthenia 

1 

gravis) 

Peanut  candy 

16  year 

52.  hr. 

1 

1 

Plum,  peach  pit 

15-i8  yr. 

14  hr.-3  da. 

3 

3 

Almond  shell 

16  yr. 

24  hr. 

1 

1 

Vomitus 

32  yr. 

11/2  hr. 

1 

1 

Cellophane 

11  mo. 

6 day 

1 

1 

Escaped  into 

60 

106 

187 

353 

stomach  or 
counghed  out 

2 

18 

Totals 

60 

108 

205 

353 
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4)  Esophageal  foreign  bodies.  1)  Open  safety 
pin,  female,  3 yr.,  2 da.  duration.  2)  Metal 
cylinder,  male,  2 yr.,  10  hr.  3)  Ear  ring,  female, 
10  mo.,  3-4  weeks.  4)  Metal  disc,  male,  3 yr., 
10  hr.  5)  Metal  slug,  female  2 yr.,  11  da.  6) 
Hair  barrett,  female,  16  mo.,  48  hr. 


5)  Bronchial  foreign  bodies.  1)  Coffee  bean,  male, 
6 mo.,  24  hr.  duration.  2)  Metal  tube,  female, 

11  mo.,  24  hr.  3)  Porcelain,  male,  2 yr.,  1 mo. 
4)  Piece  of  celluloid  toy,  male,  1 yr.,  5 hr.  5) 
Watermellon  seed,  male,  12  mo.,  17  da.  6)  Piece 
of  match,  male,  29  yr.,  3 da.  7)  Corn  kernel, 
female,  2 yr.,  60  hr.  8)  Human  tooth,  female, 

12  yr.,  41/2  mo.  9)  Screw,  male,  3V2  yr.,  13  mo. 
10)  Tinfoil,  male,  8 yr.,  4 da.  11)  Navy  bean, 
male,  15  mo.,  5 hr.  12)  Nail,  male,  3 yr.,  4 hr. 
13)  Nail,  female,  5 yr.,  38  hr.  14)  Pencil  top, 
female,  12  yr.,  15  hr.  15)  Peanut  shell,  female, 
16  mo.,  8 hr.  16)  Peanut,  female,  15  mo.,  24  hr. 

17)  Russian  peanut  husk,  male,  20  mo.,  3 da. 

18)  Almond  husk,  male,  16  yr.,  24  hr.  19)  Pork 
bone,  male,  11  mo.,  24  hr.  20)  Chicken  bone, 
male,  21  mo.,  20  hr.  21)  Wax  crayon,  male, 
22  mo.,  9 da. 


were  proved  to  have  foreign  material  present. 
Six  malignant  lung  neoplasms  were  found, 
ten  malignant  esophageal  neoplasms  were 
diagnosed  and  eight  malignant  laryngo- 
pharyngeal neoplasms  were  recorded.  It  is  of 
interest  that  the  majority  of  the  malignancies 
were  diagnosed  in  the  past  ten  years.  Nega- 
tive examinations  were  reported  in  thirty- 
seven  bronchoscopies,  fifteen  esophagoscopies 


Table  #2. 

ENDOSCOPIC  FINDINGS 


Bronchoscopy 

Foreign  body  105 

Neoplasm,  malignant  6 

Neoplasm,  benign  1 

Other  pathology  31 

Aspiration  bronchoscopy  4 

Negative  37 


Total  184 

Esophagoscopy 

Foreign  body  204 

Neoplasm,  malignant  10 

Neoplasm,  benign  1 

Other  pathology  20 

Negative  15 


Total  250 

Laryngo-pharyngoscopy 

Foreign  body  61 

Neoplasm,  malignant  8 

Neoplasm,  benign  9 

Other  pathology  10 

Negative  1 


Total  89 


Total  endoscopic  procedures  523 

and  in  one  laryngo-pharyngoscopy.  Other 
pathology  which  included  bronchial  and  eso- 
phageal stenosis,  tracheobronchitis,  atelec- 
tasis, congenital  malformation  of  the  larynx 
and  bronchial  tree,  cardiospasm  of  the  eso- 
phagus, lye  stricture  of  the  esophagus  and 
others  were  found  in  thirty-four  instances. 
In  six  cases  foreign  particles  were  found  in 
the  esophagus  of  patients  with  some  form  of 
stricture  formation.  Three  patients  with  eso- 
phageal foreign  body  and  three  with  tra- 
cheo-bronchial  foreign  body  had  to  be  re- 
examined before  the  intruding  particle  was 
found. 

The  anatomic  location  of  foreign  particles 
in  the  bronchial  tree  was  as  follows:  Trachea 
16%,  both  main  bronchi  2.5%-,  right  main 
bronchus  45-5%,  left  main  bronchus  24.5%, 
right  lower  lobe  bronchus  5%,  left  lower  lobe 
bronchus  3.7%,  right  middle  lobe  bronchus 
1.6%  and  left  upper  lobe  bronchus  1.2%.  In 
the  esohagus  alien  particles  were  located  in 
the  upper  portion  in  58%,  in  the  mid  eso- 
phagus in  13%,  and  in  the  lower  esophagus  in 
29%  of  the  cases. 

The  alien  particle  which  was  in  the  bron- 
chial tree  for  the  longest  time  was  a screw 
located  in  the  right  main  bronchus  of  a three 
and  one-half  year  old  male  child  for  thirteen 
months.  The  average  duration  of  tracheo- 
bronchial foreign  bodies  in  this  group  of  pa- 
tients was  about  twelve  hours.  The  esopha- 


— 128  — 


APRIL  1956 


geal  foreign  body  which  was  in  place  the 
longest  was  a button  which  was  lodged  in  the 
upper  esophagus  of  a two  year  old  girl  for 
six  weeks.  The  average  duration  of  foreign 
material  in  the  esophagus  was  about  twenty- 
four  hours  and  the  average  duration  of  par- 
ticles in  the  laryngo-pharynx  was  about 
eight  hours.  In  one  case  a fishbone  was 
lodged  in  the  lingual  tonsil  for  two  and  one- 
half  months.  There  was  no  special  sex  pre- 
ponderance of  foreign  material  in  adults  or 
children.  The  youngest  patient  with  foreign 
body  was  a four  month  old  child  with  a 
safety  pin  in  the  upper  esophagus.  The  oldest 
patient  was  an  eighty-five  year  old  woman 
with  a chicken  bone  lodged  in  the  upper  eso- 
phagus. The  largest  object  ingested  was  a 
silver  dollar  which  was  removed  from  the 
upper  portion  of  the  esophagus  of  a sixteen 
year  old  boy  twenty-six  hours  after  ingestion. 
The  smallest  particles  were  the  pieces  of 
peanuts,  fragments  of  fish  bones,  etc.  The 
most  difficult  and  time  consuming  foreign 
particles  were  the  open  safety  pins,  situated 
point  up,  located  in  the  hypopharynx  and 
esophagus.  With  the  advent  of  the  antibiotics 
treatment  of  this  type  of  ingestant  became 
much  easier. 

In  this  series  of  cases  there  were  six  cases 
which  had  fatal  termination.  Of  these,  one 
was  brought  to  the  hospital  dead  because  of 
obstruction  to  the  airway  by  a piece  of  weiner 
in  the  larynx.  One  patient  died  on  the  op- 
erating table  during  bronchoscopy;  one  died 
during  esophagoscopy  and  three  died  in  the 
post-operative  period  of  pneumonia,  acute 
laryngo-tracheo-bronchitis  and  malignancy. 
Of  these  five  deaths,  two  were  due  to  the 
endoscopic  procedure.  The  overall  mortality 
rate  was  0.8%. 

Discussion:  One  of  the  true  remaining  emer- 
gencies in  medicine  today  is  the  problem  of 
the  obstructed  airway.  Although  the  major- 
ity of  patients  with  foreign  particles  in  the 
air  and  food  passages  have  only  mild  to  mod- 
erate obstruction  to  respiration,  occasionally 
there  will  be  severe  embarrassment  which 
will  terminate  fatally  unless  relieved  im- 
mediately. In  these  patients,  the  burden  of 
treatment  rests  largely  on  the  physician  who 
first  sees  the  patient.  If  the  respiratory  ob- 
struction is  glottic  or  above  and  the  obstruct- 
ing element  cannot  be  removed  immediately 
with  the  finger  or  some  instrument,  tra- 


cheotomy is  mandatory.  The  foreign  particle 
can  be  removed  at  leisure  when  the  airway 
has  been  established.  In  the  foreign  particle 
is  located  in  the  esophagus  or  the  bronchial 
tree,  then  the  services  of  an  expert  broncho- 
esophagologist  are  needed. 

In  many  cases,  the  possibility  of  foreign 
particle  in  the  air  and  food  passages  is  sus- 
pected but  cannot  be  established  by  direct 
eamination.  This  can  be  confirmed  in  many 
instances  by  radiological  evaluation  of  the 
patient.  In  patients  with  suspected  upper 
esophageal  obstruction  due  to  foreign  par- 
ticle, many  radio-opaque  objects  will  be  re- 
vealed by  postero-anterior  and  lateral  views 
of  the  throat  and  chest.  If  the  particle  has 
slipped  into  the  chest  and  is  non-opaque, 
there  is  less  chance  of  demonstration  by  di- 
rect X-Ray.  In  these  cases,  the  particle  or 
the  obstruction  level  may  be  seen  following 
the  ingestion  of  contrast  medium. 

Foreign  particles  in  the  lung  are  visual- 
ized .radiographically  by  several  means. 
These  include:  1)  Direct  visualization  of  the 
particle  with  postero-anterior  and  lateral 
(possibly  oblique  film,  also)  in  the  case  of 
radio-opaque  material.  2)  The  presence  of 
hyperventilation  as  is  seen  on  inspiratory  and 
expiratory  films  of  the  chest,  suggests  the 
presence  of  bronchial  obstruction.  Unilateral 
hyperventilation  indicates  a ball  value  type  of 
obstruction  on  the  affected  side,  possibly  by 
extraneous  material.  3)  Tracheal  shift  usually 
indicates  the  presence  of  bronchial  obstruc- 
tion, but  may  be  confusing  in  the  diagnosis  of 
foreign  body  in  the  lung.  Soon  after  inhal- 
ation, due  to  the  ball  value  effect,  the  shift 
may  be  to  the  opposite  side.  Later,  after 
atelectasis  has  developed,  the  shift  will  be 
to  the  affected  side.  4)  Atelectasis  of  a lung 
or  a segment  thereof  indicates  bronchial  ob- 
struction which  may  be  due  to  a foreign  par- 
ticle which  has  been  in  place  for  some  time. 
Although  atelectasis  can  develop  in  a mat- 
ter of  four  to  six  hours,  it  is  usually  seen 
best  in  bronchial  occlusion  by  a particle  for 
a longer  period  of  time.  Unexplained  pneu- 
monitis or  atelectasis  in  a child  must  always 
be  suspected  of  exogenous  origin.  5)  Flouro- 
scopic  examination  of  the  throat  and  chest 
with  or  without  the  use  of  contrast  media 
may  be  very  helpful  in  questionable  cases- 

In  any  case  in  which  there  is  the  possibility 
of  foreign  material  in  the  esophagus  or  the 
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bronchial  tree,  careful  radiological  evalua- 
tion is  indicated.  Endoscopic  examination  is 
indicated  if  ingested  or  inhaled  foreign  body 
is  suspected  from  the  history  or  the  physical 
findings,  even  though  the  X-Rays  may  be  en- 
tirely negative.  Figures  #6,  7,  8,  9,  10  all  show 
typical  X-Ray  findings  in  patients  from  this 
series  with  foreign  bodies  in  the  tracheo- 
bronchial and  esophageal  passages. 
Conclusions:  During  the  thirty-three  period 
from  1921  until  1954,  five  hundred  twenty- 
three  endoscopic  examinations  were  per- 
formed in  Sioux  Falls  by  one  examiner.  There 
were  three  hundred  seventy  foreign  bodies 
found  in  the  air  and  food  passages,  twenty- 
four  malignant  neoplasms  were  diagnosed, 
eleven  benign  neoplasms  were  found  and 
treated  and  sixty-one  other  pathological  pro- 
cesses were  noted.  Fifty-three  examinations 
were  negative  for  foreign  body  or  other  spe- 
ciic  pathology.  The  majority  of  the  foreign 
particles  in  the  air  and  food  passaes  were 
found  in  children  and,  as  would  be  expected, 
the  majority  of  the  neoplasms  were  found 
in  adults.  The  findings  suggest  that  the  fine 


6)  Lateral  roentgenogram  of  the  throat  showing 
chicken  bone  in  the  cricopharyngeal  area. 


7)  Oblique  view  of  the  chest  showing  open  safety 
pin  in  the  mid-esophagus. 


8)  Metal  cylinder  in  the  right  main  bronchus  of 
an  eleven  month  old  child. 
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9)  Localized  atelectasis,  right  upper  lobe,  second- 
ary to  bronchial  obstruction  by  peanut. 


art  of  foreign  body  endoscopy  is  very  much 
in  need  in  a community  of  this  size.  Diag- 
nostic bronchoscopy  and  esophagoscopy  have 
recently  become  an  increasingly  important 
tool  in  the  study  of  patients  suspected  of  neo- 
plasm, stricture,  congenital  anomaly,  inflam- 
matory processes  and  varices  in  the  air  and 
food  passages.  The  pre-operative  workup  and 
the  post-operative  care  -of  the  chest  surgery 
patients  depend  increasingly  upon  the  skill 
of  a competent  endoscopist. 

Although  the  hazards  of  pre-oral  endos- 
copy have  been  reduced  to  essentially  nil  by 
the  use  of  antibiotic  agents,  refinements  in 


10)  Localizing  X-ray  taken  during  bronchoscopy 
showing  screw  in  right  main  bronchus,  bron- 
choscope and  foreign  body  forcep. 


technique  and  the  development  of  new  in- 
struments, these  procedures  should  not  be 
undertaken  inadvisedly.  In  the  hands  of  the 
skilled  endoscopist,  bronchoscopy,  esophagos- 
copy and  laryngoscopy  have  contributed 
much  to  this  community  and  to  the  advance- 
ment of  Medicine  in  this  vicinity.  There  is 
no  reason  why  these  diagnostic  and  thera- 
peutic tools  cannot  continue  to  perform  a 
valuable  service  in  the  hands  of  thoroughly 
trained  and  skilled  endoscopists. 

Due  to  shortage  of  space  the  Bibliography  will 
be  found  in  reprints. 


WANTED 

Wanted  — Physician  and  Surgeon,  Southern  Mmnesota--Contact  Grand  Meadow  Health 
Association,  Grand  Meadow,  Minnesota. 
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PARALYSIS  WITH  LUMBAR  FRACTURE- 
DISLOCATION;  RECOVERY  FOLLOWING 
OPEN  REDUCTION 

R.  E.  Van  Demark,  M.D.,  Sioux  Falls,  S.  D. 
M.  M.  Morrissey,  M.D.,  Pierre.  S.  D. 
and 

C.  L.  Swanson,  M.D.,  Pierre.  S.  D. 


SUMMARY 

A fracture-dislocation  of  the  second  lumbar  ver- 
tebra with  bilateral  lower  extremity  paralysis  and 
sensory  loss  is  reported  in  a fourteen  year  old 
youth.  Open  reduction  performed  in  less  than 
twenty-four  hours  after  injury  resulted  in  a com- 
plete return  of  nerve  function  and  a painless 
stable  spine,  permitting  subsequent  activities  as 
a farm  laborer. 

The  advantages  of  this  procedure  over  simple 
laminectomy  are  obvious;  not  only  is  the  disloca- 
tion reduced  and  the  spine  stabilized  but  the  un- 
due traction,  pressure  on  and  ischemia  of  the 
nerve  roots  is  relieved  entirely  with  prompt  reduc- 
tion of  the  dislocation.  We  feel  that  laminectomy 
without  reduction  should  be  reserved  for  those 
cases  of  lumbar  fracture-dislocation  in  which  frac- 
ture of  the  neural  arch  or  its  articular  appendages 
will  not  permit  a stable  reduction  and  fixation  of 
the  dislocation. 

In  indicated  cases,  open  reduction  should  be 
performed  promptly  and  efficiently.  It  is  not  an 
operation  of  small  magnitude  when  compared  with 
the  usual  types  of  spinal  surgery.  In  a given  pa- 
tient with  paralysis  following  lumbar  fracture- 
dislocation,  there  is  nothing  to  lose  and  often  much 
to  gain  by  the  early  and  careful  performance  of 
this  operation. 

The  tragic  complication  of  traumatic  para- 
plegia following  vertebral  fracture-disloca- 
tion is  well  known  and  does  not  require  des- 
cription. Improvements  in  the  methods  of 
care  of  these  paralyzed  patients  have  pro- 
longed their  lives;  yet  the  disability  is  ex- 
treme. 

“An  ounce  of  prevention  is  worth  a pound 
of  cure.”  This  statement  is  particularly  ap- 
plicable to  certain  cases  of  early  paraplegia. 
Immediate  operative  treatment  in  those  cases 
where  there  is  interruption  of  nerve  function 


due  to  traction,  pressure  and  ischemia  of  the 
dislocation,  may  result  in  dramatic  recovery, 
in  contrast  to  those  cases  with  severance  of 
the  neural  structures.  In  1938,  a distinguished 
orthopaedic  surgeon,  Rogers,  ^ reported  a 
case  in  which  prompt  operative  treatment 
resulted  in  complete  recovery  of  an  early 
paraplegia.  He  pointed  out  the  dangers  of 
closed  treatment,  and  of  hyperextending 
fracture-dislocations.  He  stated:  “If  the  ver- 
tebral body  is  displaced  forward  and  the 
articular  processes  are  not  in  line,  extension 
is  dangerous  and  will  fail.  Open  reduction  — 
employing  flexion,  rotation  and  extension  in 
the  order  mentioned  — is  the  safest  and  most 
efficient  means  at  present.”  In  the  same  year, 
the  value  of  the  operation  was  confirmed 
from  Britain  by  other  surgeons.''  - 

Since  Rogers’  article,  there  has  been  a pau- 
city of  such  reported  cases  in  the  American 
literature  (in  which  this  method  was  used). 
Recently  a moderate  series  has  been  reported 
from  Great  Britain.''- 2 xhe  operation  must 
be  done  early  if  maximum  return  of  function 
is  to  occur;  the  temporary  anemia  of  the  roots 
and  cord  due  to  the  fracture-dislocation  will 
become  permanent,  and  result  in  irreparable 
damage  and  fibrosis  if  left  unrelieved.  Be- 
cause of  the  rarity  of  reported  cases  in  this 
country,  it  would  seem  worthy  to  report  an 
additional  case  in  which  the  operation  was 
performed. 
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CASE  REPORT 

A white  male,  aged  14  years  was  admitted 
to  St.  Mary’s  Hospital,  Pierre,  South  Dakota 
on  August  17th,  1954  following  a farm  acci- 
dent. He  had  previously  been  seen  by  one  of 
us  (M.M.M.)  with  a mild  cerebral  palsy  in- 
volving the  right  side  of  the  body;  this  was 
not  of  sufficient  degree  to  require  treatment. 
On  the  late  afternoon  of  the  present  admis- 
sion (by  M.M.M.  and  C.L.S.),  a tractor  had 
overturned  on  the  patient,  injuring  his  back. 
Following  the  injury  the  patient  had,  in  ad- 
dition to  the  severe  back  pain,  paralysis  in 
the  lower  extremities  so  that  he  was  unable 
to  move  his  feet.  Examination  showed  a 
young,  well  developed,  male  in  moderate 
shock;  he  had  acute  pain  in  the  lumbar  area 
and  had  extreme  difficulty  in  moving  the 
lower  limbs  which  showed  a flaccid  paralysis 
in  their  distal  portions.  There  was  a loss  of 
tactile  sensation  extending  upward  over  the 


lateral  aspect  of  the  left  thigh  and  to  a lesser 
degree  on  the  right.  There  was  loss  of  sen- 
sation on  the  medial  aspect  of  the  thighs. 
Roentgenograms  showed  the  second  lumbar 
vertebra  to  be  displaced  forward  50%  in  re- 
lation to  the  third  body  (Fig.  1),  and  a frac- 
ture of  the  anterior  and  right  superior  bor- 
der of  the  third  lumbar  body  (Fig.  1 & 2). 
Patient  had  no  control  of  his  bladder  and 
bowels  and  required  catheterization  for  re- 
lief of  urinary  distention. 

The  primary  treatment  on  admission  was 
for  shock;  the  condition  responded  promptly 
to  treatment.  The  severity  of  the  fracture- 
dislocation  required  that  movement  of  the 
patient  be  kept  to  an  absolute  minimum  and 
hyperextension  be  avoided.  The  variation  and 
incompleteness  of  the  sensory  loss  in  the 
thighs  suggested  that  anatomical  severance 
of  the  lumbar  neural  structures  might  not  be 
present  and  an  open  operation  was  decided 


Fig.  1 Lateral  view  of  the  lumbar  spine  showing 
50%  forward  displacement  of  the  second 
lumbar  vertebra  and  compression  of  the 
third  lumbar  vertebra  anteriorly  following 
a farm  injury. 


Fig.  2 Antero-posterior  view  showing  lateral  com- 
pression of  the  third  lumbar  body  and  ro- 
tation of  the  second  on  the  third. 
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upon.  The  operation  was  performed  (by 
R.E.V.)  the  following  morning.  A classical 
Rogers  type  of  operation  was  carried  out;  the 
dislocation  was  reduced  and  the  spinous  pro- 
cesses wired  together.  Checkup  roentgeno- 
grams on  the  operating  table  revealed  a good 
reduction  of  the  dislocation  and  the  presence 
of  a sponge  which  was  removed  before  final 
closure  and  application  of  anterior  and  pos- 
terior plaster  shells  which  were  then  strapped 
together. 

Roentgenograms  taken  after  application  of 
the  cast  showed  the  reduction  of  the  dislo- 
cation (Fig.  3),  a wire  ligature  between  the 
two  spinous  processes  at  the  site  of  disloca- 
tion, and  some  residual  compression  particu- 
larly laterally  of  the  third  lumbar  body  (Fig. 

4). 


Post-operatively,  a gradual  but  rapid  re- 
turn of  neurological  function  occurred  and  by 
October  5th,  1954  the  patient  had  excellent 
neurological  function,  so  that  he  was  himself 
unable  to  detect  any  difference  in  his  con- 
dition as  compared  to  that  before  the  acci- 
dent. He  was  subsequently  treated,  fully 
ambulatory,  in  a hyperextension  cast  until 
January  1955  when  he  was  fitted  with  a 
Taylor  Brace  which  was  worn  only  part 
time. 

He  was  last  seen  on  May  17,  1955  at  which 
time  a roentgenogram  (Fig.  5)  showed  a nar- 
rowing of  the  affected  interspace  with  cal- 
cification of  the  lower  and  central  portion  of 
the  disc  and  narrowing  of  the  superior  por- 
tion of  the  third  lumbar  vertebra  anteriorly; 
the  wire,  which  was  faintly  visualized  be- 
tween the  spinous  process,  had  broken,  as 
would  be  expected  in  an  actively  used  back. 


Fig.  3 Lateral  view  following  open  reduction,  wir- 
ing of  the  spinous  processes  and  application 
of  a plaster-of-Paris  cast.  The  dislocation 
is  completely  reduced. 


Fig.  4 Antero-posterior  view  following  open  re- 
duction. Residual  lateral  compression  of 
the  third  lumbar  body  is  present. 
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He  has  subsequently  returned  to  farm  work 
and  during  the  past  summer  has  been  doing 
all  his  usual  duties  as  a farm  hand. 

A recent  report  from  the  patient  indicates 
he  has  had  a busy  summer  on  the  ranch.  An 
enclosed  photograph  indicates  his  present 
state  of  health  (Fig.  6). 


Fig.  5 A roentgenogram  taken  on  May  17,  1955 
following  removal  of  the  cast.  The  inter- 
space is  narrowed,  with  calcification  of  the 
lower  and  central  portion  of  the  disc.  There 
is  moderate  wedging  of  the  third  lumbar 
body. 


BIBLIOGRAPHY 

1.  Adams,  A.  W.:  Fractured  Lumbar  Spine  with 
Unilateral  Dislocation.  Brit.  J.  Surg.  1938  25:- 
632-635,  Jan. 

2.  Holdsworth,  F.  W.:  Traumatic  Paraplegia.  Ann. 
R.  Coll.  Surg.,  England,  1954  15:281-299,  Nov. 

3.  Holdsworth,  F.  W.  and  Hardy,  A.:  Early  Treat- 
ment of  Paraplegia  from  Fractures  of  the 
Thoraco-lumbar  spine.  J.  Bone  & Joint  Surg., 
1953,  35-B:  540-550,  Nov. 

4.  Munro,  A.  H.  G.  and  Irwin,  G.  G.:  Interlocked 
Articular  Processes  Complicating  Fracture- 
dislocation  of  the  Spine.  Brit.  J.  Surg.  1938  25:- 
621-631,  Jan. 

5.  Rogers,  W.  A.:  Cord  Injury  During  Reduction  of 
Thoracic  and  Lumbar  Vertebral-Body  Fracture 
and  Dislocation.  J.  Bone  & Joint  Surg.:  1938 
20:689-695,  July. 


4 
■m  ’ 

<9 


Fig.  6 A photograph  in  August,  1955  of  the  pa- 
tient, who  works  as  a farm  laborer. 
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CONSULTANT  CLINICS  FOR  CEREBRAL 
PALSIED  AND  BRAIN  DAMAGED 
CHILDREN 

R.  E.  Bruner,  M.D.,  Kansas  City,  Missouri 


EXPLANATORY  NOTE 

The  average  physician  does  not  take  an  in- 
tensive interest  in  patients  with  Cerebral 
Palsy,  so  when  Dr.  R.  E.  Bruner  held  a Cere- 
bral Palsy  clinic  in  Aberdeen  on  February  1, 
1956  he  spoke  briefly  to  the  members  of  the 
Aberdeen  District  Medical  Society  at  their 
February  meeting.  The  Editor  of  the  Journal 
asked  him  to  prepare  an  article  for  publica- 
tion in  the  Journal. 

A brief  history  of  the  Cerebral  Palsy  clinic 
in  Aberdeen  might  be  of  interest. 

Plans  were  made  in  the  spring  and  summer 
of  1955  for  the  opening  of  a center  for  the 
training  and  treatment  of  C.  P.  children.  In 
September  a one  day  diagnostic  clinic  given 
by  the  staff  members  of  the  Crippled  Chil- 
drens Hospital  in  Sioux  Falls  was  offered  to 
children  of  the  Aberdeen  area.  Two  rooms 
were  donated  by  St.  Lukes  Hospital  for  the 
treatment  center.  Members  of  the  local  C.  P. 
organization  furnished  the  rooms  with  proper 
play  equipment,  and  the  Aberdeen  City 
Schools  helped  with  supplies-  On  November 
1,  1955  the  center  was  opened  for  recreational 
therapy  with  members  of  the  Jaycettes  as 
volunteer  workers. 

On  February  1,  1956  by  the  invitation  of 
the  local  C.  P.  organization  and  the  Aberdeen 
District  Medical  Society;  Dr.  R.  E.  Bruner 
conducted  a clinic.  Since  that  date  physical 
therapy  has  been  given  to  the  children. 
Future  plans  call  for  at  least  three  clinic  ses- 
sions annually  by  Dr.  Bruner;  and,  when 


feasible,  the  addition  of  speech  therapy, 
occupational  therapy,  and  elementary  edu- 
cation. Braces  will  also  be  secured  when 

necessary. 

Dr.  Bruner  is  medical  director  of  his  own 
hospital-school  for  Cerebral  Palsy  in  Kansas 
City;  and  consultant  to  several  regional  and 
state-wide  clinics  in  Cerebral  Palsy  in  Kan- 
sas, Missouri, Iowa,  and  Nebraska  where  pro- 
grams function  in  a manner  similar  to  the 
routines  outlined  in  his  article. 

The  Editor 


I have  been  asked  to  write  an  article  for 
publication  in  this  Journal  in  order  to  make 
for  better  understanding  of  the  purposes  and 
operation  of  the  consultant  clinics  I have 
been  requested  to  conduct  periodically  in 
Aberdeen. 

It  is  only  through  the  combined  and  co- 
ordinated efforts  of  the  consultant,  family 
physician  and  other  physicians  involved, 
parents,  patient,  therapists,  teachers,  and 
others  that  an  effective  job  can  be  done. 
When  all  such  personnel  understand  the  ob- 
jectives of  the  clinic  and  the  mechanisms  in- 
volved in  attempting  to  reach  such  objec- 
tives, it  is  more  likely  that  the  most  construc- 
tive response  will  be  obtained  from  each  child 
with  whom  we  work.  It  is  a privilege,  there- 
fore, to  present  the  factors  I consider  sig- 
nificant in  the  conduct  of  such  clinics. 

My  first  objective  is  to  help  the  family  of 
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such  a handicapped  child-  My  second  objec- 
tive is  to  help  the  child.  My  third,  and  in 
some  respects  the  most  important,  is  to  help 
establish  a better  understanding  of  this  prob- 
lem in  the  medical  profession  and  a more 
effective  working  situation  in  each  commun- 
ity between  physicians,  families  and  others 
concerned. 

In  order  to  gain  these  objectives  I have 
found  that  certain  principles  or  routines  of 
conduct  apply  most  effectively  in  these 
clinics. 

All  children  seen  should  be  referred  by 
the  family  physician  or  a physician  interested 
in  the  cerebral  palsy  problem.  With  his  re- 
ferral it  is  desirable  to  have  forwarded  any 
available  clinical  records  regarding  medica- 
tions the  child  is  getting  and  exact  dosage, 
x-ray  and  pertinent  laboratory  reports,  copies 
of  any  electro  and  pneumoencephalographic 
reports  and  psychological  evaluations  made, 
and  medical  history  and  follow  up  pertaining 
in  any  way  to  the  problem  for  which  we  will 
be  seeing  the  child.  If  the  child  is  in  any 
educational  program,  a brief  summary  of  the 
schooling  situation  from  the  teacher,  is  de- 
sirable. 

Following  the  examination,  my  diagnosis, 
prognosis  and  recommendations  are  for- 
warded to  the  referring  physician.  They  may 
contain  suggestions  for  medications  and  rea- 
sons for  them,  suggested  dosage  schedules, 
recommendations  for  general  medical  or  sur- 
gical procedures  that  might  benefit  the  child, 
further  diagnostic  procedures  such  as  visual 
or  hearing  tests,  psychological  tests,  dental 
care,  and  special  education.  They  will  include 
such  things  as  bracing  and  apparatus  rou- 
tines, physical,  occupational  and  speech  ther- 
apy recommendations,  and  other  pertinent 
comments  that  serve  as  a guide  to  the  con- 
sultant in  his  follow  up  examinations,  to 
therapists  and  others  at  the  Clinic  who  assist 
in  the  program  for  the  child,  as  well  as 
recommendations  for  utilization  by  the  re- 
ferring physician  as  he  sees  fit. 

If  the  consultant  feels  that  he  can  make 
beneficial  recommendations  to  school  staffs 
who  work  with  the  child,  they  are  forwarded 
through  proper  channels. 

I have  found  that  a certain  amount  of  time 
is  required  to  evaluate  children  in  this  field, 
in  order  to  develop  a constructive  plan  of 
treatment,  and  to  effectively  explain  such  to 


the  parents.  If  this  is  shortened  too  much, 
the  result  is  often  less  help  than  if  no  evalua- 
tion were  made.  On  this  basis,  it  is  impos- 
sible for  me  to  see  more  than  about  eight  to 
ten  new  patients,  or  do  fifteen  or  sixteen  re- 
examinations in  a working  day,  allowing  ap- 
proximately one  hour  for  new  patients  or 
one-half  hour  for  reexaminations.  Various 
combinations  of  new  and  old  patients  are 
arranged.  Such  patients  usually  need  to  be 
seen  at  least  every  six  months  for  follow  up, 
more  often  at  three  to  four  month  intervals 
if  a continuing  effective  program  is  main- 
tained. On  the  basis  of  such  indicated  sched- 
uling it  is  easy  to  see  that  a one  day  clinic  at 
three  month  intervals  soon  becomes  satur- 
ated. I will  make  every  effort  to  see  as  many 
patients  as  possible  and  to  avoid  delay  in 
seeing  new  patients.  If  many  referrals  come 
in  it  may  be  necessary  to  try  to  increase  fre- 
quency of  clinics  or  perhaps  have  occasional 
or  regular  two  day  clinics. 

If  physicians  concerned  with  particular 
children  would  wish  to  visit  the  clinic  when 
the  child  is  seen,  or  should  any  physician 
wish  to  visit  the  clinics  at  any  time,  they  will 
be  most  welcome. 

Physical  therapy  is  available  at  the  clinic 
in  Aberdeen  and  parents  can  be  instructed 
in  indicated  home  routines  for  exercises,  and 
apparatus  such  as  proper  chairs,  tables,  walk- 
ing bars,  and  other  equipment.  The  consult- 
ant will  endeavor,  as  soon  as  possible,  to  have 
made  available  at  the  Clinic,  models  of  all 
types  of  apparatus  used,  for  demonstration 
to  parents  and  instructing  them  in  uses.  He 
will  likewise  endeavor  to  develop  effective 
means  of  securing  adequate  bracing  for  pa- 
tients- 

It  is  anticipated  that  the  consultant’s 
recommendations  will  go  out  to  referring 
physicians  or  other  indicated  professional 
personnel  over  the  signature  of  a physician 
in  Aberdeen  who  may  act  as  local  medical 
director  of  the  clinic  or  in  the  capacity  of 
medical  liaison  between  the  clinic,  consult- 
ant, Medical  Society  and  referring  physicians. 

It  would  be  well  to  briefly  mention  some  of 
the  important  features  of  effective  manage- 
ment of  Cerebral  Palsied  and  Brain  Damaged 
children.  Early  diagnosis  and  institution  of 
training  routines  is  essential.  The  best  time 
for  first  attendance  at  such  a clinic  is  the 
earliest  clinic  date  available  after  such  a 
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condition  is  first  suspected.  The  parents  can 
be  instructed,  guided,  and  helped  so  much 
more  effectively  then.  Many  constructive 
things  can  be  done  even  before  the  child  is  a 
year  of  age.  The  worst  possible  thing  to  do 
is  to  ask  the  parents  to  wait  a year  to  see 
what  time  will  do.  Deformity  can  be  pre- 
vented. Formation  of  bad  habits  of  behavior 
can  be  prevented.  Early  determination  of 
convulsive  disorders  may  make  possible 
much  more  effective  control.  Feeding  and 
toilet  training  is  much  easier  to  develop  con- 
structively. Constipation,  which  often  brings 
on  seizures  in  children  with  such  tendency, 
can  be  better  managed.  The  way  these  chil- 
dren improve  is  by  practice.  Early  institution 
of  an  activity,  as  nearly  at  the  time  the  child 
would  ordinarily  have  developed  such,  is 
essential.  Immunizations  should  be  given  as 
in  any  child,  with  fractional  dosage  where 
toxic  reaction  is  to  be  anticipated.  Cerebral 
palsied  and  brain  damaged  children  tolerate 
anesthesia  and  surgery  as  well  as  average 
children.  Orthopedic  surgical  procedures  are 
indicated  where  muscle  imbalances  are  too 
severe  to  be  corrected  by  bracing  and  proper 
activity,  or  where  deformities  are  allowed 
to  develop.  About  50%  of  cerebral  palsy  cases 
have  some  degree  of  mental  damage,  and 
about  one-third  of  all  cases  have  convulsive 
disorder.  Many  cases  have  organic  brain 
damage  with  hyperactivity  and  behavior  dis- 
orders- Some  have  aphasia,  visual  and  hear- 
ing defects,  or  perceptual  defects. 

The  problem  of  cerebral  palsy  is  essentially 
one  of  a family  with  a handicapped  child 
with  community  implications  in  respect  to 
training  and  care,  rather  than  simply  a prob- 
lem of  a handicapped  child. 

Our  initial  approach  must,  therefore,  be  to 
help  the  parents  to  understand  and  accept 
the  problem  and  then  to  help  us  help  the 
child.  Many  of  these  children  need  institu- 
tionalization when  it  is  indicated  for  the  fam- 
ily’s welfare.  Often  the  family  will  under- 
stand and  accept  this  only  when  those  so  ad- 
vising are  carrying  on  a constructive  pro- 
gram to  develop  the  child’s  potential.  Par- 
ents will  listen  to  such  personnel  to  some  ex- 
tent. They  will  rarely  react  well  to  simply 
being  told  that  institutionalization  is  in- 
dicated. 

All  these  children,  the  family,  or  the  situa- 
tion involved  can  be  helped  by  a sensible. 


constructive  effort.  Some  can  be  made  in- 
dependent. Our  goal  is  to  get  the  greatest 
practical  improvement  in  each  case. 

Much  of  our  problem  lies  in  the  implemen- 
tation of  the  recommendations.  Few  areas 
have  adequate  facilities  to  make  this  readily 
successful.  This  lack  makes  for  need  of  ad- 
ditional time  to  explain  ways  and  means  and 
alternate  measures.  It  does  no  good  to  recom- 
mend if  we  do  not  help  the  family  work  out 
a definite  manner  to  apply  the  recommenda- 
tions. 

I will  welcome  any  inquiries  from  phys- 
icians about  the  clinic  at  any  time.  It  will  be 
a privilege  to  work  with  you  in  these  prob- 
lems. The  next  clinic  is  planned  for  May  23, 
1956. 


GAA  APPROVED 
TESTED  FOR  3600  LBS. 
MINIMUM 


AUTOMOTIVE  SEAT  BELTS 

Available  to  all  who  read  this  ad  at  a 
discount  of  25%.  This  is  the  type  of 
seat  belt  recommended  in  the  article  on 
auto  accidents  in  the  April  ’55  issue  of 
the  S.  D.  Journal  of  Medicine  and 
Pharmacy. 

Order  on  your  letterhead  from:  Auto- 
motive Associates,  2101  South  Paris, 
Sioux  Falls,  S.  D.  Colors-  grey  and 
green. 

Price  — standard  — $9.95 
(airplane  type  buckle) 

(Nylon  and  rayon  webbing) 

deluxe  — $12.95 

(New  type  buckle  — all  nylon  webbing) 
Deduct  25%  discount  when  ordering 
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Adequate  nutrition  during  illness  and  convalescence  is 
essential  for  recovery  whether  the  patient  is  managed  in 
the  hospital  or  at  home.  In  the  latter  case,  physicians 
often  must  devote  much  time  to  instructing  those  re- 
sponsible for  caring  for  the  sick  in  good  nutritional 
practices. 

“Meal  Planning  for  the  Sick  and  Convalescent”  has 
been  designed  to  relieve  you  of  the  need  for  repeating 
over  and  over  again  essential  dietary  facts.  This  new 
Knox  booklet  presents  in  layman’s  language  the  latest 
nutritional  applications  of  proteins,  vitamins  and  min- 
erals, gives  practical  hints  on  serving  food  to  adults 
and  children,  suggests  ways  to  stimulate  appetite  and 
describes  diets  from  clear  liquid  to  full  convalescent. 
Best  of  all  it  offers  the  homemaker  for  the  first  time 
detailed  daily  suggested  menus  for  each  type  of  diet. 


plus  14  pages  of  tested  nourishing  recipes. 

If  you  would  like  copies  of  this  new  timesaving  Knox 
booklet  for  your  practice,  use  the  coupon  below. 


Chas.  B.  Knox  Gelatine  Company,  Inc. 
Professional  Service  Department  SJ-16 
Johnstown,  N.  Y. 

Please  send  me copies  of  the  new  Knox 

“Sick  and  Convalescent”  booklet. 

YOUR  NAME  AND  ADDRESS 
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It  is  important  that  physicians  and  particu- 
larly surgeons  have  a practical  understand- 
ing of  fluid  therapy  in  order  to  plan  how  best 
to  provide  blood,  water,  electrolytes,  calories 
and  nitrogen  in  the  proper  amounts  for  pa- 
tients. 

One  of  the  outstanding  books  and  one 
recommended  for  purchase  by  those  who  at- 
tended the  workshop  on  the  subject  of  fluids 
and  electrolytes,  conducted  by  the  School  of 
Medical  Sciences  at  the  University  recently 
is  Fluid  Therapy  by  James  D.  Hardy,  Lea  and 
Febiger,  1954.  Dr.  Hardy  is  Associate  Profes- 
sor of  Surgery  and  Director  of  the  Surgical 
Laboratories,  Medical  College  of  the  Univer- 
sity of  Tennessee- 

The  preface  emphasizes  the  importance  of 
a practical  knowledge  of  fluid  therapy.  The 
measurement  of  body  fluid  compartments 
and  electrolyte  pools  has  been  made  possible 
by  the  advent  of  isotopes.  Body  fluid  shifts 
can  be  studied  in  human  subjects  and  suppor- 
tive treatment  improved.  Identification  of 
endocrine  and  other  influences  which  reg- 
ulate body  water  and  salt  exchange  across 
cell  membranes  has  provided  a more  ra- 
tional basis  for  the  administration  of  certain 
electrolytes.  Clinical  research  was  resulted 
in  a more  accurate  perception  of  what  the 
effective  blood  volume  should  be,  and  of  pro- 
cedures by  which  lost  blood  can  be  measured 
and  promptly  replaced.  A definite  sequence 
of  chapters  beginning  with  general  physio- 
logy of  body  fluid  metabolism  and  ending 
with  complications  of  intravenous  fluid 
therapy  fuses  fundamental  physiologic  in- 
formation with  the  therapy  which  such  infor- 
mation logically  requires. 


A good  article  on  the  “ABC’s  of  Fluid  Bal- 
ance” by  W.  D.  Snively  and  Martin  Wessner 
is  to  be  found  in  The  Journal  of  the  Indiana 
State  Medical  Association  v.  47,  Sept.  1954, 
p.  957-972.  (Reprints  available) 

This  article  is  recommended  as  an  orienta- 
tion aid  to  the  clinician  and  gives  basic  con- 
cepts and  principles  with  explanatory  charts 
and  figures.  Included  is  a discussion  of  elec- 
trolytes of  intracellular  and  extracellular 
fluids;  explanation  of  milliequivalent  which 
expresses  the  chemical  combining  power  of 
an  electrolyte;  a descriptive  system  of  diag- 
nosis including  the  major  types  of  imbalance 
in  the  extra-cellular  fluid  volume;  deficit  or 
excess  of  total  salt  concentration  of  extra- 
cellular fluid;  imbalance  of  specific  salts  of 
extracellular  fluids  (deficits  and  excesses  of 
potassium  calcium,  protein,  sodium  chloride 
or  bicarbonate);  metabolic  and  respiratory 
acidosis;  Moyer’s  dilutional  and  respiratory 
acidosis;  metabolic  and  respiratory  alkalosis; 
imbalance  in  location  of  extra-cellular  fluids, 
supply  of  calories  and  of  vitamins. 

Because  of  the  requests  of  undergraduate 
and  postgraduate  students  at  the  University 
of  Kansas  School  of  Medicine  the  material 
presented  in  a series  of  lectures  by  Dr.  Harry 
Statland  was  assembled,  amplified  and  pre- 
sented as  a practical  guide  to  fluid  and  elec- 
trolyte therapy.  This  resulted  in  his  book 
Fluid  and  Electrolytes  in  Practice,  Lippin- 
cott,  1954. 

It  is  a recommended  book  for  practising 
physicians  long  removed  from  their  basic 
science  training;  practical  and  simplified  in 
it’s  approach  and  yet  accurate  and  complete. 
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According  to  the  preface  part  one  presents 
the  basic  principles  of  fluid  movements  and 
the  major  abnormalities  of  volume,  concen- 
tration and  acid  base  balance-  Included  are 
general  principles  in  fluid  structure;  electro- 
lytes; chemical  equivalents;  chemical  struc- 
ture of  fluids;  movements  of  fluids  in  the 
body;  intake,  output,  prevention  of  imbalance 
in  the  postoperative  and  in  complicated  sur- 
gical cases;  water,  salt  and  mixed  depletions; 
potassium  and  magnesium  alterations;  acid- 
base  balance;  treatment  of  major  depletions; 
edema  and  diuretics  and  water  intoxication. 

In  part  2 the  application  to  management  of 
special  diseases  is  discussed  more  fully.  Ap- 
plication to  special  conditions  includes  heart 
diseases,  kidney  and  urologic  diseases,  dia- 
betic acidosis,  pediatric  fluid  balance,  burns, 
cirrhotic  ascites  and  toxemias  of  pregnancy. 

Another  book  resulted  from  requests  of 
medical  students  and  physicians  for  the  in- 
formation given  in  a seminar  at  the  Mount 
Sinai  Hospital  of  Chicago  conducted  by  Dr. 
Harry  F.  Weisburg  on  water  and  electrolyte 


balance.  The  title  of  this  is  Water,  Electro- 
lyte and  Acid  Base  Balance;  Normal  and 
Pathologic  Physiology  as  a basis  of  therapy, 

Williams  and  Wilkins,  1953. 

The  Table  of  Contents  includes  Sec.  1 Nor- 
mal physiology.  Concentration  in  miliequiv- 
alents  per  liter;  body  water;  body  electro- 
lytes, acid  and  base  (anioncation)  regulation. 
Sec.  2.  Pathologic  physiology.  Abnormal  ex- 
change of  water  and  electrolytes;  dehydra- 
tion; electrolyte  alterations;  acidosis  and  al- 
kolosis.  Sec.  3.  Therapeutic  guideposts.  Aid 
in  diagnosis;  nutritional  status;  fluids  in 
electrolyte  repair  solutions  and  adjuvant 
therapy. 

Recommended  as  a review  and  source  book 
with  major  subject  matter  in  one  volume  and 
with  a comprehensive  list  of  references  for 
more  specialized  reading. 

(More  about  fluids  and  electrolytes  after 
the  workshop  on  March  14th.) 

Mrs.  Esther  Howard 
Medical  Librarian 


New  Regional  Heart  Center  Established 

In  addition  to  the  existing  regional  heart  center  in  Chicago,  the  Federal  Children’s  Bureau 
has  arranged  for  a similar  center  at  the  University  of  Minnesota  Hospitals  for  the  treatment 
of  congenital  heart  malformations.  This  center  will  be  operated  in  cooperation  with  the  State 
Crippled  Children’s  Services  of  Minnesota. 

The  program  of  the  treatment  centers  is  essentially  one  of  treatment  and  is  not  to  be  con- 
sidered as  a diagnostic  service.  A preliminary  diagnostic  workup  is  to  be  supplied  with  the  ap- 
plication for  admission.  Such  further  diagnostic  studies  as  may  be  required  to  ascertain  the 
feasibility  of  treatment  will  be  made  at  the  center.  The  heart  center  pays  necessary  surgeons 
and  other  specialist’s  fees  and  supplies  hospital  and  special  nursing  services.  Parents  are  re- 
sponsible for  transportation  to  and  from  the  center  and  for  their  own  subsistence.  One  parent 
is  expected  to  be  present  during  the  full  period  of  the  child’s  stay  at  the  center.  Assistance 
will  be  given  in  arranging  the  board  and  room  at  a reasonable  rate. 

The  official  state  crippled  children’s  agencies  of  the  various  states  act  as  referral  agencies 
to  the  regional  heart  centers.  Applications  for  South  Dakota  children  may  be  secured  on 
request  sent  to  the  State  Department  of  Health,  Division  of  Crippled  Children  Services. 

G.  J.  Van  Heuvelen,  M.D. 

State  Health  Officer 

State  Department  of  Health 
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Tetracycline  Lederle 


in  the  treatment  of 

respiratory  infections 

January  and  his  associates^  have  written 
on  the  use  of  tetracycline  (Achromycin) 
to  treat  118  patients  having  various 
infections,  most  of  them  respiratory,  in- 
cluding acute  pharyngitis  and  tonsillitis, 
otitis  media,  sinusitis,  acute  and 
chronic  bronchitis,  asthmatic  bronchitis, 
bronchiectasis,  bronchial  pneumonia, 
and  lobar  pneumonia.  Response  was 
judged  good  or  satisfactory  in  more  than 
84%  of  the  total  cases. 

Each  month  there  are  more  and  more 
reports  like  this  in  the  literature,  docu- 
menting the  great  worth  and  versatility 
of  Achromycin.  This  antibiotic  is  unsur- 
passed in  range  of  effectiveness.  It  provides 
rapid  penetration,  prompt  control.  Side 
effects,  if  any,  are  usually  negligible. 

No  matter  what  your  field  or  specialty. 
Achromycin  can  be  of  service  to  you. 
For  your  convenience  and  the  patient’s 
comfort,  Lederle  offers  a full  line  of 
dosage  forms,  including 

ACHROMYCIN  SF 

Achromycin  with  Stress  Formula  Vita- 
mins. Attacks  the  infection — defends  the 
patient — hastens  normal  recovery.  For 
severe  or  prolonged  illness.  Stress  formula 
as  suggested  by  the  National  Research 
Council.  Offered  in  Capsules  of  250  mg. 
and  in  an  Oral  Suspension,  125  mg.  per 
5 cc.  teaspoonful. 


For  more  rapid  and  complete 
absorption.  Offered  only  by  Lederle  ! 


filled  sealed  capsules 


'January,  H.  L.  et  al:  Clinical  experience  with 
tetracycline.  Antibiotics  Annual  1954-55,  p.  625. 


LEDERLE  LABORATORIES  DIVISION 

AMERICAN  CYANAM  t D COM  PASV 

PEARL  RIVER.  NEW  YORK 

♦req.  u.  s.  pat.  off. 


PHOTO  DATA:  4X5  VIEW  CAMERA,  F5.6,  l/25  SEC.,  EXISTING 
LIGHTING  AT  DUSK,  ROYAL  PAN  FILM. 
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DENT'S 
A G E 


TO  THE  MEMBERS  OF  THE  SOUTH 
DAKOTA  STATE  MEDICAL 
ASSOCIATION 

An  important  problem  to  be  presented  to 
the  House  of  Delegates  will  be  the  question 
of  Blue  Shield  in  South  Dakota.  This  prob- 
lem has  been  before  the  various  Districts  in 
the  past,  with  conflicting  views  on  this  im- 
portant subject.  A representative  from  our 
Insurance  Committee  plans  to  visit  your  Dis- 
trict again  before  the  House  Meeting.  He 
will  inform  you  on  certain  changes  that  have 
been  suggested.  Blue  Shield  has  proved  very 
satisfactory  throughout  most  of  the  United 
States  to  both  the  Physician  and  the  Patient, 
with  a few  exceptions.  South  Dakota  is  one 
of  the  states  that  so  far  has  no  plan. 

Our  Association  should  receive  this  infor- 
mation with  an  open  mind,  for  the  Medical 
Profession  faces  an  inescapable  challenge  to 
exercise  leadership  in  some  form  of  Volun- 
tary Health  Insurance. 

TO  THE  MEMBERS  OF  THE  ACADEMY 
OF  GENERAL  PRACTICE 

Recently  it  was  the  pleasure  of  a number 
of  South  Dakota  Physicians  to  attend  “The 
Mediclinics  of  Minnesota”  held  in  Fort  Lau- 
derdale, Florida.  This  ten  day  refresher 
course  was  designed  to  present  the  latest 
answers  to  problems  in  our  every  day  prac- 
tice of  gperal  medicine  and  surgery.  It  was  an  entirely  new  approach  and  was  sponsored  by 
the  Florida  Chapter  of  The  American  Academy  of  General  Practice.  Members  were  allowed 
32  hours  of  credit  in  Post-Graduate  Study.  Top  Specialists  from  the  Minnesota  Medical  School 
gave  the  instruction  and  held  the  Panel  discussions.  One  hundred  and  seventy-eight  physicians 
from  all  sections  of  the  Nation  attended  every  morning  session.  These  meetings  were  so 
interesting  that  nearly  everyone  was  present  at  8 a.  m.  Never  have  I seen  a more  attentive 
group  of  physicians,  who  in  turn  stimulated  those  giving  the  instruction. 

The  Mediclinics  will  be  repeated  next  March  in  Fort  Lauderdale  under  the  same  sponsor 
and  the  U.  of  Minnesota  Medical  School  will  again  furnish  the  instructors. 

The  sessions  were  from  eight  to  twelve,  leaving  the  afternoons  free  for  all  the  enjoyment 
that  southern  Florida  has  to  offer. 

More  of  our  South  Dakota  physicians  should  take  advantage  of  this  opportunity  next 
season  when  the  weather  is  cold  and  the  snow  is  deep. 

F.  Daniels  Gillis,  M.D.,  President 
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RESULTS  OF  A SURVEY  ON  SOCIAL 
SECURITY  FOR  PHYSICIANS 
CONDUCTED  IN  SOUTH  DAKOTA 


QUESTIONS  ASKED  OF  THE 
PHYSICIANS  WERE  AS  FOLLOWS: 

1.  Do  you  desire  to  be  included  in  the  present 
plan  of  compulsory  Social  Security? 

2.  Do  you  desire  to  be  included  in  Social 

AGE  DATA 


Under  age  35 

48 

16.7% 

Age  35-49 

140 

46.7% 

Age  50-64 

74 

24.6% 

Over  age  65 

38 

12.7% 

Security  if  allowed  to  do  so  on  a voluntary 
basis? 

3.  Do  you  desire  a Jenkins-Keogh  type  of 
tax  deferment  plan  to  allow  investment 
of  funds  in  a private  retirement  program? 

4.  If  you  answered  “yes”  to  3 above,  would 
you  accept  compulsory  inclusion  in  Social 
Security  as  part  of  a package  “deal”  along 
with  a Jenkins-Keogh  plan? 

472  questionnaires  were  mailed  to  members 

of  the  Association,  300  returned  or  63.5%. 


REPLIES  TO  THE  QUESTIONNAIRE  IN  ALL  AGE  GROUPS  SHOW: 


YES 

NO 

NO  ANSWER 

QUESTION  1 

82  or  27.4% 

182  or  60.6% 

36  or  12  % 

QUESTION  2 

129  or  43.0% 

127  or  42.3% 

44  or  14.7% 

QUESTION  3 

213  or  71.0% 

37  or  12.3% 

50  or  16.7% 

QUESTION  4 

121  or  40.3% 

100  or  33.3% 

79  or  26.3% 

REPLIES  TO  THE 

-QUESTIONNAIRE  IN  AGE  UNDER  35  SHOW: 

QUESTION  1 

9 or  18.8% 

37  or  77.1% 

2 or  4.1% 

QUESTION  2 

17  or  35.4% 

28  or  58.4% 

3 or  6.2% 

QUESTION  3 

38  or  79.2% 

7 or  14.6% 

3 or  6.2% 

QUESTION  4 

17  or  35.4% 

23  or  47.9% 

8 or  16.6% 

REPLIES  TO  THE  QUESTIONNAIRE  IN  AGE 

35-49  AGE  GROUP  SHOW: 

QUESTION  1 

31  or  22.1% 

89  or  63.6% 

20  or  14.3% 

QUESTION  2 

60  or  42.8% 

61  or  43.6% 

19  or  13.6% 

QUESTION  3 

112  or  80.0% 

12  or  8.5% 

16  or  11.5% 

QUESTION  4 

66  or  47.1% 

49  or  35.0'% 

25  or  17.9% 

REPLIES  TO  THE 

QUESTIONNAIRE  IN  AGE 

GROUP  50-64  SHOW: 

QUESTION  1 

25  or  33.8% 

39  or  52.7% 

10  or  13.5% 

QUESTION  2 

31  or  41.9% 

26  or  35.1% 

17  or  23.0% 

QUESTION  3 

49  or  66.2% 

6 or  8.1% 

19  or  25.7% 

QUESTION  4 

29  or  39.2% 

21  or  28.4% 

24  or  32.4% 

REPLIES  TO  THE  QUESTIONNAIRE  IN  AGE  GROUP  OVER  65  SHOW: 

QUESTION  1 

17  or  44.7% 

17  or  44.7% 

4 or  10.6% 

QUESTION  2 

21  or  55.2% 

12  or  31.6% 

5 or  13.1% 

QUESTION  3 

14  or  36.8% 

12  or  31.6% 

12  or  31.6% 

QUESTION  4 

9 or  23.7% 

7 or  18.4% 

22  or  57.9% 
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AN  INTERPRETATION  OF 
THE  STATISTICS  ON  PAGE  143 

Cold  figures  have  little  value  unless  an  in- 
terpretation is  placed  upon  them.  The  sig- 
nificant result  of  this  survey  is  found  in  the 
percentage  by  age  groups. 

If  one  were  to  interpret  only  the  general 
results,  it  would  be  easy  to  say  that  only  27% 
of  South  Dakota  doctors  would  desire  com- 
pulsory inclusion  in  Social  Security,  yet  in 
the  “over  65”  or  near  retirement  age,  that 
rises  to  nearly  45%. 

Voluntary  inclusion  in  Social  Security  ap- 
peals to  more  in  all  age  groups  totaling  some 
43%  with  the  “over  65”  group  favoring  such 
a plan  by  better  than  55%.  Unfortunately, 
there  is  little  likelihood  that  voluntary  Social 
Security  would  ever  be  feasible,  either  polit- 
ically or  economically. 

A great  majority  in  all  age  groups  favor  a 
Jenkens-Keogh  type  of  plan  that  would  allow 
them  to  defer  income  tax  payments  on  money 
invested  in  retirement  programs  up  to  cer- 
tain limits.  This  is  most  popular  in  the  high 
earning  years  of  practice  under  age  50  but 
only  36%  of  the  doctors  over  65  thought  they 
would  like  that  type  of  program. 

When  asked  if  they  would  accept  compul- 
sory Social  Security  in  order  to  get  a Jenkins- 
Keogh  type  program,  40%  said  that  they 
would. 

This  indicates  that  many  doctors  will  put 
up  with  a program  they  basically  dislike  in 
order  to  adopt  one  that  looks  economically 
stable  and  attractive. 

While  this  analysis  of  the  figures  is  frag- 
mentary it  may  give  basic  assistance  to  the 
reader  for  making  his  own  interpretation. 


Minutes 

COMMITTEE  ON  INDIGENT  CARE 
Huron,  February  25,  1956,  2:00  P.M. 

Meeting  called  to  order  by  Chairman  H.  P. 
Adams  at  2:00  P.  M.  with  following  answer- 
ing roll  call  in  addition  to  the  Chairman;  H. 
Russell  Brown,  M.D.,  E.  J.  Perry,  M.D.,  Faris 
Pfister,  M.D.,  and  John  C.  Foster. 

Major  discussions  centered  around  pro- 
cedures to  follow  in  creating  a study  on  the 
problems  of  indigent  care  in  the  State. 

A decision  was  made  to  survey  county  com- 
missioners, county  auditors,  district  medical 
societies  and  some  individual  physicians  as 
to  the  status  of  care  for  the  indigent  in  the 
various  counties. 

It  was  further  decided  that  the  committee 
should  produce  a code  governing  care  of  the 
indigent  for  presentation  to  the  House  of 
Delegates  at  the  Annual  Meeting. 

The  possibility  of  asking  legislation  for  a 
different  program  of  indigent  care  was  dis- 
cussed but  no  action  taken  pending  the  re- 
sults of  the  survey. 

The  meeting  adjourned  on  motion  at  4:00 
P.  M. 


''Neo  hydrin... 
offers  the  striking 
advantage  of 
a high  degree  of 
therapeutic 
effectiveness  upon 
oral  administration/^'^ 


'KrantZ/ J.  C.,  Jf.,  and  Carr,  C.  J.:  The  Pharma- 
cologic Principles  of  Medical  Practice,  ed.  3, 
Baltimore,  The  Williams  and  Wilkins  Company, 
1954,  p.  998. 
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MEDICAL  ASSOCIATION 


ABERDEEN  DISTRICT 
SOCIETY  MEETS 

The  Aberdeen  District 
Medical  Society  held  its  reg- 
ular monthly  meeting  in  the 
Mexican  Room  of  the  Sher- 
man Hotel  on  Wednesday, 
March  7 th.  The  Womens 
Auxiliary  met  with  the  Doc- 
tors for  dinner,  and  then 
held  a separate  meeting. 
Routine  business  matters 
were  taken  up.  The  prize 
winners  in  the  essay  contest 
on  “The  Advantage  of  Private 
Medical  Care”  were  an- 
nounced by  Dr.  Mary  E.  San- 
ders. They  were  Geraldine 
Meehan,  Gladys  Schmitt, 
and  Georgia  Pitzl  all  of 
Aberdeen  Central  High 
School.  The  Bricker  Amend- 
ment was  discussed  briefly. 
The  scientific  portion  of  the 
meeting  consisted  of  an  ex- 
cellent talk  on  “Amenorrhea” 
by  Dr.  George  Rowney,  of 
Sioux  City,  Iowa. 


IlNSURANCE  COMMITTEE 
jviSITS  ALL  DISTRICTS 

Now  in  the  process  of  ex- 
plaining a possible  Blue 
Shield  plan  for  South  Da- 
kota, the  Committee  on  Pre- 
payment Medical  Care  is 
sending  members  to  all  Dis- 
trict Medical  Societies  dur- 
ing the  month  of  April. 


Starting  with  Watertown 
(District  2)  and  Huron  (Dis- 
trict 5)  on  April  3 the  com- 
mittee members  have  al- 
ready presented  the  plan  at 
Aberdeen  (District  1),  Ar- 
lington (District  3)  Milbank 
(District  12)  and  Ft.  Meade 
(District  9).  Yet  to  come  are 
Pierre,  April  17;  Yankton, 
April  19th;  Winner,  April 
23rd;  Mobridge,  April  25th; 
Mitchell,  April  25  th;  and 
Sioux  Falls,  May  1. 

A special  meeting  of  the 
House  of  Delegates  will  be 
scheduled  early  in  May  to 
consider  the  proposals. 


RURAL  CONFERENCE 
DRAWS  600 

Six  hundred  farmers, 
health  workers,  and  phys- 
icians, attended  the  11th  an- 
nual Conference  on  Rural 
Health,  held  in  Portland, 
Oregon,  March  8-10. 

The  program  featured 
numerous  presentations  of  a 
panel  nature  with  discus- 
sions from  the  floor.  The 
first  panel  was  presented  on 
the  Family  and  Their  Phys- 
ician and  featured  Duane 
Bowler  of  the  Public  Health 
League  of  Montana,  Mrs. 
Albert  Paulson,  Idaho  Farm 
Bureau,  H.  E.  Slusher,  Amer- 
ican Farm  Bureau,  Harold 


Berger,  4-H  Club,  Hillsboro, 
Oregon,  Norma  June  Belt, 
Yamhill  4-H  Club  Oregon, 
Robb  Smith,  M.D.,  Orange 
Cove,  California  and  Jack 
Wright, University  of  Wash- 
ington. 

The  second  discussion  con- 
ference was  on  Mental 
Health  and  featured  a min- 
ister, doctor  and  a farm  fam- 
ily. Other  discussion  periods 
took  up  problems  of  the  aged, 
and  the  uses  and  abuses  of 
health  insurance. 

The  three  day  session  drew 
participants  from  all  over 
the  United  States.  South 
Dakota  was  represented  by 
A.  P.  Peeke,  M.D..  Chr.  of 
the  Rural  Health  Committee 
in  South  Dakota,  and  John  C. 
Foster.  Executive  Secretary. 
Others  attending  from  South 
Dakota  were:  Rev.  and  Mrs. 
Arthur  A.  Schade  of  Spear- 
fish. 


FUNERAL  HELD  FOR 
BROOKINGS  DOCTOR 

Funeral  services  were  held 
at  Brookings,  March  24,  for 
Dr.  George  H.  Gulbrandsen, 
72,  veteran  South  Dakota 
physician. 

A resident  of  Brookings 
since  1918,  Dr.  Gulbrandsen 
was  born  in  Chicago,  June  4, 
1888. 

Coming  to  Canton,  in  May 
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1907,  Dr.  Gulbrandsen  and 
Judith  Sogn  were  married  in 
1905,  when  they  came  to 
Brookings. 

Dr.  Gulbrandsen,  was  a 
member  of  Tau  Alpha  Epsilon 
fraternity,  the  American 
Medical  Association,  South 
Dakota  State  Medical  So- 
ciety, district  medical  so- 
ciety (of  which  he  was  a past 
president),  the  Chamber  of 
Commerce,  and  the  Lutheran 
Church.  A shriner,  he  was 
also  a charter  member  of 
Kiwanis.  During  his  resi- 
dence in  Canton,  he  was  also 
a member  of  the  Sioux  Val- 
ley Medical  Society,  and  as  a 
resident  of  Brookings  he  had 
served  as  president  of  the 
board  of  education. 

He  is  survived  by  his 
widow  of  Brookings,  a son, 
George  Gulbrandsen,  Austin, 
Minn-,  and  one  grandchild. 


PIERRE  DISTRICT 
ELECTS  FOX 
Dr.  S.  F.  Fox,  Pierre,  was 
elected  president  of  the 
fourth  District  Medical  So- 
ciety at  its  regular  meeting, 
March  13th.  Other  officers 
are  S.  B.  Simon,  M.D.,  vice- 
president;  J.  T.  Cowan,  M.D., 
secretary-treasurer;  C.  S. 
Swanson,  M.D.,  delegate;  and 
L.  C.  Askwig,  M.D.,  recom- 
mended for  councillor. 


NEWS  NOTES 

Dr.  W.  W.  Grover  is  a can- 
didate for  the  Yankton  City 
commission.  Elections  are 
April  17th. 

* * * 

The  Rapid  City  Daily  Jour- 
nal recently  carried  a 
lengthy  article  on  the  public 
health  work  being  done  by 
former  South  Dakotan,  Dr. 
Horace  DeLien,  in  the  Philli- 
pines. 


Dr.  E.  E.  Suckow,  Garret- 
son,  entered  military  service 
early  this  month.  Dr.  Earl 
Watson  will  maintain  the 
practice. 

*  *  * * 

Dr.  Marian  Auld,  Yankton, 
was  married  April  7th  to  Dr. 
Edward  Mach.  Dr.  Mach  has 
optometric  offices  in  Yank- 
ton. 

* * * 

Dr.  G.  W.  Mills,  Wall,  is 
seeking  election  to  his  eighth 
term  in  the  South  Dakota 
legislature. 

:i=  * * 

John  C.  Foster,  executive 
secretary  of  the  State  Med- 
ical Association  and  the  S.  D. 
Board  of  Medical  and  Osteo- 
pathic Examiners,  repre- 
sented the  Board  at  the  52nd 
Annual  Congress  on  Medical 
Education  and  Licensure  in 
Chicago  in  February. 

* * * 

Dr.  Albert  Heinemann  of 

Wasta  was  recently  subject 
of  a lengthy  feature  article  in 
the  Rapid  City  Daily  Jour- 
nal. 

* * * 

The  Rosebud  District  held 
a meeting  March  1st  at  the 
office  of  Dr.  F.  J.  Clark  in 
Gregory.  Discussions  con- 
cerned the  Salk  vaccine. 

* * * 

Dr.  E.  F.  Rose,  for  the  past 
two  years  associated  with 
Drs.  Totten  and  Steiner  of 
Lemmon  will  start  a resi- 
dency in  pathology  at  Dallas, 
July  1st. 

* * * 

New  officers  for  the  Sioux 
Valley  Medical  Association 
are:  Drs.  E.  W.  Arnold,  Ad- 
rian, Minn.,  president;  A.  P. 
Reding,  Marion,  S.  D.,  vice- 
president;  E.  H.  Sibley.  Sioux 
City,  secretary  and  Arnold  K. 


Myrabo,  Sioux  Falls,  treas- 
urer. 

* * * 

A meeting  of  North  and 
South  Dakota  Medical  Asso- 
ciation and  Auxiliary  annual 
meeting  committees  took 
place  in  Aberdeen  on  March 
17th.  Attending  from  North 
Dakota  were  Mrs-  Stephen 
Batcheller,  Enderlin  and  Lyle 
Limond,  Bismarck.  From 
South  Dakota  were  Dr.  R.  G. 
Mayer,  Aberdeen;  Mrs.  Faris 
Pfister,  Webster;  Mrs.  John 
Rodine,  Aberdeen;  and  John 
C.  Foster,  Sioux  Falls. 


MEDICAL  SCHOOL 
NEWS  NOTES 

1.  Members  of  the  South  Da- 
kota Chapter  of  the  Stu- 
dent American  Medical 
Association  were  favored 
with  a talk  by  Dr.  Ronald 
Price,  Armour,  March  20, 
entitled  “Andrea  Vesalius; 
Contributions  to  Anat- 
omy.” 

2.  Dr.  L.  C.  Smith.  Assistant 
Professor  of  Biochemistry, 
has  received  a research 
grant  from  the  United 
States  Public  Health  Ser- 
vice in  the  amount  of  $3,- 
500.00  and  a grant  from 
the  American  Cancer  So- 
ciety in  the  amount  of 
$2,000.00.  Dr.  Smith’s 
studies  are  particularly 
concerned  with  the  meta- 
bolism of  amino  acids  by 
cancer  tissue. 

3.  Dr.  F.  E.  Kelsey  has  re- 
ceived a grant  from  the 
American  Heart  Associa- 
tion in  the  amount  of  $10,- 
000.00  for  support  of  re- 
search over  the  next  two 
years.  Dr.  Kelsey’s  pro- 
ject of  study  is  concerned 
with  the  mechanics  of 
action  of  digitalis. 

4.  Dr.  Donald  H.  Andrews, 
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Professor  of  Chemistry  at 
Johns  Hopkins  University, 
presented  an  address  at 
the  annual  student  med- 
ical banquet  the  evening 
of  March  24,  entitled 
“Faith  in  this  Atomic 
Age.” 


CHICAGO  SITE 

FOR  GOITER  ASS'N. 

The  American  Goiter  As- 
sociation will  meet  in 
Chicago,  May  3,  4,  5 at  the 
Drake  Hotel. 

There  will  be  a total  of 
thirty  nine  papers  presented 
during  the  three  day  sessions 
by  authorities  from  all  cor- 
ners of  the  United  States. 


STUDENT  AMA 

TO  CHICAGO 

Representatives  from  sev- 
’ enty  medical  schools  will  at- 
I tend  the  Sixth  Annual  Con- 

; vention  of  the  Student 

American  Medical  Associa- 
tion at  the  Sherman  Hotel, 

! Chicago,  Illinois,  May  4,  5 
and  6. 

A highlight  of  the  three- 
day  meeting,  which  includes 
the  official  deliberations  of 
the  House  of  Delegates,  will 
be  a panel  presentation,  “Rx 
from  the  Press,”  which  feat- 
ures advice  on  a doctor’s  pro- 
fessional relations  with  writ- 
ers and  commentators.  Mod- 
erated by  Leo  Brown,  direc- 
tor of  public  relations  for  the 
A.M.A.,  participants  on  the 
11:00  A.  M.  Saturday,  May  5 
show  will  include  Gilbert 
Cant,  Medical  Editor  of 
“Time”  Magazine,  Robert 
Goldman,  Assistant  Manag- 
ing Editor  of  “Parade”  mag- 
azine, Fred  Roll,  producer  of 
TV’s  “March  of  Medicine,” 
and  Arthur  Snider,  science 
editor,  Chicago  “Daily 
News.” 


SYMPOSIUM  FOR 

GENERAL  PRAC- 
TITIONERS 

The  Fifth  annual  Sym- 
posium for  General  Prac- 
titioners on  Tuberculosis  and 
other  Chronic  Pulmonary 
Disease  will  be  held  in  Sar- 
anac Lake,  New  York  from 
July  7th  to  13th,  1956.  It  is 
approved  for  26  hours  of 
formal  credit  for  members  of 
American  Academy  of  Gen- 
eral Practice. 

This  five  day  course  is  de- 
signed particularly  for  Gen- 
eral Practitioners  and  pre- 
sented over  a period  short 
enough  so  that  they  may 
readily  attend.  Many  of  the 
sessions  are  informal  panel 
discussions  with  ample  op- 
portunity for  questions  from 
the  audience. 

Sessions  will  be  held  in  the 
various  sanatoria,  hospitals 
and  laboratories  in  the  Sar- 
anac Lake  area.  The  faculty 
will  consist  of  physicians, 
surgeons  and  scientists  from 
Saranac  Lake  as  well  as 
guest  lecturers. 

Many  doctors  attending 
previous  sessions  of  this 
Symposium  have  brought 
their  families  with  them  to 
enjoy  the  many  vacation 
facilities  of  the  surrounding 
Adironack  Mountains.  So 
that  families  may  have  the 
use  of  the  family  car,  free 
bus  transportation  will  be 
provided  to  the  various 
places  for  the  doctors  attend- 
ing the  course.  Exellent 
housing  accommodations  are 
available  in  and  around  Sar- 
anac Lake. 

The  registration  fee  for  the 
Symposium  is  $40.00.  Further 
information  and  copies  of  the 
program  can  be  obtained  by 
writing  Dr.  Edward  N.  Pack- 
ard, General  Chairman, 


Symposium  for  General 
Practitioners,  P.  O.  Box  262, 
Saranac  Lake,  N.  Y. 


UNIVERSITY  OF 

COLORADO  SCHOOL  OF 

MEDICINE  DENVER. 

COLORADO.  MAY  17.  18. 

19.  1956 

A two-and-one-half  day 
postgraduate  course  on  THE 
MANAGEMENT  OF  DIA- 
BETES will  be  offered  at  the 
UNIVERSITY  OF  COL- 
ORADO SCHOOL  OF  MED- 
ICINE on  May  17,  18,  and  19, 
1956.  The  course  will  be  co- 
sponsored by  the  Department 
of  Medicine  and  the  Office 
of  Postgraduate  Medical 
Education  of  the  University 
of  Colorado  School  of  Med- 
icine and  the  Colorado  Dia- 
betes Association. 

Designed  for  practicing 
physicians,  the  course  will 
offer  a review  of  basic 
knowledge  of  the  disease  and 
will  orient  the  physician  to 
the  newer  developments  in 
the  field,  stressing  the  prac- 
tical applications.  The  first 
morning  will  be  devoted  to  a 
review  of  basic  physiology, 
endocrinology,  pathology, 
and  diagnosis.  Clinical  as- 
pects of  the  disease  and  its 
complications  will  then  be 
presented  with  emphasis  on 
management.  The  final  ses- 
sion on  Saturday  morning 
will  be  devoted  to  a live 
clinic  presenting  a variety 
of  current  clinical  problems 
for  discussion  by  the  guest 
clinicians.  Ample  opportun- 
ity will  be  offered  for  ques- 
tions and  discussion  by  regis- 
trants in  the  course. 

Three  guest  clinicians  will 
assist  the  medical  school  fac- 
ulty in  the  presentation  of 
this  course. 
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In  conjunction  with  the 
postgraduate  course,  a din- 
ner meeting  will  be  held 
jointly  by  the  Colorado  Dia- 
betes Association  and  the 
Colorado  Society  of  Internal 
Medicine  on  Thursday,  eve- 
ning, May  17.  Dr.  Arthur 
Colwell  will  be  the  dinner 
speaker. 

On  Friday  evening,  a pub- 
lic meeting  sponsored  by  the 
Lay  Society  of  the  Colorado 
Diabetic  Association  will  be 
held  in  Denison  Auditorium 
of  the  Medical  School.  The 
three  guest  clinicians  will 
participate  in  a panel  discus- 
sion. 

A detailed  program  and 
further  information  may  be 
obtained  by  writing  to  the 
Office  of  Postgraduate  Med- 


ical Education,  University  of 
Colorado  Medical  Center, 
4200  East  Ninth  Avenue, 
Denver  20,  Colorado. 


AMERICAN  BOARD 
OF  OB.  & GYN. 

Applications  for  certifica- 
tion (American  Board  of  Ob- 
stetrics and  Gynecology)  for 
the  1957  Part  I Examinations 
are  now  being  accepted.  Can- 
didates are  urged  to  make 
such  application  at  the  earl- 
iest possible  date.  Deadline 
date  for  receipt  of  applica- 
tions is  October  1,  1956. 

All  candidates  for  admis- 
sion to  the  Examinations  are 
required  to  submit  with  their 
application,  a plain  typewrit- 
ten list  of  all  patients  ad- 


mitted to  the  hospitals  where 
they  practice,  for  the  year 
preceding  their  application 
or  the  year  prior  to  their  re- 
quest for  reopening  of  their 
application. 

Application  for  re-exam- 
ination, as  well  as  requests 
for  resubmission  of  case  ab- 
stracts, must  be  made  to  the 
Secretary  prior  to  October  1, 
1956. 

Current  Bulletins  outlin- 
ing present  requirements 
may  be  obtained  by  writing 
to  the  Secretary’s  office. 

Robert  L.  Faulkner,  M.D. 

American  Board  of  Obstet- 
rics and  Gynecology 

2105  Adelbert  Road 

Cleveland  6,  Ohio 


Now!  Palatable  Oral  Suspension  Gives 
Higher,  Faster  Blood  Levels  than  Twice 
the  Dose  of  Injected  Procaine  Penicillin 


• PEN ‘VEE*  Suspension, 

300.000  units 

. Procaine  Penicillin  G, 

600.000  units  (one  injection) 


#1 


This  ready-mixed,  stable,  and  pleas 
flavored  suspension  is  supplied  as  follows: , 
y EE’ Suspension,  300,000  units  per  5-cc. 
spoonful,  bottles  of  2 fl.  oz.  Also  a\ 
PEN*VEE»OraZ  Tablets,  200,000  units, 
bottles  of  36;  500,000units,  scored,  bottles  I 


Pen  ‘^^e*  Suspense 


Benzathine  Penicillin  V Oral  Suspension 


1 2 4 

Hours  aner  Administration 


ORAL  PENICILLIN 
WITH 

INJECTION  PERFORMANCE 


Philadelphia  1,  Pa. 
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CLINICAL  RESEARCH  IN  THE 
PHARMACEUTICAL  INDUSTRY* 
Raymond  M.  Rice,  M.D.** 


We  live  in  an  age  of  health  consciousness. 
Never  before  has  the  general  public  been  so 
well-informed  about  the  common  diseases 
with  which  man  is  afflicted,  and  the  efforts 
which  are  directed  toward  their  treatment, 
control,  or  eradication.  Practically  all  forms 
of  communication  are  utilized  to  satisfy  this 
strong  desire  for  facts.  Barriers  have  fallen 
and  bans  have  been  lifted.  Only  a few  years 
ago,  the  word  syphilis  was  seen  rarely  in 
public  print,  insanity  was  mentioned  only  in 
hushed  voice  and  was  usually  referred  to  as 
“nervous  breakdown.”  Today  these  con- 
ditions are  subjects  for  parlor  conversation. 
With  broadened  public  knowledge  concern- 
ing matters  of  health  has  come  a willingness 
to  support  research  aimed  to  solve  some  of 
our  major  disease  problems.  Only  this  year 
we  have  seen  the  dramatic  result  of  inves- 
tigations in  poliomyelitis  supported  by  funds 
obtained  through  the  March  of  Dimes. 

Keeping  pace  with  this  surge  of  public  in- 
terest in  disease,  research  has  been  markedly 
expanded  in  the  pharmaceutical  industry  and 
significant  contributions  to  better  health 
have  resulted.  Thousands  of  compounds  from 
the  laboratories  of  the  organic  chemist  are 
examined  each  year  seeking  pharmacological 
effects  in  animals  which  may  point  the  way 
to  useful  application  in  human  medicine. 

*Presented  before  The  Industrial  Council,  Rens- 
selaer Polytechnic  Institute,  October  28,  1955. 
This  is  the  third  of  a series  on  the  Pharmaceu- 
tical Industry  appearing  in  this  Journal. 
**Executive  Director  of  Medical  Research,  The 
Lilly  Research  Laboratories,  Eli  Lilly  and  Com- 
pany. 


Microscopic  organisms  are  screened  in  great 
numbers  by  the  microbiologist  in  the  search 
for  more  effective  antibiotic  agents.  New 
fields  have  opened  for  the  biologist  with  the 
perfection  of  tissue  culture  technics  which 
facilitate  virus  experimentation. 

Clinical  Research  Provides  Proof  of 
Drug  Activity 

More  than  half  the  new  drugs  in  general 
use  today  were  unknown  seventeen  years 
ago  when  the  Federal  Food,  Drug  and  Cos- 
metic Act  came  into  effect.  In  the  first  six 
months  of  1955,  according  to  a recent  release, 
228  new  pharmaceutical  products  became 
available  — posing  quite  a problem  for  the 
physician  who  must  keep  abreast  of  develop- 
ments in  therapy  and  for  the  retail  phar- 
macist who  is  asked  to  stock  this  multitude  of 
items.  According  to  law,  every  new  medicinal 
agent  must  be  approved  by  the  Food  and 
Drug  Administration  before  it  is  introduced 
into  interstate  commerce  and  made  available 
for  general  use.  Complete  information  must 
be  supplied  concerning  chemical  composition, 
pharmacological  effect  in  animals,  toxic  po- 
tentialities, control  procedures  in  its  produc- 
tion and,  finally,  its  background  in  human 
use.  Thus,  the  clinical  investigator  has  his 
day  providing  the  final  word  concerning  the 
new  product  — how  and  where  it  is  to  be 
applied  in  medical  practice  and  what  is  to  be 
expected  as  undesirable  side-reactions. 

How  different  this  is  from  the  old  days  of 
empirical  medicine  when  almost  all  drugs 
were  of  botanical  origin  and  when  intro- 
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duction  of  a new  therapeutic  agent  into  med- 
icine was  based  on  the  testimonials  of  phys- 
icians and  patients.  The  drug  was  given,  the 
patient  said  he  felt  better,  so  the  medicine 
was  good.  Let  us  look  at  one  of  those  old 
preparations  which  was  widely  used  back 
around  1900  for  treatment  of  syphilis.  It  was 
made  up  of  five  botanical  drugs  carefully 
compounded  and  sold  with  the  firm  belief 
chat  it  favorably  altered  the  course  of  this 
rather  widespread  disease.  The  ingredients 
had  interesting  names  — Stillingia  or  Queen’s 
Delight,  Phytolacca  or  Poke  Weed,  Lappa  or 
Burdock  Root,  Smilax  Lanceolata  or  Bamboo 
Briar  Root  and  finally  Xanthoxylum  or 
Prickly  Ash  Bark.  This  strange  concoction 
originated  in  Indian  medicine  and  was  put 
to  use  by  a reputable  general  practitioner 
who,  becoming  convinced  of  its  effectiveness, 
called  it  to  the  attention  of  another  physician 
more  prominent  in  American  medicine.  The 
second  doctor,  believing  that  he  also  saw  a 
beneficial  effect,  discussed  his  findings  be- 
fore medical  groups  and  published  his  opin- 
ion in  a prominent  medical  journal.  Because 
of  these  testimonials,  the  preparation  was 
widely  used  for  several  years  until  Wasser- 
mann  was  so  unkind  as  to  introduce  his  test 
for  syphilis  in  1906.  Failing  to  show  a favor- 
able effect  on  the  Wassermann  reaction,  the 
product  was  no  longer  publicized  and  rapidly 
fell  into  disuse.  How  different  are  our  mod- 
ern methods  and  controls  which  provide 
proof  of  new  drug  effectiveness  and  safety 
before  they  are  offered  for  application  in 
medical  practice. 

The  old  time  doctor  had  few  drugs  with 
proven  specific  effect  from  which  he  could 
choose.  Quinine  was  capable  of  lessening  the 
severity  of  malaria,  digitalis  was  useful  in 
controlling  heart  failure  and  morphine  was 
an  excellent  pain-relieving  agent.  There  were 
not  many  others  so  we  should  not  be  too 
critical  of  the  questionable  therapeutic  agents 
which  he  prescribed  in  his  search  for  some- 
thing that  would  work.  One  thing  stood  in 
his  favor  for  most  of  the  old  drugs  were  rela- 
tively harmless,  contrasting  sharply  with 
modern  medicinals,  many  of  which  must  be 
used  with  great  skill  and  caution. 

Insulin  was  one  of  the  first  discoveries  in 
the  age  of  modern  therapy.  Prior  to  1923 
diabetes  was  treated  with  starvation  diet  in 
the  hope  that  life  could  be  preserved,  often 


with  the  patient  in  a state  of  invalidism. 
There  was  little  hope  that  children  with  dia- 
betes would  survive  to  adult  life.  Then  came 
the  discovery  of  Banting  and  Best  which  has 
made  it  possible  for  some  patients  with  dia- 
betes to  live  to  an  older  age  than  they  would 
ordinarily  attain  without  the  disease.  In  ret- 
rospect, introduction  of  Insulin  into  medical 
practice  was  a remarkable  accomplishment- 
Here  was  an  entirely  new  concept  of  treat- 
ment, an  agent  which  must  be  injected  by 
syringe  under  the  skin  one  to  three  times 
daily  and  with  dosage  balanced  against  a 
carefully  calculated  food  intake.  With  too 
much  Insulin,  unconsciousness  would  occur 
because  of  low  blood  sugar,  while  if  the 
amount  used  was  inadequate  or  if  the  food 
intake  was  carelessly  increased,  the  patient 
might  lapse  into  diabetic  coma.  Working  out 
these  intricate  details  was  one  of  the  early 
jobs  of  the  clinical  investigator  — a task  well 
done  as  we  see  the  brilliant  success  of  mod- 
ern day  treatment  of  diabetes. 

Once  started,  therapeutic  advances  came 
with  rapidity.  There  were  new  drugs  for 
control  of  pain,  to  promote  sleep  and  to 
anesthetize  safely  and  effectively  during 
surgical  operation.  Pernicious  anemia  was 
eliminated  as  a major  disease  by  discovery  of 
the  preventive  effect  of  liver.  Drugs  to  make 
childbirth  easier  came  into  common  use.  Each 
one  of  these  new  developments  had  its  back- 
ground of  experimental  use  in  medicine,  but 
the  great  expansion  of  clinical  investigation 
was  yet  to  come. 

Drug  Marketing  Depends  on  Clinical 
Approval 

Up  to  1938  whether  or  not  a new  drug  was 
to  be  marketed  was  a matter  for  the  pharma- 
ceutical producer  to  decide.  All  precautions 
were  taken  by  the  ethical  manufacturer  to 
make  sure  of  useful  therapeutic  effect,  to 
understand  all  toxic  potentialities  and  to  pro- 
vide adequate  warnings  to  assure  safety.  In 
spite  of  this,  in  1937,  a tragedy  occurred  when 
a preparation  of  sulfanilamide  was  marketed 
in  a liquid  vehicle  which  was  proven  to  be 
lethal.  Many  deaths  resulted  from  use  of  this 
product  before  it  could  be  collected  and  with- 
drawn from  the  market.  Soon  thereafter 
Federal  legislation  was  put  into  effect  to  pre- 
vent repetition  of  such  occurrences.  The  Food 
and  Drug  Administration  began  its  work  in 
1938  and,  up  to  the  present,  this  very  useful 
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governmental  control  body  has  considered 
more  than  10,000  new  drug  applications.  To- 
day no  new  therapeutic  agent  is  offered  for 
broad  distribution  on  the  physician’s  pres- 
cription or  for  sale  through  the  drug  store 
without  careful  scrutiny  of  its  complete  back- 
ground, including  its  clinical  applications. 
Thus,  great  impetus  has  been  given  to  clin- 
ical research  and  more  and  more  medical 
men  have  been  attracted  to  this  specialized 
work. 

Perhaps,  you  would  like  to  trace  a new 
drug  from  its  inception  in  the  laboratory  to 
its  application  in  medical  practice.  In  a group 
like  this  there  are  few  who  have  not  been 
treated  with  one  of  the  antibiotic  drugs  so 
with  this  background  of  mutual  interest  let 
us  see  what  lies  behind  that  bottle  of  brightly 
colored  tablets  or  capsules  which  have  such 
amazing  power  to  eradicate  infection.  As  you 
know,  penicillin  was  the  first  of  these  revolu- 
tionary discoveries.  It  is  one  of  our  best  anti- 
infectives  but  it  is  not  ideal  in  all  respects. 
Penicillin  has  no  effect  against  some  of  the 
common  disease  producers  and  patients  may 
become  sensitized  so  that  it  cannot  be  used 
without  danger  of  serious  allergic  reaction. 
In  the  early  1940’s  it  was  difficult  to  believe 
that  the  first  widely  useful  antibiotic  was  the 
only  one  to  be  found-  Many  pharmaceutical 
manufacturers  invested  heavily  in  antibiotic 
research  and  discovery  during  these  past  few 
years  of  chloramphenicol,  the  tetracyclines 
and  erythromycin  is  evidence  of  the  effort 
expanded  in  this  field.  Each  one  of  these  com- 
pounds has  its  shortcomings  when  judged  as 
a perfect  therapeutic  agent,  but  each  one  has 
been  a welcome  addition  to  therapy  as  it 
makes  us  more  secure  against  the  pathogenic 
organisms  which  attack  us. 

Search  for  new  antibiotics  begins  in  the 
laboratory  of  the  microbiologist.  Samples  of 
soil  are  his  main  source  of  new  organisms 
and  from  these  bits  of  earth  thousands  upon 
thousands  of  microbes  have  been  cultured 
and  screened.  Ever  present  is  the  hope  that 
another  may  be  found  which,  in  its  meta- 
bolism, produces  a substance  which  kills  or 
prevents  the  growth  and  multiplication  of 
disease-producing  germs.  When  such  an  or- 
ganism is  discovered,  it  is  encouraged  to 
multiply  in  artificial  medium  to  provide 
amounts  of  its  anti-infective  substance  ade- 
quate for  laboratory  testing.  The  spectrum 


of  anti-bacterial  effect  is  determined  in  the 
hope  that  dangerous  bacteria  not  susceptible 
to  previously  known  antibiotics  will  succumb 
when  exposed  to  the  new  material.  If  the  re- 
sults are  encouraging,  the  new  organism  is 
grown  in  greater  and  greater  quantities, 
graduating  from  small  laboratory  flasks  into 
larger  equipment  so  that  more  of  the  new 
substance  can  be  made  available  for  study. 
The  biochemist  takes  a hand  in  an  attempt 
to  determine  chemical  structure.  The  biolo- 
gist treats  artificially  produced  disease  con- 
ditions in  mdce  and  rats.  When  purity  of  the 
new  compound  permits,  the  pharmacologist 
initiates  long-term  studies  to  demonstrate 
possible  toxic  effects  when  the  antibiotic  is 
given  in  extremely  high  dosage  and  over  long 
periods  of  time.  If  the  new  compound  can  be 
produced  in  sufficient  quantity  and  of  high 
purity,  if  it  has  potential  usefulness  in  treat- 
ment of  disease  and  if  its  toxicology  indicates 
that  it  may  be  used  with  safety  in  the  human, 
clinical  investigation  may  begin. 

The  ffrst  cautious  doses  are  given  to  patients 
with  minor  infections,  perhaps  a sore  throat 
caused  by  an  organism  known  to  be  suscep- 
tible to  the  new  drug.  Experience  is  broad- 
ened gradually  and  with  continued  success 
treatment  of  more  acute  types  of  infection  is 
attempted.  These  early  investigations  may 
best  be  done  by  the  expert  clinician  on  the 
research  staff  of  the  pharmaceutical  manu- 
facturer and  his  results  serve  as  the  basis  for 
extended  study  in  medical  institutions  else- 
where. Thus,  investigations,  often  supported 
by  financial  grants  from  the  producer,  may 
be  carried  on  by  capable  investigators  in 
many  parts  of  the  United  States  and  often  in 
foreign  countries  to  determine  just  where 
the  new  antibiotic  fits  into  medical  prac- 
tice. In  a matter  of  months,  clinical  reports 
are  assembled  with  other  background  data 
in  a form  suitable  for  consideration  by  the 
Food  and  Drug  Administration  in  Washing- 
ton. Written  material  intended  for  the  infor- 
mation of  the  practicing  physician  must  be  a 
part  of  this  submission  so  that  therapeutic 
claims  and  cautionary  instructions  can  be 
checked  and,  if  necessary,  revised. 

Clinical  Investigation  Never  Ended  on  New 
Drug  Products 

Approval  by  the  Food  and  Drug  Adminis- 
tration opens  the  way  for  introduction  to  the 
medical  profession  and  ultimate  use  by  the 


— 1S2  — 


APRIL  1956 

patient  but,  at  this  point,  the  work  of  the 
clinical  investigator  has  not  yet  been  com- 
pleted. Clinical  research  may  be  carried  on 
for  years  after  a new  antibiotic  is  introduced 
to  determine  its  effect  against  a great  variety 
of  obscure  diseases  peculiar  to  isolated  areas 
of  the  world.  Modifications  of  the  parent 
compound  having  possible  advantages  in 
therapy  may  require  studies  almost  as  ex- 
tensive as  those  done  with  the  original 
material.  Thus,  antibiotic  research  continues, 
year  after  year,  in  the  quest  for  what  some- 
one has  jokingly  called  “Perfectomycin-” 

Traced  in  this  sketchy  fashion,  it  may  ap- 
pear that  discovery  of  new  anti-infectives  is 
commonplace.  To  counteract  this  impression, 
remember  the  thousands  and  thousands  of 
soil  samples  that  have  been  collected  from  all 
over  the  world  and  the  tremendous  number 
of  new  organisms  obtained  from  those  soils, 
cultured  and  grown,  only  to  be  discarded  as 
impractical  antibiotic  producers.  While  we 
have  no  more  than  ten  or  a dozen  widely 
useful  antibiotics  in  medical  practice,  several 
hundred  of  these  compounds  have  been 
studied  in  detail  only  to  find  that  they  can- 
not be  produced  economically,  that  they  are 
too  toxic  for  human  consumption  or  that 
they  do  not  have  a useful  clinical  application. 
These  are  buried  in  the  graveyard  of  scien- 
tific literature  along  with  the  high  hopes  of 
those  who  developed  them. 

Pharmaceutical  research  as  we  know  it  to- 
day has  been  surrounded  with  precautionary 
procedures  intended  to  assure  avoidance  of 
mistakes.  An  elder  pharmaceutical  executive, 
whose  active  business  life  centered  around 
the  turn  of  the  century,  described  his  exper- 
ience in  early  day  toxicity  testing.  There 
was  a demand  for  a fluid  extract  of  Thimble 
Weed.  Serving  as  company  botanist,  he  failed 
to  find  an  accurately  written  description  of 
this  material  so  relied  upon  a supplier  of 
crude  drugs  for  Thimble  Weed  to  be  used  in 
formulation.  A fluid  extract  was  prepared 
and  the  orders  were  filled  but,  in  due  time, 
there  were  reports  that  patients  who  took 
the  extract  became  sick.  All  shipments  were 
returned  immediately,  and  the  botanist,  be- 
lieving that  the  fluid  extract  was  completely 
innocuous,  took  a substantial  dose  to  prove 
the  point.  Sometime  later  he  was  found  un- 
conscious on  the  floor.  After  his  recovery, 
further  investigation  revealed  that  there  are 
two  kinds  of  Thimble  Weed  — one  of  them 
being  quite  toxic. 


Such  an  incident  is  not  likely  to  be  repeated 
these  days  for  we  have  too  wholesome  a res- 
pect for  drug  toxicity.  A human  dose  is  never 
given  without  first  having  extensive  exper- 
ience in  animal  administration,  usually  in 
several  animal  species.  Strangely  enough, 
the  rat  or  guinea  pig  may  respond  to  a drug 
in  quite  a different  manner  than  the  mouse 
or  rabbit.  It  is  interesting,  too,  that  all  hu- 
mans do  not  respond  in  identical  fashion  to 
certain  drugs.  Who  would  guess  that  ephe- 
drine  effectively  dilates  the  pupil  of  the  eye 
in  Caucasians  but  does  not  do  so  in  Chinese 
and  Negroes. 

Rarely  a new  drug  may  be  studied  exten- 
sively and  accepted  for  general  use  only  to 
find  previously  unrevealed  toxicity.  Some 
years  ago,  a very  useful  anticonvulsant  was 
introduced  for  control  of  epileptic  seizures. 
It  had  been  developed  with  unusual  caution, 
and  had  a background  of  six  years  clinical 
trial  before  it  was  marketed.  During  the  first 
year  of  general  use  a patient  or  two  de- 
veloped a liver  disorder  while  on  the  drug 
but  this  was  thought  to  be  due  to  another 
cause.  During  the  next  year  other  cases  ap- 
peared and  finally  it  was  evident  that  the 
compound  was  capable  of  producing  liver 
damage  in  certain  individuals-  Fortunately, 
life  was  not  endangered  but,  nevertheless, 
the  manufacturer  recalled  all  stocks  and  de- 
leted the  product  in  spite  of  its  usefulness  to 
many  epileptics.  The  total  cost  of  this  ill- 
fated  venture  has  not  been  accurately  cal- 
culated but  it  certainly  would  amount  to 
several  hundred  thousand  dollars. 

Such  experiences  emphasize  the  need  for 
scientific  personnel,  highly  trained  in  phar- 
macology, toxicology  and  clinical  investiga- 
tion. They  must  understand  how  to  design 
experiments,  stress  the  importance  of  con- 
trols in  experimentation,  and  be  familiar 
with  statistical  methods  in  analyzing  results. 
In  the  pharmaceutical  industry  about  300 
physicians  are  employed  and  many  of  them 
are  experts  in  the  type  of  work  which  has 
been  described.  Some  of  our  medical  institu- 
tions are  giving  attention  to  this  growing 
field  providing  opportunity  for  training  in 
clinical  research  but  the  demand  is  a grow- 
ing one,  and  we  are  far  from  having  enough 
men  for  this  important  work.  Through  the 
help  of  you,  the  teachers,  our  future  scientists 
and  physicians  can  be  attracted  to  this  fas- 
cinating search  for  new  agents  to  treat 
disease. 
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R414RMACEUTICAL 

ECONOMICS 


THE  FEDERAL  NARCOTIC  LAW 
IN  RELATION  TO  THE  PRACTICE  OF 
PHARMACY* 

Frank  Sojat** 


Question:  A pharmacist  receives  prescrip- 
tions regularly  for  a particular  type  of  nar- 
cotic. He  has  reason  to  believe  that  the 
patient  is  an  addict  rather  than  using  the 
drug  for  medical  purposes.  What  is  the 
obligation  of  the  pharmacist  in  this  case? 

Answer:  If  the  pharmacist  suspects  that  the 
medication  is  being  supplied  to  the  patient 
for  addiction,  the  first  step  is  to  contact  the 
prescribing  physician  to  determine  the 
nature  of  the  situation.  If  the  person  ob- 
taining this  drug  is  an  addict  and  the  nar- 
cotic is  being  prescribed  merely  for  addic- 
tion, the  pharmacist  must  not  fill  the  pres- 
cription. The  pharmacist  assumes  the  re- 
sponsibility along  with  the  physician  when 
he  fills  the  prescription.  It  would  be  well 
to  inform  the  Narcotics  Bureau  of  the  sit- 
uation so  that  an  investigation  could  be 
made. 

Question:  Should  a prescription  written  by 
an  out  of  city  or  state  physician  be  checked 
more  carefully  than  those  written  by  a 
local  physician? 

Answer:  Definitely.  A prescription,  appear- 
ing in  your  store  written  by  a physician  a 
long  distance  away  whom  you  do  not  know, 
should  be  scrutinized  very  carefully.  You 
should  also  ask  the  patient  or  so-called  pa- 
tient questions.  Very  often  an  addict  who 
is  trying  to  pass  a prescription  will  just 

* Questions  and  answers  presented  at  the  Phar- 
maceutical Institute,  April  12,  1955,  South  Da- 
kota State  College. 

**District  Supervisor,  Bureau  of  Narcotics,  U.  S. 
Treasury  Department. 


leave  the  store  in  a hurry  and  disappear  if 
he  notices  that  you  are  getting  a little  bit 
curious. 

Question:  Must  narcotic  prescriptions  be 
filled  within  24  hours  of  the  time  they  are 
written? 

Answer;  There  is  nothing  in  the  regulations 
stating  that  a narcotic  prescription  must  be 
filled  within  24  hours  after  it  is  written. 
This  question  brings  up  another  point, 
however.  The  regulations  state  that  the 
prescription  must  be  dated  as  of  the  day  it 
was  written  and  signed.  Now,  if  a phar- 
macist receives  a prescription  calling  for 
morphine  April  12  and  the  prescription 
was  dated  March  1,  he  should  examine  this 
prescription  very  carefully.  Remember 
morphine  is  prescribed  for  pain.  This  was 
prescribed  March  1 but  the  prescription 
was  not  filled  right  away.  It  was  presented 
forty  days  later.  This  should  be  a definite 
indication  that  possibly  something  was 
wrong.  Questions  should  be  asked.  If  I 
were  the  pharmacist,  I would  like  to  know 
why  the  delay  in  getting  the  prescription 
filled.  There  possibly  might  be  some  ex- 
planation. Perhaps  this  person  was  re- 
quired to  have  morphine  over  a period  of 
time.  It  might  be  perfectly  alright  to  fill 
that  prescription;  however,  I would  cer- 
tainly want  to  ask  plenty  of  questions  first 
and  determine  the  situation  exactly. 

Question:  Are  addicts  capable  of  converting 

morphine  to  heroin? 
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Answer;  Yes.  All  the  illicit  heroin  in  this 
country  is  smuggled.  There  is  none  pro- 
duced here.  Amazingly  enough  addicts  will 
convert  morphine  extracted  from  crude 
opium  into  heroin.  Crude  apparatus  is 
used,  hidden  in  a cellar  or  perhaps  even 
under  a bridge  somewhere  in  a rugged 
area.  A fairly  pure  grade  of  heroin  is  made. 

Question:  Each  year  when  the  narcotic  inven- 
tory is  made  we  include  old  preparations 
no  longer  used.  Also,  the  problem  of 
crushed  and  broken  tablets  arises.  How 
does  the  pharmacist  get  rid  of  these  nar- 
cotics legally? 

Answer:  Any  excess  or  undesired  narcotics 
can  be  turned  in  to  the  District  Narcotics 
Bureau,  Minneapolis.  Write  and  ask  for 
the  inventory  form  142.  List  the  drugs  on 
this  form  and  bring  them  to  the  Bureau  or 
send  them  by  prepaid  express  (they  cannot 
be  sent  by  mail  as  it  is  against  postal  reg- 
ulations). The  narcotics  supervisor  will 
sign  one  of  the  forms  which  will  serve  as 
your  receipt  and  that  will  account  for  these 
drugs  on  your  inventory. 


Question:  May  narcotics  be  returned  to  the 
manufacturer  for  credit? 

Answer;  Yes.  According  to  the  regulations  a 
retailer  may  return  narcotics  to  a whole- 
saler for  credit.  The  wholesaler  will  then 
issue  an  order  form  to  the  retailer  for  the 
drugs.  The  wholesaler  may  accept  both 
sealed  and  unsealed  packages  if  he  desires. 
The  order  form  must  be  issued  for  the 
exact  quantity  returned,  however.  If  you 
purchased  a bottle  of  500  tablets  and  are 
returning  398,  the  quantity  398  must  ap- 
pear on  his  order  form  to  cover  the  phar- 
macists for  the  actual  amount  of  drug  re- 
turned. 

Question.  Let  us  assume  that  the  pharmacist 
ordered  5 narcotic  items  and  due  to  an 
error  he  received  only  4.  The  pharmacist's 
records  show  5 ordered.  How  is  that  made 
up  for  inventory? 

Answer:  The  wholesaler’s  records  will  show 
that  he  shipped  only  4 items.  All  the  phar- 
macist need  do  is  to  mark  on  his  records 
(the  narcotic  order  blank)  that  only  4 were 
received. 


—ATTENTION— 

South  Dakota  State  Pharmaceutical  Association 

Convention 
June  12,  13,  14 
Sioux  Falls,  South  Dakota 

Headquarters 
Cataract  Hotel 

MAKE  YOUR  RESERVATIONS  NOW! 

Write  Murray  D.  Widdis,  Chairman  Housing  Committee 
c/o  Lewis  Drugs,  311  South  Phillips  Avenue 
Sioux  Falls,  South  Dakota 
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TES-TAPE 

A small  strip  of  bright  yellow  tape,  impreg- 
nated with  enzymes,  now  enables  a diabetic 
patient  to  make  a colorimetric  percentage 
determination  of  urine  sugar  in  sixty  seconds, 
Eli  Lilly  and  Company  announces- 

Marketed  as  Tes-Tape  (Urine  Sugar  Test 
Tape,  Lilly),  the  new  product  is  so  simple  that 
it  is  expected  to  replace  in  ordinary  use  the 
old-style  testing  kit  with  its  cumbersome 
array  of  reagent  tablets,  test  tube,  pipette, 
and  glass  spoon. 

Lilly  is  providing  Tes-Tape  in  a handy 
plastic  dispenser  that  resembles  those  for 
cellophane  adhesive  tapes.  Each  dispenser 
holds  enough  tape  for  100  tests.  The  tape  is 
made  of  a fine-grain  filter  paper. 

The  patient  dips  one  end  of  a one-and-a- 
half-inch  strip  of  tape  into  a specimen.  If 
glucose  is  present  in  the  urine,  two  enzymes 
— glucose  oxidase  and  peroxidase,  act  to  pro- 
duce changes  in  the  color  of  the  yellow  tape. 
These  changes  range  from  light  green  to  deep 
blue  depending  on  the  amount  of  glucose 
present.  The  test  is  specific  since  glucose  oxi- 
dase exerts  its  catalytic  action  only  on  glu- 
cose. 

A color  chart  on  the  dispenser  gives  a di- 
rect comparison  reading.  The  chart  is  coded: 

0 (0%),  (1/10%),  (y4%),  (y2%), 

and  +-t-  + -|-  (2%  or  more).  These  concentra- 
tions in  general  coincide  with  the  0,  1 + , 2-\-, 
3-|-  and  4+  the  diabetic  patients  may  be  used 
to  recording. 

Originated  by  Dr.  Albert  S.  Keston,  New 
York,  and  developed  by  Lilly,  Tes-Tape  in- 
troduces an  entirely  new  concept  of  glucose 
testing.  The  old  methods  were  based  on  the 
principle  that  glucose  reduces  copper  salts  to 


metallic  form  and  thus  brings  about  a color 
change. 

Patients  are  cautioned  to  dry  the  strips  of 
tape  in  the  air  and  not  on  paper.  Otherwise, 
hydrolysis  of  the  starch  used  as  a filler  in 
some  papers  produces  enough  glucose  to  give 
a false  positive  reading. 

The  convenience  of  Tes-Tape  allows  even 
a busy  person  to  run  tests  during  the  work- 
ing day.  For  travel,  the  advantages  are  ob- 
vious. Hospital  technicians  who  must  run 
tests  on  a number  of  patients  will  find  Tes- 
Tape  a time-saver. 

METI-DERM 

Description:  Prednisolone  5 mg.  per  gram, 
free  alcohol,  in  water-washable  base- 
Action:  Anti-inflammatory  and  anti-allergic 
on  topical  administration  for  dermatologic 
use. 

Indications:  A new,  highly  potent  steroid  van- 
ishing-type cream  which  achieves  high  con- 
centration in  local  tissues  providing  prompt 
relief  for  allergic  skin  reactions,  localized 
neurodermatitis,  and  various  eczematoid 
dermatoses.  Meti-Derm  is  particularly 
effective  in  the  management  of  cutaneous 
manifestations  of  atopic  dermatitis  includ- 
ing allergic  eczema,  food  eczema,  infantile 
eczema,  nummular  eczema  and  eczematoid 
dermatitis,  pruritus  with  lichenification, 
contact  dermatitis  derived  from  plants 
(rhus  poisoning)  and  other  substances.  Sys- 
temic reactions  have  not  been  observed. 
The  drug  shortens  the  period  required  for 
improvement;  itching  and  pain  disappear 
rapidly,  and  in  many  cases  the  manifesta- 
tions clear  completely  within  48  hours. 
Dosage:  Acute  conditions  are  relieved  almost 
immediately  upon  application  of  a small 
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quantity  of  Meti-Derm  rubbed  gently  on 
the  affected  areas  three  or  four  times  daily. 
It  is  recommended  that  treatment  be  with- 
held from  infected  areas. 

How  supplied:  Meti-Derm  0.5%,  10  Gm.  tube. 
Source:  Schering. 

ACHYOCIDIN 

Description:  Each  tablet  contains  the  follow- 


ing: 

Achromycin  tetracycline  HCl  125  mg. 

Phenacetin  120  mg. 

Caffeine  30  mg. 

Salicylamide  150  mg. 

Chlorothen  Citrate  25  mg. 


Indications:  For  the  control  of  most  bacterial 
invasions  and  relief  of  such  symptoms  of 
the  common  cold  as  headache,  muscular 
aches  and  pains,  fever,  nasal  discharge,  ex- 
cessive mucus  and  chest  congestion. 

Dosage:  Recommended  dosage  is  2 Achro- 
cidin  tablets  with  a full  glass  of  water  or 
a bland  drink  at  the  onset  of  symptoms, 
followed  by  2 tablets  3 or  4 times  daily  for 
3 to  5 days.  In  addition,  the  usual  measures 
such  as  bed  rest,  increased  fluid  intake  and 
precautions  against  exposure  to  cold  and 
inclement  weather  should  be  followed. 

How  supplied:  Achrocidin  is  available  in 
bottles  of  24. 

Source:  Lederle- 

TYLANDRIL 

Description:  Tylandril  is  a small,  green, 
scored  tablet  containing: 

Diethylstilbestrol  0.25  mg. 

Methyltestosterone  5 mg. 

Sandrill  (Reserpine,  Lilly)  0.1  mg. 

Indications:  Tylandril  is  indicated  in  the 
treatment  of  menopausal  symptoms.  Tylan- 
dril is  also  indicated  in  the  treatment  of 
osteoporosis,  particularly  the  postmeno- 
pausal type. 

Dosage:  For  Menopausal  Symptoms  — Usual 
initial  dose  is  1 tablet  daily.  If  desired,  2 
tablets  daily  may  be  given  for  one  or  two 
weeks,  but  this  dosage  should  not  be  con- 
tinued over  a long  period  or  exceeded. 


After  substantial  relief  is  obtained,  V2  tab- 
let or  less  daily  may  be  sufficient  for  main- 
tenance purposes. 

In  Osteoporosis  — 2 and  4 tablets  daily, 
or  more  if  necessary,  with  a rest  period  of 
seven  to  ten  days  every  four  to  six  weeks. 
If  a different  ratio  of  hormones  to  reser- 
pine is  desired,  Tylandril  may  be  supple- 
mented by  Tylosterone  (Diethylstilbestrol 
and  Methyltestosterone,  Lilly)  or  Sandril 
(Reserpine,  Lilly). 

The  dosage  of  Tylandril,  like  that  of  most 
hormone-containing  drugs,  should  be  the 
least  amount  necessary  to  control  the  in- 
dividual patient.  The  fact  that  Tablets  Ty- 
landril are  scored  simplifies  establishment 
of  a proper  dosage  regimen. 

How  supplied:  Bottles  of  100  and  1000. 

Source:  Eli  Lilly. 

AZO  GANTRISIN 

Description:  Azo  Gantrisin  provides  — in  a 
single  tablet  — the  antibacterial  action  of 
Gantrisin,  together  with  the  local  analgesic 
action  of  phenylazo-diamino-pyridine  HCl. 

Indications:  Urinary  tract  infections  when 
associated  with  pain  or  discomfort.  Par- 
ticularly useful  in  cystitis,  prostatitis  and 
urethritis  when  due  to  susceptible  organ- 
isms. Also  valuable  following  urologic  sur- 
gery and  diagnostic  instrumentation- 

Dosage:  Two  tablets  4 times  daily,  or  as  di- 
rected by  the  physician. 

The  usual  precautions  in  sulfonamide 
therapy  should  be  observed.  If  toxic  re- 
actions or  blood  dyscrasias  occur,  discon- 
tinue administration  of  the  drug.  Because 
Azo  Gantrisin  contains  phenylazo-diamino- 
pyridine  HCl,  it  is  contraindicated  in 
glomerular  nephritis,  severe  hepatitis  and 
uremia.  In  such  cases,  Gantrisin  should  be 
used  alone. 

How  supplied:  Oral  tablets,  each  containing 
500  mg.  of  Gantrisin  and  50  mg.  of  phen- 
ylazo-diamino-pyridine hydrochloride,  bot- 
tles of  100  and  500. 

Source:  Hoffmann-La  Roche. 


— 157  — 


PHARMACY 


TIME  SCHEDULE  OF  BUSINESS  AND 
SOCIAL  EVENTS  PLANNED  FOR  THE 
70TH  ANNUAL  CONVENTION  S.  D.  Ph.A. 
SIOUX  FALLS  — JUNE 
12th,  13th  14th,  1956 
Thomas  P.  Mills,  Local  Secretary  and 
General  Chairman 
Convention  Headquarters 
CATARACT  HOTEL 


TUESDAY, 

11:00  A.M. — Registration  begins  in  the  Lobby 
of  Cataract  Hotel  . 

1:00  P.M. — Sports  and  Recreation  — Golf, 
Bowling,  etc.  — Big  Golf  Tour- 
ney between  Druggists  of  the 
state  against  the  “Drug  Peddler.” 
Lots  of  prizes  and  fun. 

5:00  P.M. — Social  Gathering  at  Arkota  Ball 
Room  — Air-conditioned  for 
your  comfort. 

6:30  P.M. — Annual  Association  Banquet  at 
Arkota  Ball  Room.  (Please  notice 
that  BANQUET  is  being  held  on 
the  first  evening  of  the  conven- 
tion and  not  on  the  second  eve- 
ning as  in  the  past.) 

9:00  P.M. — Annual  Association  Dance  — 
Also  at  Arkota  Ball  Room. 

WEDNESDAY,  JUNE  13th 

9:00  A.M. — Opening  General  Session,  S.  D. 
Ph.A.  — Cataract  Hotel. 

10:00  A.M. — Ladies  Auxiliary  Business  Meet- 
ing. 


JUNE  12TH 

12:00  Noon — Drug  Wholesalers  Smorgasborg. 

2:00  P.M. — Second  Business  Session,  S.  D. 
Ph.A.  — Cataract  Hotel. 

2:00  P.M. — Ladies  Auxiliary  and  Social 
Gathering,  Bridge  Party. 

6:00  P.M. — Allied  Drug  Travelers  Party  and 
Lunch. 

9:00  P.M. — Allied  Drug  Travelers  Dance. 

THURSDAY,  JUNE  14TH 

9:00  A.M. — Third  Business  Session,  S.  D. 
Ph.A.  — Cataract  Hotel. 

9:30  A.M. — Ladies  Auxiliary  Breakfast  — 
Cataract  Hotel. 

11:00  A.M. — Final  Closed  Business  Session, 
S.  D.  Ph.A.  — Cataract  Hotel. 

12:00  Noon — Veterans  Luncheon. 

12:00  Noon — Ladies  Auxiliary  Luncheon  — 
Country  Club. 
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ENDOMETRIOSIS* 

Department  of  Obstetrics  and  Gynecology, 
Huron  Clinic 

W.  H.  Saxton.  M.D.,  F.A.C.S. 

Huron,  South  Dakota 


I have  no  slides,  case  reports  or  new  type- 
of  surgical  procedure  — but  will  discuss 
more  surgical  judgement. 

I have  always  found  Endometriosis  a very 
interesting  subject  for  several  reasons. 

1)  Because  it  is  an  invasive,  usually  non- 
malignant  growth; 

2)  Because  it  is  the  most  common  path- 
ological condition  of  the  pelvis  during 
the  child  rearing  period; 

3)  Because  I have  watched  its  growth  from 
its  very  early  recognition. 

When  I first  started  practice,  little  was  said 
or  noted  about  this  condition.  In  fact,  it  did 
not  even  have  a name  — a chocolate  cyst  or 
adenoma  was  simply  removed. 

It  was  early  recognized  (1921-1922)  that  the 
disease  was  both  localized  and  general,  so  a 
classification  of  internal  and  external  was 
made.  The  internal  was  an  adenomyomatous 
growth  in  the  uterine  muscle,  usually  re- 
sulting in  pain  and  increase  of  menstrual 
flow.  The  only  confusion  that  might  result 
is  that  of  an  ordinary  intramural  fibroid. 
Surgery  is  the  treatment  of  choice.  Fortun- 
ately, they  usually  are  in  the  latter  part  of 
menstrual  life  when  child  bearing  no  longer 
is  so  important  and  the  surgical  judgment  as 
to  what  to  do  is  the  same  as  for  fibroids. 


External  endometriosis  is  much  more  com- 
plicated and  requires  much  more  surgical 
judgment.  Pioneer  work  along  this  line 
really  began  about  1921  by  Sampson  and 
articles  began  to  appear  on  the  subject  of 
wandering  endometrium.  Many  theories 
were  advanced  as  to  its  cause;  namely, 

1)  That  it  was  direct  implants  from  mens- 
trual wash; 

2)  That  it  was  a metaplasia  of  peritoneal 
mesothelium; 

3)  That  it  was  disseminated  through  lym- 
phatic tissue; 

4)  That  it  was  misplaced  Wolffian  or  Mul- 
lerian ducts. 

In  that  period  of  time  there  was  consider- 
able scientific  research,  histological  and  clin- 
ical on  this  condition.  However,  it  was  early 
recognized  that  surgery  was  the  treatment 
of  choice;  x-ray  and  radium  only  in  rare  in- 
stances where  surgery  was  refused  or  im- 
possible. 

In  1932  Seitz  noted  the  frequent  occur- 
rence of  both  uterine  myoma  and  endomet- 
riosis and  that  both  were  influenced  by  the 
ovarian  hormones  and  in  1933  he  outlined 
three  main  characteristics: 

1)  Normal  endometrium  in  abnormal  spots 

2)  Proliferative  and  invasive 

3)  Responds  to  ovarian  stimulation  as  nor- 
mal endometrium. 

He  also  found  it  in  all  areas  we  do  today; 
ovaries,  uterus,  cul  de  sac,  ligaments,  sig- 
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moid,  rectum,  tubes,  abdomen,  bladder,  ap- 
pendix, umbilicus,  and  vagina. 

In  1934  the  Mayo  Clinic  reported  20  cases 
of  recto  vaginal  septum  involvement,  and 
that  in  their  experience  the  condition  varied 
from  thin  walled  blue  cysts  to  the  thick 
walled  chocolate  cysts  and  sepal  invasion. 

In  1939,  Councillor,  of  Mayo  Clinic  did  ex- 
tensive study  and  noted  the  prevalence  of 
dysmenorrhea,  menstrual  irregularity,  steril- 
ity common,  and  that  the  2nd  and  3rd  de- 
cades of  life  were  the  predominant  age  brac- 
kets. 

In  1943  Hirst,  of  Philadelphia,  reported 
good  results  from  Testosterone  for  conser- 
vative treatment  only  - i.e.,  where  surgery 
is  refused  or  impossible. 

In  1947,  Morse,  of  Yale,  wrote  an  extensive 
paper  on  Diagnosis  and  Treatment  — All  of 
the  cardinal  signs  were  noted  that  we  are 
now  so  familiar  with  — But  the  value  of  con- 
servative surgery  was  beginning  to  appear. 
By  1950  the  literature  was  getting  volum- 
inous and  it  is  nearly  impossible  to  review 
all,  but  some  of  the  highlights  are  — Meigs, 
1950  — It  can  be  held  in  check  medically  but 
not  cured  — That  x-ray  and  radium  are  to  be 
used  if  surgery  is  ineffective  — That  it  oc- 
curred most  commonly  in  families  that  marry 
late  and  limit  their  families,  so  the  incidence 
is  higher  in  the  so  called  upper  brackets. 
Councillor  — 81%  in  ages  30-49  years  — That 
is  advisable  for  the  younger  patients  to  carry 
on  if  not  too  uncomfortable.  That  under  35 
years  conservative  surgery,  is  indicated  if 
the  condition  is  not  too  extensive.  Always, 
however,  get  a permit  before  surgery.  It  may 
be  quiescent  if  the  uterus,  but  not  both 
ovaries  are  removed.  Ochsner  Clinic  — Be 
conservative  when  possible  and  child  bearing 
is  desired.  That  resection  is  preferable  to 
cauterization.  Avoid  x-ray  when  surgery  is 
possible  and  never  leave  in  a sterile  uterus. 
Siegler  and  Bissado,  of  Brooklyn  — Early 
marriage,  frequent  child  bearing,  balanced 
diet,  dilate  a cervical  stenosis  with  meticulous 
care  — These  may  prevent  endometriosis  — 
Conservative  surgery  in  the  young  ie.  under 
35  years.  Radical  surgery  in  the  older  pa- 
tient. In  1952,  Hoffman  of  Northwestern 
classified  as  follows: 

Stage  I Limited  to  sacroiliacs  is  healing — 
or  one  ovary  — or  superficial  peritoneal 
transplants  — Palliative,  ie  pain  relief  only. 

Stage  II  Extensive  involvement  of  one 


SOUTH  DAKOTA 

ovary  — part  of  another  — superficial  bowel 
transplants  and  lesions  infiltrating  the  uterus 

— Surgery.  Save  uterus  if  possible  also  — 
If  impossible,  save  one  ovary. 

Stage  HI  Extensive  ovarian  involvement 
plus  cysts,  rectovaginal  lesions  and  bowel 
implants.  Conservative  surgery  impossible. 

Stage  IV  Vasicle  involvement,  some  in- 
testinal obstruction,  ureteral  involvement  — 
Radical  surgery  indicated.  However,  rarely 
is  bowel  resection  indicated  — possibly  a 
colostomy  until  atrophy  of  lesions  result. 

Greenhill,  1953  — The  only  real  cure  is  sur- 
gery, but  only  needed  when  extensive  or 
painful  unless  sterile.  Rarely  does  Androgen 
therapy  alleviate.  Meigs  made  this  remark 

— Early  marriage  and  pregnancy  is  the  best 
medicine.  1954  — Roger  Scott,  Western  Re- 
serve — made  these  observations  — That  it 
is  on  the  increase  — The  treatment  is  based 
on  age  — severity  — extent  of  lesion  — site 

— the  need  and  desire  for  children  — general 
physical  and  psychosomatic  development. 
This  is  where  surgical  judgment  is  para- 
mount. Greenhill  again  noted  1954  — That 
we  must  be  always  on  the  alert  as  there  are 
12  cases  by  Sampson  criterion  that  are  mal- 
ignant and  arose  from  endometriosis,  so  hy- 
perplasia and  misplacement  are  always 
dangerous. 

Summary  Symptoms  vary  widely,  may  be 
silent  and  found  only  on  routine  check.  The 
common  symptoms  are  well  known  but  not 
always  textbook.  The  dysmenorrhea  may  be 
super  imposed  on  a primary  dysmenorrhea. 
It  may  simulate  sciatica,  cystitis,  colitis,  and 
backache  is  common.  Pain  may  be  unilateral 
or  bilateral,  aggravated  at  premenstrual  or 
menstrual  time,  gradually  becoming  constant. 
When  the  rectal  wall  is  involved,  there  is 
pain  on  defection.  When  in  abdominal  scars 
or  umbilicus,  the  pain  on  defection.  When  in 
abdominal  scars  or  umbilicus,  the  pain  is  at 
monthly  intervals.  Oligomenorrhea  or  met- 
rorrhagia are  not  uncommon.  Sterility  is  not 
uncommon  even  with  patent  tubes.  This  may 
be  due  to  adhesions  about  the  uterus,  tubes 
and  ovaries  and  may  occasionally  be  relieved 
by  surgery  to  release  adhesions  and  concep- 
tion result. 

Diagnosis  This  is  made  by  a careful  history 
of  symptoms  and  onset,  and  by  careful  pelvic 
examination.  The  findings  of  adherent  ad- 
nexa in  a woman  in  the  menstrual  years, 
Neisserian  and  pelvic  infection,  and  tuber- 
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culous  pelvis,  ruled  out  with  reasonable  cer- 
tainty, causes  one  to  seriously  consider  en- 
dometriosis. Sometimes  cystoscopy  or  proc- 
toscopy are  of  help.  Culdoscopic  examina- 
tion is  not  done  in  this  Clinic  but  those  who 
use  it  find  it  is  of  value  in  diagnosis. 

Treatment  Procrastination  as  with  fibroids 
is  not  indicated  as  it  is  progressive  and  in- 
vasive. We  must  always  remember  there  is 
overwhelming  evidence  that  growth  ceases 
and  atrophy  takes  place  after  surgical  cas- 
tration, but  small  asymptomatic  lesions  may 
be  watched  especially  in  the  elderly  patient. 
However,  it  is  more  frequent  in  the  younger 
with  sterility  so  cornmon  that  surgery  is 
more  practical.  Sometimes  we  have  to  leave 
tissue  we  would  prefer  not  to  with  the 
thought  of  pregnancy  in  mind  only  to  return 
in  2 to  5 years  and  complete  the  job.  But  if 
this  is  explained  to  the  patient,  they  usually 
see  the  wisdom  of  being  conservative. 
Whenever  surgery  is  contemplated, 
the  patient  should  be  thoroughly  appraised 
of  the  possibilities  that  a final  decision  can- 
not be  made  until  the  abdomen  has  been 
opened  and  thoroughly  inspected  and  the 
final  decision  as  to  how  far  the  operation  has 


to  go  must  be  up  to  the  surgical  team,  taking 
into  consideration  the  location  of  the  lesion, 
the  patient’s  age,  and  her  feeling  as  to  future 
pregnancies.  Over  40,  one  may  be  more  rad- 
ical, even  to  doing  a hysterectomy  and  bi- 
lateral Salpingo-oophorectomy  in  all  cases. 
Chocolate  cysts,  of  course,  are  always  resec- 
ted. In  most  cases  where  there  is  no  choice, 
radical  surgery  is  indicated,  a total  hysterec- 
tomy if  possible.  This  is  sometimes  difficult 
with  severe  cul  de  sac  and  septal  infiltration 
but  it  should  be  attempted.  We  have  never 
had  much  success  with  hormone  therapy  and 
have  abandoned  it. 

In  extensive  lesions  of  the  colon  where 
there  is  obstruction  a temporary  colostomy 
may  be  necessary  until  the  endometrial  le- 
sions have  atrophied.  Umbilical  lesions  should 
be  excised.  Bladder  lesions  may  be  some- 
times excised,  but  usually  atrophy.  Astute 
surgical  judgment  is  paramount. 

SUMMARY 

I have  attempted  to  follow  the  progress  of  en- 
dometriosis in  medical  literature  and  sum  up  the 
present  concept  of  care,  medical  or  surgical.  Al- 
ways bear  in  mind  conservation  with  the  hope  of 
child  bearing  in  younger  group. 

The  final  solution  as  to  the  why  of  this  entity  is 
still  not  settled  to  the  complete  satisfaction  of  all 
authorities  on  gynecology. 
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APPENDICITIS  IN  GENERAL  PRACTICE 
Roscoe  E.  Dean,  M.D. 

Wessington  Springs.  S.  D. 


The  term  “Appendicitis”  was  first  used  by 
Reginald  Fitz  of  Boston  in  1886,  who  aroused 
interest  in  the  disease.  Since  then,  the  treat- 
ment of  the  disease  has  improved  until  the 
mortality  is  almost  zero,  but  our  ability  to 
diagnose  the  condition  correctly  has  not  kept 
pace  with  our  ability  to  treat  it.  A discussion 
of  appendicitis  from  a general  practitioner’s 
point  of  view  must  be  primarily  concerned 
with  ways  to  make  the  diagnoses  correct  a 
greater  percentage  of  the  time. 

The  term  “Appendicitis”  means  an  acute 
inflammation  of  the  appendix  characterized 
by: 

A.  SYMPTOMS 

1.  Pain  — generalized  epigastric  dis- 
tress which  is  colicky  and  generally  lasts 
about  four  hours,  gradually  localizing  at 
McBurney’s  point. 

2.  Nausea  — (occasional  vomiting)  is  al- 
ways a symptom  which  appears  about  two 
hours  after  the  first  twinges  of  epigastric 
distress. 

3.  Anorexia  — present  from  the  first. 

B.  SIGNS 

1.  Leucocytosis  — the  white  blood  count 
generally  rises  to  ten  thousand  or  over 
within  four  hours.  The  differential  count 
shows  a shift  to  the  left. 

2.  Temperature  — almost  invariably 
the  oral  temperature  is  between  99.4°  and 
99.8°,  but  is  seldom  over  100°. 

3.  Tenderness  — greatest  on  the  right 
side  gradually  localizing  in  the  right  lower 
quadrant. 

4.  Peritoneal  irritation  — as  the  appen- 


dix becomes  acutely  inflamed  an  adjacent 
sterile  peritonitis  develops  with  resultant 
muscle  guarding.  Sharp  pain  occurs  with 
rectal  examination  when  the  examining 
finger  presses  upward  to  move  the  peri- 
toneum in  the  region  of  the  appendix. 

A number  of  conditions  will  cause  epigas- 
tric pain  with  right  lower  quadrant  tender- 
ness and  many  will  cause  leucocytosis  with  a 
shift  to  the  left,  but  it  is  very  rare  for  any 
condition  other  than  appendicitis  to  have:  (1) 
epigastric  pain  which  localizes  to  the  right 
lower  quadrant  in  four  hours;  (2)  a gradually 
rising  white  count  with  a shift  to  the  left;  (3) 
temperature  below  100°;  and  (4)  evidence  of 
peritoneal  irritation  on  the  right  by  rectal 
examination. 

A very  wise  old  general  practitioner  once 
made  the  following  statement  to  the  author. 
“Appendicitis  is  a very  difficult  diagnosis  to 
make  positively,  but  when  you  are  reason- 
ably sure  you  are  dealing  with  an  inflamed 
appendix,  always  operate.”  With  one  excep- 
tion, this  observation  is  just  as  true  today  as 
it  was  twenty  years  ago  when  the  man  who 
made  it  was  in  active  practice.  Antibiotics 
now  prevent  septicemia  and  spreading  peri- 
tonitis. These  are  the  conditions  that  take 
the  lives  of  neglected  cases  of  appendicitis. 
With  antibiotics  neither  condition  will  de- 
velop even  though  the  appendix  may  become 
distended  with  pus,  gangrenous  and  rupture. 
This,  of  course,  is  a bold  statement  and  is 
made  only  for  the  sake  of  emphasizing  a 
point.  An  appendix  should  never  be  allowed 
to  remain  in  the  abdomen  long  enough  to 
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rupture.  The  fact  remains,  however,  that  all 
except  the  obvious  cases  of  appendicitis  can 
safely  be  observed  for  at  least  four  hours 
from  the  time  they  are  first  seen  by  the  doc- 
tor. In  my  experience,  mistakes  in  diagnosis 
result  from  operating  before  the  cardinal 
symptoms  and  signs  of  appendicitis  have  pre- 
sented themselves. 

For  three  years  the  author  practiced  med- 
icine in  a community  where  the  nearest  hos- 
pital facilities  were  fifty  miles  away.  Many 
times  it  was  impossible  to  take  a suspected 
case  of  appendicitis  to  the  hospital  immed- 
iately necessitating  conservative  treatment. 
The  conservative  treatment  consisted  of  (1) 
bed  rest,  (2)  sedation  (no  opiates  or  demerol), 
(3)  absolutely  nothing  by  mouth,  (4)  enema, 
(5)  large  doses  of  penicillin,  (6)  ice  bag  to  the 
right  lower  quadrant  (the  only  value  of  the 
ice  bag  was  to  keep  the  patient  in  bed  and 
give  the  relatives  something  to  do).  (7)  Blood 
counts  were  done  in  the  home,  and  occasion- 
ally I.V.  Fluids  were  given  in  the  home. 

The  cases  of  true  appendicitis  almost  in- 
variably followed  the  pattern  described  pre- 
viously, but  the  cases  of  gastroenteritis, 
mesenteric  lymphadenitis  and  female  dis- 
orders generally  improved.  With  adequate 
antibiotics  and  I.V.  fluids,  the  white  blood 
count  seldom  rises  when  the  ordinary  infec- 
tious diseases  are  being  treated.  Antibiotics 
probably  decrease  the  leucocyte  response  to 
an  acutely  inflammed  appendix  but  very 
seldom  will  it  remain  below  ten  thousand. 

In  1948,  a small  but  very  good  hospital  was 
opened  in  Wessington  Springs,  South  Dakota, 
where  the  author  practices.  An  analysis  of 
the  first  hundred  and  one  cases  operated 
there  with  a preoperative  diagnosis  of  acute 
appendicitis  is  interesting  and  informative. 

Seventy-one  cases  had  white  counts  of 
between  ten  and  twenty  thousand  and  the 
appendix  showed  definite  histological  evi- 
dence of  acute  appendicitis. 

Nine  cases  had  white  counts  of  twenty 
to  thirty  thousand  and  microscopic  evi- 
dence of  a diseased  appendix. 

Four  cases  of  acute  appendicitis  had  a 
white  blood  count  of  less  than  nine  thous- 
and. 

Sixteen  cases  were  operated  that  had 
white  counts  of  over  ten  thousand  and  at 
least  some  of  the  symptoms  and  signs  of 
appendicitis  but  had  no  microscopic  evi- 
dence of  inflammation  in  the  organ.  In 


most  of  'these  cases,  a definite  diagnosis 

was  never  established. 

One  case  was  operated  with  a normal 

count  and  normal  tissue  report. 

Routine  differential  counts  were  not  done 
because  a trained  technician  was  not  on  duty 
at  all  times.  Those  that  were  done  however, 
showed  a shift  to  the  left.  There  were  no 
deaths  or  serious  complications.  Most  of  the 
cases  in  this  series  were  observed  for  at  least 
four  hours.  Tissue  pathology  was  done  by 
members  of  the  American  Board  of  Path- 
ology. 

No  mention  has  been  made  of  appendicitis 
in  the  elderly  patient  or  in  the  child.  Neither 
group  follows  the  usual  pattern  of  symptoms 
and  signs  observed  in  appendicitis,  and  be- 
cause of  this  it  is  always  wise  to  follow  the 
young  and  the  aged  for  at  least  a few  hours 
before  subjecting  them  to  surgery.  During 
this  period  of  observation,  laboratory  studies. 
X-rays  and  a careful  history  and  physical 
may  reveal  conditions  which  would  make 
surgery  hazardous  or  perhaps  indicate  the 
need  of  expert  medical  or  surgical  help,  es- 
pecially in  the  aged.  Even  though  the  ap- 
pendix proves  to  be  perforated,  the  benefit 
to  the  patient  by  large  doses  of  antibiotics, 
intravenous  fluids,  electrolytes,  glucose  and 
vitamins  far  outweighs  any  harm  caused  by 
delay  in  operation.  Delay  in  operation,  how- 
ever, does  not  mean  that  the  patient  should 
be  neglected.  The  doctor  who  has  a “high 
batting  average”  will  be  the  one  who  sees 
the  patient  often  and  personally  makes  sure 
that  all  orders  are  followed. 

A slim  adult  should  be  operated  through  a 
McBurney  muscle  splitting  incision.  A child 
or  obese  person  should  be  opened  through  a 
right  rectus  incision.  After  the  abdomen  is 
entered,  run  the  fingers  along  the  abdominal 
wall  under  the  intestinal  mass  in  the  direc- 
tion of  the  right  kidney.  The  first  bowel  pal- 
pated that  is  attached  to  the  abdominal  wall 
will  be  the  cecum.  Grasp  the  cecum  with 
sponge  forceps  and  attempt  to  bring  it  into 
the  wound.  In  a difficult  case,  the  wound 
may  have  to  be  extended.  Never  hesitate. 
A long  incision  is  much  less  dangerous  to  the 
patient  than  the  trauma  caused  by  trying  to 
work  with  inadequate  exposure.  The  lateral 
peritoneal  attachment  to  the  cecum  may  be 
incised  and  the  cecum  safely  rolled  medial- 
ward  to  expose  a retrocecal  appendix.  The 
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appendix  should  be  removed  by  dissecting 
from  the  tip  up  but  occasionally  it  can  best 
be  removed  by  resecting  it  at  the  base  and 
dissecting  toward  the  tip. 

Many  good  surgeons  now  feel  that  purse 
stringing  the  appendix  stump  with  non- 
absorbable suture  is  not  wise.  The  author 
doubly  ligates  the  crushed  stump  and  then 
brings  the  serosa  of  the  adjacent  cecal  area 
over  the  stump  with  three  interrupted  three 
0 chromic  sutures  on  an  atraumatic  needle. 
This  makes  a safe  closure  for  the  stump  and 
yet  does  not  leave  a blind  pocket  or  a non- 
absorbable suture  in  a potentially  infected 
area.  It  is  probably  not  wise  to  pull  the  meso- 
appendix  up  over  the  appendix  site.  The 
suture  may  be  put  under  enough  tension  to 
pull  it  away  from  ligated  vessels  and  it  is 
possible  to  kink  the  ilium  at  the  ilio-cecal 
junction  by  putting  tension  on  the  meso- 
appendix.  No  peritoneal  drain  is  necessary 
but  a soft  rubber  drain  left  in  the  subcutan- 
eous fat  in  a heavy  person  may  save  trouble. 
This  is  only  necessary  if  frank  pus  is  present 
in  the  abdomen  and  the  wound  is  grossly  con- 
taminated. 

Postoperatively,  it  is  advised  that  the  pa- 
tient be  given  nothing  but  sips  of  tap  water 
for  three  days.  Ice  water  probably  causes 
more  gaseous  distention  and  certainly  costs 
the  expenditure  of  needed  calories  by  the 
patient.  Do  not  use  stomach  suction  unless 
absolutely  necessary.  It  interferes  with  early 
ambulation  and  makes  the  patient  restless 
and  uncomfortable.  Always  use  a tube  how- 
ever, if  abdominal  distention  is  causing  the 


patient  any  distress. 

There  is  no  question  that  antibiotics  are 
used  too  freely  but  the  author  feels  that  the 
postoperative  patient  should  get  penicillin 
and  streptomycin  unless  he  is  allergic  to 
them.  These  definitely  decrease  postoperative 
morbidity  and  hence  early  ambulation  is 
more  easily  accomplished. 

Volumes  have  been  written  on  the  post- 
operative use  of  electrolytes  and  fluids.  Most 
cases  do  very  well  on  1,000  ccs  5%  glucose  in 
saline  followed  by  1,000  ccs  5%  glucose  in 
water,  vitamins  being  added  to  each  bottle. 
If  more  is  given,  there  is  no  time  to  get  the 
patient  out  of  bed.  Try  to  give  1,000  ccs  of 
fluid  at  night. 

SUMMARY 

Attention  is  directed  to  the  fact  that  seldom  does 
any  condition  other  than  appendicitis  cause:  (1) 
epigastric  distress  with  the  pain  localizing  over 
McBurney’s  point  within  four  hours;  (2)  a grad- 
ually rising  white  blood  count  to  ten  thousand  or 
over;  (3)  temperature  of  less  than  100°F;  and  (4) 
tenderness  on  the  right  side  when  the  peritoneum 
is  moved  with  the  examining  finger  in  the  rectum. 

Adequate  doses  of  antibiotics  are  recommended 
for  every  case  of  suspected  appendicitis  and  the 
patient  should  be  treated  conservatively  for  at 
least  four  hours  from  the  time  he  is  first  seen. 
The  author  believes  that  a few  hours  of  careful 
observation  of  the  suspected  case  of  appendicitis 
will  result  in  fewer  cases  being  unnecessarily 
operated.  A brief  statistical  summary  of  the  first 
one  hundred  and  one  cases  operated  at  Memorial 
Hospital  in  Wessington  Springs,  South  Dakota,  is 
presented.  Eighty-four  percent  of  the  cases  proved 
to  have  positive  evidence  of  appendicitis  by  tissue 
examination. 

A brief  paragraph  on  surgical  technique  is 
followed  by  advice  on  post-operative  care.  In  the 
author’s  experience,  the  best  postoperative  results 
were  obtained  from  the  following  regimen: 
nothing  by  mouth  other  than  tap  water;  adequate 
fluid  by  vein;  early  ambulation;  and  routine 
penicillin  and  streptomycin  therapy. 


NEW  BOOKS 


"THE  TRUTH  ABOUT  CANCER"  by  Charles  S. 
Cameron,  M.D.,  Medical  and  Scientific  Director, 
American  Cancer  Society.  There  are  many  more 
heartening  facts  about  cancer  in  this  unique  and 
hopeful  book.  Full  of  invaluable  advice,  it  in- 
terprets the  results  of  more  than  150  million 
dollar’s  worth  of  cancer  research  money  spent 
over  the  last  15  years. 

“The  Truth  About  Cancer”  tells  you  everything 
of  practical  usefulness  for  detecting  cancer  early. 
In  it  br.  Cameron  helps  you  understand  the 
nature,  causes,  diagnosis,  and  treatment  of  all  the 
varieties  of  cancer,  and  promotes  confidence  by 
showing  you  the  great  strides  research  has  taken. 


Here,  presented  simply  and  in  an  enlightening 
manner,  are  the  latest  authoritative  medical  facts. 


THERAPY  OF  FUNGUS  DISEASES"  edited  by 
Thomas  H.  Sternberg,  M.D.  and  Victor  D.  New- 
comer, M.D.  has  been  received  in  the  office  of  the 
Journal  of  Medicine. 

This  book  is  the  result  of  an  international  sym- 
posium. Over  200  leading  scientists  participated 
in  this  meeting  on  the  therapy  of  mycotic  infec- 
tion, presenting  the  results  of  their  most  recent 
research  as  well  as  assessments  of  many  clinical 
and  laboratory  aspects  of  both  superficial  and 
deep  fungus  diseases. 
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News  Story  in  Milbank  Newspaper  of 
1882  Tells  of  Founding  of  Medical  Association 


HAILOTA  MKDICAIi  AS80CIA 
TIOX. 


Or||;a#iizatloB  of  a Territorial  ?4or.lety 
of  Regular  Oradaate»t  and 
lled  Phy(»ieiana. 


Tbe  next  Annual  Meeting  to  be  Held 
at  Aberdeen. 


In  view  of  the  fact  that  the  annual  meeting 
of  the  National  American  Medical  Association 
was  to  be  held  in  St.  Paul  this  year  and  also  to 
the  end  that  a territorial  society  should 
be  formed  that  would  entitle  the  regu- 
larly qualified  phyeicians  of  Dakota  to 
representation  in  the  national  association, 
a circular-letter  was  issued  some  weeks 
ago  by  Drs.  Pine  and  Rose,  of  this  place,  ad- 
dressed to  all  the  physicians  in  the  torriti->ry 
whose  addresses  were  known.  Pursuant  to  the 
call,  quite  a number  of  towns  in  the  territory 
were  represented  at  the  meeting  for  organiza- 
tion in  this  place  on  Saturday  last.  Inasinuch 
as  the  railroad  in  the  Jim  river  valley  is  not 
yet  connected  between  Aberdeen  and  Yankton, 
a large  number  of  physicians  were  unable  to 
be  present  who  sent  their  regrets  and  expres- 
sions if  sympathy  v/ith  the  movement. 

The  meeting  was  held  in  the  parlor  of  tbe 
new  hotel  and  was  organized  by  the  selection  of 
Dr.  A.  Grant,  of  Bath,  as  chairman , and  Dr. 
W.  E.  Duncan,  of  Ellendale,  as  secretary.  Up- 
on motion,  an  organization  w’as  perfectwl  to  be 
known  as  the  Dakota  Medical  Association.  A 
committee  was  appointed,  consisting  of  Drs. 
Pine,  McGluniphy  and  Rose,  to  draft  and  re- 
port a constitution  and  by-laws.  The  report 
of  the  committee  was  adopted.  A motion  to 
the  effect  that  members  of  the  new  society  give 
their  residence,  date  and  place  of  graduation 
was  adopted.  The  following  is  tlio  member- 
ship; Dr.  Rose,  Milbank,  Medical  Department 
University  Worcester.  1867;  Dr.  Pine.  Milbank,  | 
Bellevue  Hospital  Med.  (lol.,  187d;  l)r.  Grant, 
Bath.  Medical  Department  Univorsitv  Buffalo.  I 


18f»5;  Dr,  tlcWiumpny,  iankton,  Jtu.sh  IVladical 
College,  1864;  Dr.  Duncan,  Ellendale,  Rush 
Medical  College.  1S81;  Dr.  (’am{),  Bpriiigfield, 
Rush  Medical  College,  1878;  Dr.  Morgan,  Scot- 
land, Ohio  51  edical  College,  1876;  Dr.  Tatruan, 
Mitchell,  Jefterson  Medical  t'ollege;  Dr.  Miller, 
Yankton,  Jefferson  Medical  College,  18I6;  Dr. 
Diefendorf,  Aberdeen,  Cincinnati  Medical  Col- 
lege, 1868;  Dr.  Etter.  Yankton,  Jefferson  Med- 
ical College,  1866;  Dr.  Osborne,  Frederick, 
University  Mich;  Dr.  Brecht,  Yankton,  Leipsic 
Metlical  University,  1868;  Dr.  Van  Veelsoii, 
Yankton.  Michigan  University,  1867;  Dr.  Nutt- 
ing, Br.,  Clarion  Junction,  Jefferson  Medical 
College,  1868;  Dr.  Kennetly,  Ordway,  College 
Pi^sicians  and  Surgeons,  18.55. 

The  following  officers  were  elected  for  the 
ensuing  year. 

President — Dr.  S.  B.  McGluraphy. 

First  Vice-President — Dr.  O.  S.  Pine. 

Second  Vice-President— Dr.  .A.  Grant. 

Secretary— Dr.  H.  G.  C.  Rose. 

Treasurer — Dr.  O.  S.  Pino. 

Censors— Drs.  A.  Grant,  W.  E.  Duncan,  D. 
Frank  Ktter.  _ . 

Doctors  McGlumphy  and  Pine  %vero  elected 
delegates  to  the  National  American  Association 
at  St.  Paul. 

The  meeting  then  proceeded  to  take  up  inis- 
csllaneous  bufeinesb.  Dr.  McGlumphy  upon 
being  called  upon  responded  by  reading  a vary 
able  and  instructive  paper  on  the  sutiject  of 
“Gur  Professional  Dikes  and  Dislikes,  wdth 
Hints  for  their  Reformation.”  The  paper  was 
a very  interesting  protluction,  of  more  especial 
interest  however  to  the  profession,  yet  contain- 
ing much  of  general  interest.  In  another  issue 
we  hope  to  be  able  to  publish  a few’  extracts. 

A vote  of  thanks  was  returned  Dr.  McGlumphy. 

The  meeting  then  went  into  a committee  of 
the  whole  for  the  transaction  of  general  busi- 
ness, among  w'hich  was  the  adoption  of  a fee 
bill. 

Resolutions  of  thanks  were  voted  Messrs. 
McWilliams  & Poppleman,  proprietoi-s  of  the 
new  hotel,  for  the  use  of  the  parlor  which  had 
been  tendered  the  society  for  its  meeting,  and 
also  to  A.  H.  Lewis,  editor  of  the  Grant  County 
Hkvibw,  for  his  offer  to  publisn  the  proceedings 
of  the  meeting. 

The  meeting  than  adjourned  to  meet  at  Aber- 
deen on  the  third  Wednesday  of  May,  18851. 
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A BRIEF  HISTORY  OF  THE 
SOUTH  DAKOTA  STATE  MEDICAL 
ASSOCIATION 

R.  G.  Mayer,  M.D. 

Aberdeen,  S.  Dak. 


The  earliest  record  of  the  practice  of  med- 
icine in  the  Dakotas  comes  from  the  papers 
of  Lewis  and  Clark.  The  Lewis  and  Clark 
Expedition  was  sponsored  by  President 
Thomas  Jefferson  in  1805.  Jefferson’s  instruc- 
tions to  the  captains  were  written  out  in 
great  detail,  and  for  the  protection  of  the 
health  of  the  party,  he  directed  them  to 
supply  themselves  with  such  medicines  and 
surgical  instruments  as  the  Secretary  of 
War  could  provide  or  suggest.  He  also  pre- 
pared a questionnaire  upon  which  they  were 
to  make  diligent  inquiries  of  the  Indians  with 
whom  they  came  in  contact. 

The  instruments  consisted  of  lancets, 
syringes,  tourniquets,  small  teeth  instruments 
and  pocket  instruments;  and  the  medicines 
consisted  of  Peruvian  bark  (Cynchona),  Ep- 
som salts.  Opium,  Tarter  Emetic,  Rhubarb, 
Sulfur,  Nitre,  Asafetida,  Laudanum,  Menthol, 
Camphor,  etc.  Before  leaving  St.  Louis,  Dr. 
Antoine  Saurgin,  physician  and  surgeon, 
gave  a “free  hand”  course  in  medicine  and 
surgery  to  Captain  Clark,  who  was  to  serve 
as  the  Doctor  of  the  expedition.  The  papers 
of  Captains  Lewis  and  Clark  mentioned  num- 
erous items  regarding  medical,  surgical,  and 
health  matters.  Fevers,  pleurisy,  rheuma- 
tism, dysenteries,  colics,  and  other  distur- 
bances were  common  and  accidental  gunshot 
wounds  were  also  treated. 

In  1886  Dr.  Frederick  A.  Spafford  was  on 
the  Board  of  Health  of  the  Territory  of 
Dakota.  He  was  very  much  interested  in  edu- 
cation, serving  as  a member  of  the  Board  of 
Education  in  his  home  town  of  Flandreau  for 
many  years.  As  a member  of  the  Board  of 
Regents,  he  was  very  prominent  in  estab- 
lishing and  building  up  our  state  institutions. 
After  his  death  the  South  Dakota  State  Med- 
ical Association  presented  an  oil  portrait  of 
Dr.  Spafford  to  be  hung  in  the  State  Capitol. 
The  gift  was  accepted  on  behalf  of  the  State 
by  the  Hon.  Doane  Robinson,  the  State  His- 
torian. In  his  address,  which  was  published 
in  the  1923  volume  of  the  Journal  Lancet, 


Mr.  Robinson  described  in  great  detail  the 
medical  adventures  of  Lewis  and  Clark  in 
their  expedition  through  Dakota  Territory, 
1805-1807. 

In  his  preamble  to  an  Historical  Sketch  of 
the  South  Dakota  State  Medical  Association 
published  in  the  Journal-Lancet  in  1931,  Dr. 
J.  F.  D.  Cook,  of  Langford,  South  Dakota, 
stated  that  a representative  convention  was 
held  in  Yankton  on  December  27,  1860,  to 
take  action  in  regard  to  Territorial  Organiza- 
tion. As  an  outcome  of  this  convention  Con- 
gress was  memorialized  and  a bill  introduced 
which  passed  in  the  Senate  on  February  26, 
1861,  and  passed  in  the  House  of  Represen- 
tatives on  March  1,  1861.  On  March  2nd  it 
was  signed  by  President  Buchanan,  thus 
causing  the  Territory  of  Dakota  to  attain  cor- 
porate existence. 

In  May,  1861,  President  Abraham  Lincoln 
appointed  Dr.  William  Jayne,  a practicing 
physician  of  Springfield,  Illinois,  as  Governor. 
The  medical  profession  can  therefore  be 
proud  that  the  Territory  of  Dakota  had  the 
distinction  of  having  had  a Regular  Physician 
as  its  first  Governor. 

The  early  settlers  coming  into  the  Terri- 
tory were,  in  a large  way,  able  to  care  for 
themselves.  But  with  the  establishment  of 
early  settlements  and  the  arrival  of  the 
soldiers  following  the  Civil  War  came  the 
physicians.  The  life  of  these  early  physicians 
was  unusually  difficult  since  they  had  vast 
territory  to  cover  and  transportation  had  to 
be  by  foot,  horseback  or  team. 

The  fact  that  the  American  Medical  Asso- 
ciation was  scheduled  to  hold  their  Annual 
Meeting  in  St.  Paul,  Minn.,  in  the  summer  of 
1882  was  the  stimulus  which  led  to  the  or- 
ganization of  the  medical  profession  in  Da- 
kota Territory.  The  Dakota  Medical  Society 
was  organized  in  Milbank,  Grant  County, 
Dakota  Territory,  at  a meeting  on  June  3, 
1882.  This  meeting  of  Dakota  physicians  was 
held  in  response  to  a call  issued  by  Drs.  O.  S. 
Pine  and  H.  G.  C.  Rose,  both  of  Milbank.  The 
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physicians  met  in  the  parlor  of  the  new 
Grand  Central  Hotel  for  the  purpose  of  or- 
ganizing a medical  association  in  and  for 
Dakota  Territory,  and  also  to  appoint  dele- 
gates to  represent  Dakota  Territory  at  the 
forthcoming  meeting  of  the  American  Med- 
ical Association,  which  was  scheduled  to  be 
held  in  St.  Paul,  Minnesota,  on  June  6,  1882. 

Dr.  A.  Grant,  of  Bath  (South  Dakota),  was 
elected  temporary  chairman,  and  Dr.  W.  E. 
Duncan,  of  Ellendale  (North  Dakota),  was 
named  temporary  secretary.  A committee 
consisting  of  Drs.  O.  S.  Pine,  Milbank;  S.  B. 
McGlumphy,  Yankton;  and  H.  G.  C.  Rose, 
Milbank;  was  appointed  to  draft  a constitu- 
tion and  by-laws.  This  committee  drafted  a 
constitution  consisting  of  thirteen  articles 
and  by-laws  of  ten  articles,  which  were 
adopted  at  the  afternoon  session. 

Charter  Member 

The  following  physicians  subscribed  their 
names  to  the  constitution  and  by-laws  and 
thereby  became  charter  members  of  the  Da- 
kota Medical  Society:-  H.  G.  C.  Rose,  M.D., 
Milbank;  O.  S.  Pine,  M.D.,  Milbank;  A.  Grant, 
M.D.,  Bath;  S.  B.  McGlumphy,  M.D.,  Yank- 
ton; J.  B.  Van  Velsor,  M.D.,  Yankton;  D. 
Frank  Etter,  M.D.,  Yankton;  W.  E.  Duncan, 
M.D.,  Ellendale;  L.  F.  Diefendorf,  M.D.,  Aber- 
deen; J.  G.  Conley,  M.D.,  Elk  Point;  and 
J.  C.  Morgan,  M.D.,  Sioux  Falls.  Since  the 
railroad  in  the  James  River  Valley  was  not 
yet  connected  between  Aberdeen  and  Yank- 
ton, a large  number  of  physicians  were  un- 
able to  be  present  who  sent  their  regrets  at 
being  unable  to  attend  but  endorsing  the 
movement  of  organization. 

The  following  officers  were  elected  for  the 
ensuing  year:-  President,  S.  B.  McGlumphy; 
First  Vice  President,  O.  S.  Pine;  Second  Vice 
President,  A.  Grant;  Secretary,  H.  G.  C.  Rose; 
Assistant  Secretary,  L.  F.  Diefendorf;  Treas- 
urer, O.  S.  Pine;  Censors,  A.  Grant,  W.  E. 
Duncan  and  D.  F.  Etter;  Delegates  to  the 
American  Madical  Association,  S.  B.  Mc- 
Glumphy and  O.  S.  Pine. 

It  was  at  this  meeting  that  the  first  known 
presentation  of  a paper  at  a medical  meeting 
in  the  Dakotas  was  made  when  Dr.  Mc- 
Glumphy read  a paper  entitled  “Our  Profes- 
sional Likes  and  Dislikes.”  He  made  a vig- 
orous plea  for  more  harmony  in  the  medical 
profession,  to  advance  the  science  of  med- 
icine and  surgery  by  sharing  clinical  exper- 
iences and  establish  public  confidence  in  the 


profession  by  doing  the  most  good  to  the 
greatest  number.  To  prove  that  his  advice 
still  holds  good  I quote  the  first  and  last 
paragraphs  of  his  remarks.  “The  older  I 
become  in  the  practice  of  medicine,  the  more 
thoroughly  I am  convinced  that  as  medical 
men  we  are  prone  to  harbor  jealousies  and 
to  emphasize  real  or  supposed  defects  in  the 
practice  of  our  medical  brethern,  than  either 
of  the  other  learned  professions.  In  closing 
these  hastily  written  hints,  I will  be  satisfied 
if  the  ideas  presented  will  assist  in  laying 
aside  every  weight  which  will  hinder  us 
from  maintaining  the  honor  and  dignity  of 
the  regular  profession  of  medicine,  and  stim- 
ulate each  one  to  buckle  on  the  armor  of  in- 
dividual investigation  and  research.” 

First  President 

Samuel  B.  McGlumphy,  M.D.,  first  Presi- 
dent of  the  Dakota  Medical  Society  was  born 
August  27,  1837,  at  Cannonsburg,  Washington 
County,  Pennsylvania,  attended  Waynesburg 
College,  Pennsylvania,  one  year  and  then 
moved  to  Illinois  where  he  attended  Mount 
Zion  Male  and  Female  Seminary  for  two 
years.  He  read  medicine  under  Dr.  Buck- 
worth,  of  Mount  Zion,  Illinois,  for  two  and 
one  half  years.  He  entered  Rush  Medical 
College  in  1862  and  graduated  in  1864,  being 
a member  of  the  first  class  to  graduate  from 
Rush  Medical  College. 

He  practiced  medicine  in  Illinois  from  1864 
to  1872  and  then  moved  to  Nebraska,  where 
he  practiced  from  1872  to  1879,  when  he 
moved  to  Yankton,  then  the  Capitol  of  Da- 
kota Territory.  From  1898  to  1903  he  prac- 
ticed in  Sioux  City,  Iowa  and  from  1903  until 
he  died  of  pneumonia  on  May  25,  1917,  he 
continued  his  practice  at  Vermillion,  South 
Dakota.  He  was  a member  of  the  State  Med- 
ical Society  of  Illinois,  State  Medical  Society 
of  Nebraska  and  the  American  Medical  Asso- 
ciation. He  helped  write  the  Constitution 
and  By-Laws  and  was  one  of  the  organizers 
of  the  Dakota  Medical  Society,  and  was  its 
president  for  the  first  two  years. 

At  this  organizational  meeting  a fee  bill 
was  prepared  for  the  guidance  of  the  mem- 
bers of  the  Society,  and  a resolution  was 
passed  thanking  Mr.  A.  H.  Lewis,  Editor  of 
the  Grant  County  Review,  for  his  offer  to 
publish  the  proceedings  of  the  meeting  in  his 
newspaper.  A motion  to  the  effect  that  mem- 
bers of  the  new  society  give  their  residence, 
date  and  place  of  graduation  was  adopted 
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and  the  Grant  County  Review  published  the 
membership  list  as  follows:-  Dr.  Rose,  Mil- 
bank,  Medical  Department  University,  Wor- 
cester, 1867;  Dr.  Pine,  Milbank,  Bellevue  Hos- 
pital Medical  College,  1870;  Dr.  Grant,  Bath, 
Medical  Department  University  Buffalo, 
1855;  Dr.  McGlumphy,  Yankton,  Rush  Med- 
ical College,  1864;  Dr.  Duncan,  Ellendale, 
Rush  Medical  College,  1881;  Dr.  Camp, 
Springfield,  Rush  Medical  College,  1878;  Dr. 
Morgan,  Scotland,  Ohio  Medical  College, 
1876;  Dr.  Tatman,  Mitchell,  Jefferson  Medical 
College;  Dr.  Miller,  Yankton,  Jefferson  Med- 
ical College,  1866;  Dr.  Diefendorf,  Aberdeen, 
Cincinnati  Medical  College,  1868;  Dr.  Etter, 
Yankton,  Jefferson  Medical  College,  1866; 
Dr.  Osborne,  Frederick,  University  of  Mich- 
igan; Dr.  Brecht,  Yankton,  Leipsic  Medical 
University,  1868;  Dr.  Van  Veelson,  Yankton, 
Michigan  University,  1867;  Dr.  Nutting,  Sr., 
Marion  Junction,  Jefferson  Medical  College, 
1868;  Dr.  Kennedy,  Ordway,  College  Phys- 
icians and  Surgeons,  1855. 

The  secretary  was  authorized  to  draw  upon 
the  treasurer  for  the  necessary  funds  for 
books,  stationary,  postage,  etc.,  for  the  en- 
suing year.  The  meeting  was  then  adjourned 
and  scheduled  to  meet  in  Aberdeen  on  the 
third  Wednesday  in  May,  1883.  The  minutes 
of  this  first  organizational  meeting  of  the 
Dakota  Medical  Society  were  written  by 
W.  E.  Duncan,  temporary  secretary. 

A special  meeting  was  called  by  the  Presi- 
dent, Dr.  S.  B.  McGlumphy,  which  was  held 
in  Canton  in  August,  1882.  Nine  physicians 
from  the  Sioux  Falls  area  were  elected  to 
membership  and  credentials  were  received 
from  delegates  from  the  Black  Hills  Medical 
Society  as  follows:-  Joel  Houghton,  M.D.,  Hot 
Springs;  D.  K.  Dickerson,  M.D.,  Lead  City; 
J.  C.  O’Neal,  M.D.,  Deadwood;  Jos.  Van  Bus- 
kirk,  M.D.,  Rapid  City;  which  indicates  that 
a medical  society  had  been  organized  in  the 
Black  Hills.  A resolution  was  passed  at  this 
meeting  asking  the  committee  on  State  Med- 
icine and  Hygiene  to  draft  a bill  to  be  pre- 
sented to  the  Territorial  Legislature  to  reg- 
ulate the  practice  of  medicine  and  surgery. 
The  annual  dues  were  set  at  two  dollars. 

Second  Meeting 

For  some  unexplained  reason  the  second 
annual  meeting  was  held  in  Sioux  Falls,  in- 
stead of  Aberdeen  as  scheduled,  on  May  16, 
1883,  and  regular  annual  meetings  were  held 
thereafter.  Routine  business  matters  of  the 
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Society  were  conducted,  free  discussion  of 
medical  topics  were  held  and  new  men  elec- 
ted to  membership  in  the  organization.  In 
1884  the  meeting  was  held  in  Mitchell,  and 
the  fourth  annual  meeting  was  held  in  May, 
1885,  at  Aberdeen,  when  it  was  voted  to  in- 
corporate the  Society  and  revise  the  con- 
stitution and  by-laws.  During  the  1885  ses- 
sion of  the  Legislature  of  Dakota  Territory 
an  act  was  passed  establishing  Territorial 
and  County  Boards  of  Health  and  providing 
for  the  protection  of  the  health  of  persons 
and  animals. 

The  fifth  annual  meeting  was  held  in  Yank- 
ton on  May  20,  1886,  and  the  Society  com- 
mended Drs.  F.  Andros  and  H.  S.  Sevey,  both 
of  Mitchell,  in  the  establishment  and  pub- 
lication of  the  Dakota  Medical  Briefs,  and 
this  Journal  was  made  the  official  organ  of 
the  Society.  The  Dakota  Medical  Associa- 
tion was  duly  incorporated  at  this  meeting. 
Delegates  were  announced  and  received 
from  the  Central  Dakota  Medical  Society,  the 
second  society  to  send  delegates  to  the  State 
Association. 

At  the  sixth  annual  meeting  in  Huron  on 
June  16,  1887,  Drs.  Coyne,  McLean  and  Cook 
were  received  as  delegates  from  the  Aber- 
deen District  Medical  Society,  the  third  so- 
ciety to  send  delegates.  The  Association  voted 
to  ask  for  the  appointment  of  Dr.  George 
Moody,  of  Huron,  on  the  Territorial  Board 
of  Health. 

At  the  seventh  annual  meeting,  which  was 
held  in  Redfield  in  1888,  the  Governor  was 
asked  to  appoint  Dr.  M.  Ware  as  Superintend- 
ent of  the  Territorial  Board  of  Health.  At  this 
session  a paper  was  presented  by  Dr.  Fred 
Treon,  of  Chamberlain,  entitled  “Surgery 
Among  the  Sioux  Indians,  Crow  Creek 
Agency,  D.  T.”  Scientific  papers  on  various 
medical  subjects  of  interest  at  that  time  were 
presented  at  all  of  the  annual  sessions,  and 
clinical  cases  were  often  exhibited.  For  in- 
stance, the  following  is  recorded  for  the  1888 
meeting:-  “Friday,  June  22,  1888,  second  day. 
Order  called  at  8 a.  m.  Dr.  Landis  presented 
for  examination  and  treatment  a case  of  dis- 
location of  the  head  of  the  left  femur,  up- 
wards and  backwards.  The  patient  was  an 
adult  male.  The  dislocation  was  of  six  weeks 
standing  with  adhesions.  The  case  was  re- 
ferred to  Drs.  Andros,  Coyne  and  Freeman, 
who  reduced  the  fracture  in  a few  moments.” 
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At  the  eighth  annual  meeting  in  Mitchell 
in  1889,  it  appears  from  the  record  that  the 
President  of  the  Association,  Dr.  F.  Andros, 
of  Mitchell,  had  developed  cataract  of  both 
eyes  and  was  assisted  in  conducting  the  meet- 
ing by  Dr.  Coyne,  Vice  President.  Records 
show  a membership  of  93  at  the  close  of  this 
session. 

The  ninth  annual  meeting  was  held  in 
Sioux  Falls  in  1890.  Dakota  Territory  having 
been  divided  into  the  two  states  of  North 
and  South  Dakota,  the  society  now  became 
known  as  the  South  Dakota  State  Medical 
Society,  and  it  was  voted  to  incorporate  the 
society  under  the  state  laws.  This  incorpora- 
tion was  accomplished  during  the  tenth  an- 
nual meeting  which  was  held  in  Chamber- 
lain  in  June,  1891.  The  Committee  on  By- 
Laws  made  their  report  and  the  Constitution 
and  By-Laws  were  adopted  for  the  South  Da- 
kota State  Medical  Society.  The  members 
of  the  old  Society  present  joined  the  incor- 
porated Society  at  this  meeting. 

Met  in  Salem 

At  the  eleventh  annual  meeting  at  Salem 
in  1892  the  Committee  on  Legislation  re- 
ported and  recommended  a bill  to  license 
physicians  in  the  State  of  South  Dakota.  In 
1893  and  1894  the  Society  met  in  Huron  and 
at  the  scientific  session  Dr.  H.  Longstreet 
Taylor  read  a paper  entitled  “Lymphoid 
Growth  in  the  Pharynx.”  A new  Fee  Bill  was 
adopted  at  the  fourteenth  annual  meeting 
held  in  Parker  in  1895.  At  the  fifteenth  an- 
nual meeting  at  Yankton  in  1896  it  was  de- 
cided that  the  committee  on  Credentials  be 
instructed  to  accept  the  report  of  a case  in 
lieu  of  a thesis.  At  the  sixteenth  annual 
meeting  at  Mitchell  in  1897  a resolution  was 
passed  commending  Governor  A.  D.  Lee  for 
vetoing  an  act  to  legalize  osteopathy.  This 
was  the  first  record  of  irregular  practitioners 
presenting  a measure  to  the  legislature.  The 
1898  meeting  was  held  in  Sioux  Falls,  the 
Society  met  in  Yankton  in  1899  and  in  Aber- 
deen in  1900.  Legislation  regarding  the  prac- 
tice of  medicine  was  discussed  at  all  of  these 
meetings. 

At  the  twentieth  annual  meeting  held  in 
Huron  in  1901  there  was  much  concern  ex- 
pressed relative  to  the  prevalence  of  small- 
pox in  the  state  and  variously  labeled  “Cuban 
measles,”  “Cuban  itch,”  “Porto  Rican  .itch,” 
“Chicken  pox,”  and  “Smallpox.”  A resolution 
was  passed  that  “the  members  of  the  South 


Dakota  State  Medical  Society  hereby  pro- 
nounce this  epidemic  to  be  “smallpox,”  and 
therefore,  for  the  protection  of  the  public 
health,  we  advise  the  most  rigid  quarantine 
for  all  cases  or  through  vaccination  as  the 
efficient  method  of  preventing  the  spread  of 
this  pest.” 

Reorganization 

At  the  twenty-second  annual  meeting, 
which  was  held  in  Mitchell  in  1903,  a com- 
mittee on  reorganization  recommended  the 
adoption  of  a constitution  and  by-laws  as  ad- 
vised by  the  American  Medical  Association 
with  formation  of  a House  of  Delegates, 
Board  of  Councilors,  and  local  District  Med- 
ical Societies.  The  territorial  limits  of  each 
District  Medical  Society  were  designated. 
There  were  nine  District  Medical  Societies:- 
No.  1,  Aberdeen;  No.  2,  Watertown;  No.  3, 
Brookings;  No.  4,  Huron;  No.  5,  Madison; 
No.  6,  Mitchell;  No.  7,  Sioux  Falls;  No.  8, 
Yankton;  and  No.  9,  Black  Hills. 

At  the  1903  meeting  the  following  resolu- 
tion was  passed:-  “That  this  society  extend 
to  Dr.  F.  E.  McNutt,  of  Aberdeen,  a vote  of 
thanks  for  his  devotion,  self-sacrifice,  and 
continued  personal  efforts  in  our  legislature 
last  winter  in  securing  the  passage  of  the 
State  Medical  Law  which  was  sorely  needed 
if  we  are  to  keep  pace  with  sister  states  in 
the  regulation  of  Medical  Practice.”  Dr.  Mc- 
Nutt was  secretary  of  the  organization  from 
1885  through  1889. 

At  the  twenty-third  annual  meeting  at  Red- 
field  in  1904,  the  present  name.  South  Dakota 
State  Medical  Association,  was  adopted,  and 
the  Association,  by  resolution,  again  at- 
tempted to  create  interest  in  the  proper  re- 
cording of  vital  statistics  for  the  State.  In 
1906  Dr.  W.  A.  Jones,  of  Minneapolis,'  Minn., 
Editor  of  the  Northwestern  Lancet,  official 
organ  of  the  Minnesota  State  Medical  Asso- 
ciation, attended  the  annual  meeting  and 
asked  both  the  North  and  South  Dakota  State 
Medical  Associations  to  name  his  publication 
the  official  Journal  of  the  Association,  the 
name  of  the  publication  being  later  changed 
to  the  Journal  Lancet,  but  the  society  de- 
cided,, to  continue  the  printing  of  the  trans- 
actions in  pamphlet  form  as  in  the  past. 

In  1907  at  Sioux  Falls  the  Eye,  Ear,  Nose 
and  Throat  specialists  held  a separate  meet- 
ing, and  then  presented  a resolution  to  the 
South  Dakota  State  Medical  Association  to 
organize  a special  section  for  their  group. 
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and  at  this  same  session  the  committee  on 
publications  was  instructed  to  enter  into  a 
contract  with  the  Northwestern  Lancet  to 
publish  the  proceedings  and  transactions  of 
the  Association.  The  chairman  of  the  legis- 
lative committee,  in  conjunction  with  the 
Pure  Food  Commissioners  of  South  Dakota, 
promulgated  a law  regulating  the  manufac- 
ture and  sale  of  foods  within  the  State. 

The  School  of  Medicine  of  the  University 
of  South  Dakota  at  Vermillion  was  estab- 
lished and  began  work  in  the  fall  of  1907 
under  the  able  management  of  its  first  Dean, 
Christian  Peter  Lommen,  who  with  the  ad- 
vice and  consistent  friendship  of  Drs.  F.  A. 
Spafford  and  Thomas  Cruickshank,  outlined 
its  curriculum  and  placed  its  standards  on 
that  high  level  of  attainment  that  have 
characterized  the  entire  history  of  the  insti- 
tution. While  only  the  first  two  years  of 
medical  work  are  conducted  in  South  Dakota 
its  students  have  always  ranked  high  in  the 
classes  to  which  they  went  to  complete  their 
medical  course.  The  State  Health  Laboratory 
at  Vermillion  was  created  by  an  act  of  the 
State  Legislature  in  1909,  and  the  State  Sana- 
torium for  Tuberculosis  at  Sanator  was  also 
authorized  in  that  year. 

Yankton  Hospital 

The  Yankton  State  Hospital  for  the  insane 
was  established  in  1878  and  was  the  founda- 
tion of  the  first  public  institution  in  the 
Terrritory  of  Dakota.  The  hospital  was 
opened  for  the  reception  of  patients  on  April 
11,  1879  with  J.  K.  Rainey,  of  Illinois,  as 
Superintendent.  Dr.  Rainey  resigned  within 
a month  after  his  appointment  and  Dr.  S.  B. 
McGlumphy  was  elected  to  the  place,  serving 
until  1885.  A school  for  subnormal  or  feeble- 
minded children  was  later  established  at  Red- 
field  and  a school  for  the  blind  at  Gary. 

St.  Luke's  Hospital 

The  history  of  medical  care  in  South  Da- 
kato  is  interwoven  with  the  hospitals  estab- 
lished by  the  Presentation  Sisters,  who  came 
to  Dakota  Territory  in  1886,  and  opened  an 
Academy  in  1888.  In  the  year  1900  a severe 
epidemic  of  diphtheria  swept  the  Aberdeen 
district,  striking  down  both  parents  and 
children.  The  Presentation  Sisters  came  to 
the  rescue  by  converting  part  of  their  con- 
vent into  a temporary  hospital,  and  also  car- 
ing for  the  patients  in  their  homes.  Since  the 
northern  half  of  South  Dakota  was  entirely 
without  a hospital  physicians  and  citizens 
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urged  the  Sisters  to  establish  a hospital  in 
Aberdeen,  and  the  first  building  which  ac- 
comodated fifteen  patients  was  started  in 
1900,  chartered  in  1901.  Dr.  L.  F.  Diefendorf, 
one  of  the  charter  members  of  the  Dakota 
Medical  Association,  came  to  Aberdeen  in 
1880  and  remained  until  1902,  being  a mem- 
ber of  the  first  medical  staff  of  the  hospital. 

Other  doctors  practicing  in  Aberdeen  when 
the  first  St.  Lukes  Hospital  was  established 
were  Dr.  H.  E.  McNutt,  who  came  to  Aber- 
deen in  1885;  Drs.  Frank  and  E.  O.  Miller,  who 
began  practicing  in  Dakota  Territory  in  1894; 
Dr.  George  E.  Countryman,  who  was  licensed 
in  Dakota  Territory  in  1888;  and  Dr.  E.  B. 
Jackson,  who  came  in  1892.  Dr.  Jackson  lo- 
cated in  South  Dakota  and  his  practice  cov- 
ered the  territory  from  what  is  now  Camp- 
bell County  west  to  Cour  de  Lene.  He  was 
physician  for  the  Great  Northern  Railway  in 
that  area.  At  one  time  his  practice  extended 
over  six  counties  and  two  Indian  Reserva- 
tions. During  the  smallpox  epidemic  in  1910 
and  1911  he  worked  heroically.  He  retired 
in  1948  and  is  still  living  in  Aberdeen. 

Dr.  H.  J.  Rock  labored  with  untiring  zeal 
to  support  the  project  of  establishing  the  first 
St.  Lukes  Hospital.  He  came  to  South  Dakota 
in  1898  and  took  up  the  study  of  medicine, 
being  licensed  in  South  Dakota  in  1901.  He 
practiced  in  Aberdeen  for  fifteen  years  and 
moved  to  Sioux  Falls  in  1916,  where  he  con- 
tinued to  practice  until  1934,  when  he  retired. 
He  passed  away  in  1946. 

Dr.  R.  D.  Alway,  who  came  to  Aberdeen 
from  Fargo,  North  Dakota,  in  1901,  was  the 
first  president  of  the  St.  Lukes  Medical  Staff, 
which  was  organized  in  1915.  He  was  Secre- 
tary of  the  South  Dakota  State  Medical  Asso- 
ciation for  seventeen  years,  serving  longer 
than  any  other  man,  and  was  President  of  the 
Association  in  1920.  Dr.  R.  L.  Murdy  was  one 
of  the  South  Dakota’s  best  surgeons,  and 
spent  thirty-two  years  in  the  practice  of  his 
profession  in  Aberdeen.  He  was  co-founder 
of  the  South  Dakota  State  Hospital  Associa- 
tion, and  he,  with  Dr.  R.  D.  Alway,  organized 
the  Aberdeen  Clinic  and  the  Lincoln  Hos- 
pital, which  were  opened  in  1930. 

St.  Lukes  Hospital  expanded  several  times 
until  in  1913  it  accomodated  100  patients.  A 
new  fireproof  building  was  completed  in 
1928,  and  in  1940  the  old  Lincoln  Hospital,  a 
four-and-a-half  story  brick  building,  weigh- 
ing 5,000  tons,  was  moved  ten-and-a-half 
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blocks  through  the  narrow  streets  of  the  city, 
an  example  of  astounding  practical  engineer- 
ing. This  building  was  located  across  the 
street  from  the  St.  Lukes  Hospital  and  called 
the  Medical  Annex,  being  connected  to  the 
main  building  by  a subway  and  an  overhead 
archway.  The  Presentation  Sisters  also  built 
and  maintained  hospitals  in  other  cities,  St. 
Joseph’s  Hospital,  Mitchell,  South  Dakota, 
opened  in  1906;  Holy  Rosary  Hospital,  Miles 
City,  Montana,  opened  in  1910;  and  McKen- 
nan  Hospital,  Sioux  Falls,  South  Dakota, 
opened  in  1912. 

In  the  early  pioneer  days  physicians,  in 
order  to  give  their  patients  better  care,  took 
over  small  homes  to  serve  as  hospitals.  Many 
of  these  later  developed  into  fine  institutions. 
During  the  last  twenty  years  there  has  been 
a tremendous  development  of  community 
hospitals,  particularly  in  the  smaller  towns. 

At  the  annual  meeting  at  Watertown  on 
May  20,  1919,  Dr.  Frederick  A.  Spafford, 
Flandreau,  Chairman  of  the  Medical  Corps 
Committee,  made  the  following  report  re- 
garding the  participation  of  South  Dakota 
physicians  in  World  War  I:-  “I  have  no  for- 
mal report  to  make  to  the  House  of  Delegates. 
You  all  know  full  well  what  has  been  accom- 
plished by  the  medical  profession  of  the  State 
of  South  Dakota  in  sustaining  the  Surgeon 
General’s  office  in  all  the  medical  war  activ- 
ities in  which  we  have  been  called  upon  to 
assist.  Nearly  two  hundred  of  the  best  men 
in  the  medical  profession  of  the  state  have 
cheerfully  answered  the  call,  given  up  large, 
lucrative  practices,  accepted  commissions, 
and  responded  to  their  orders.  Nearly  five 
hundred  physicians  in  this  state,  in  one  way 
or  another,  have  been  connected  with  war 
work,  either  in  the  Medical  Corps,  U.S.A., 
or  attached  to  some  one  of  the  various  Local 
and  Medical  Advisory  Boards  under  the  di- 
rection of  the  Provost  Marshall  General’s  of- 
fice. The  State  of  South  Dakota  has  reason 
to  be  proud  of  the  record  of  its  medical  men 
in  the  Great  War  for  the  preservation  of  the 
World’s  Democracy.” 

Redistricling 

In  1919  the  District  Medical  Societies  were 
re-aligned  as  follows:-  No.  1,  Aberdeen;  No. 
2,  Watertown;  No.  3,  Lake  Preston;  No.  4 
Pierre;  No.  5,  Huron;  No.  6,  Mitchell;  No.  7, 
Sioux  Falls;  No.  8,  Yankton;  No.  9,  Black 
Hills;  No.  10,  Rosebud.  In  1920,  through  the 


efforts  of  the  Medical  Association,  a Depart- 
ment of  Hygiene  was  instituted  in  the  Nor- 
mal Schools  of  the  State.  In  1921  a new  set 
of  by-laws  was  adopted  according  to  the  plan 
of  the  American  Medical  Association,  and 
state  medical  association  dues  were  raised  to 
$6.00  per  capita.  The  Committee  on  Medical 
Legislation  had  prepared  a bill  which  was 
designed  to  establish  a preliminary  education 
standard  for  candidates  desiring  to  practice 
the  healing  art.  The  committee  believed  that 
the  failure  of  this  bill  to  become  law  was 
due  to  the  lack  of  organization  and  assistance 
from  the  regular  medical  profession.  An 
effort  was  also  made  to  have  an  annual  re- 
newal license  fee  required  of  every  legally 
qualified  physician,  which  would  entitle  him 
to  membership  in  the  State  Medical  Associa- 
tion. 

In  1922  a petition  was  presented  by  Dr. 
A.  E.  Bostrom,  of  De  Smet,  signed  by  the 
physicians  of  Kingsbury  County,  asking  that 
a charter  be  granted  Kingsbury  County  Med- 
ical Society.  This  was  granted  and  it  became 
District  No.  11.  Dr.  G.  G.  Cottam  presented 
a plan  to  receive  subscriptions  for  a mem- 
orial for  the  late  Dr.  Frederick  A.  Spafford. 
In  1923  the  action  of  the  Veterans’  Bureau  in 
the  curtailing  of  the  Chiropractic  Training 
Course  for  veterans  was  endorsed.  In  1925 
the  legislative  committee  defeated  the  at- 
tempt of  the  osteopaths  to  pass  a bill  allow- 
ing them  to  do  major  surgery,  and  another 
bill  permitting  osteopaths  access  to  all  hos- 
pitals was  also  defeated.  Dr.  G.  G.  Cottam, 
chairman  of  the  Spafford  Memorial  Commit- 
tee, reported  that  an  oil  painting  of  Dr.  Fred- 
erick A.  Spafford  has  been  procured  and 
placed  in  the  rotunda  of  the  State  Capital  in 
Pierre.  There  being  a surplus  of  $314.47  on 
hand  he  advised  that  in  place  of  a bronze 
tablet  commemorating  Dr.  Spafford  this  bal- 
ance be  placed  in  a scholarship  fund  of 
$1000.00,  the  proceeds  of  this  to  be  used  for 
the  best  student  in  Virgil  at  the  State  Uni- 
versity. The  President  of  the  University,  Dr. 
Slagel,  personally  proposed  this  and  said  that 
he  would  make  up  the  deficiency  so  that 
$1000.00  would  be  placed  in  the  trust  fund, 
the  interest  to  be  used  annually  in  continuing 
the  Spafford  Memorial  Scholarship  in  Virgil. 
The  plan  was  adopted  and  the  Spafford  Mem- 
orial Scholarship  Fund  award  is  still  made 
annually. 

Numerous  legislative  bills  were  proposed 
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during  the  next  few  years,  most  of  them 
being  drastically  amended  or  defeated. 
Workmen’s  Compensation,  Vital  Statistics, 
State  Health  Laboratory,  basic  science,  osteo- 
paths and  chiropractors  privileges,  and  so  on, 
were  the  subjects  of  these  acts.  In  1928  the 
association  negotiated  with  the  United 
States  Fidelity  and  Guarantee  Co.  and  ob- 
tained a Group  Policy  for  professional  lia- 
bility insurance  with  limits  of  $10,000.00  to 
$30,000.00  at  an  annual  premium  rate  of 
$25.00  for  each  member  participating.  A re- 
port was  also  presented  of  the  Regional  Meet- 
ing of  officers  of  the  State  Medical  Associa- 
tions of  Minnesota,  Wisconsin,  North  and 
South  Dakota,  which  was  held  in  St.  Paul. 
This  North  Central  Medical  Economics  Con- 
ference, now  including  Iowa  and  Nebraska, 
meets  annually  in  St.  Paul  or  Minneapolis 
and  exerts  considerable  influence  on  prob- 
lems of  medical  organizations. 

Joint  Session 

At  the  annual  meeting  in  1930  the  secre- 
tary, Dr.  J.  F.  D.  Cook,  proposed  that  since 
the  next  annual  meeting  would  be  the  fiftieth 
session,  a joint  meeting  at  a convenient  point 
for  North  and  South  Dakota  State  Medical 
Associations  for  celebrating  this  event  would 
be  an  outstanding  episode  in  the  history  of 
the  Associations.  A committee,  consisting  of 
President,  Dr.  Percy  D.  Peabody;  Dr.  W.  A. 
Bates,  Vice  President;  Dr.  M.  C.  Johnston, 
Councillor  of  the  Aberdeen  District;  Dr. 
E.  A.  Pittinger,  Aberdeen;  and  Dr.  J.  F.  D. 
Cook,  Langford,  was  appointed  to  confer 
with  the  North  Dakota  State  Medical  Asso- 
ciation. A conference  was  held  at  the  North 
Dakota  annual  meeting  at  Bismarck  and  the 
House  of  Delegates  of  the  North  Dakota 
State  Medical  Association  voted  unanimously 
to  meet  in  Aberdeen,  South  Dakota,  in  June, 
1931,  in  a joint  session  to  celebrate  the  50th 
Anniversary  of  organized  medicine  in  Dakota 
Territory. 

The  House  of  Delegates  and  the  Council  of 
both  State  Associations  met  on  June  1st  and 
scientific  sessions  were  held  on  June  2nd, 
3rd  and  4th,  1931.  A large  number  of  North 
Dakota  physicians  attended  the  joint  session. 
A fine  scientific  program  was  presented  and 
a golf  tournament,  a stag  party,  the  annual 
banquet  and  the  Presidents’  Ball  were  some 
of  the  social  events  which  high-lighted  the 
convention.  Dr.  P.  D.  Peabody,  of  Webster, 
was  the  President  of  the  South  Dakota  State 
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Medical  Association  and  Dr.  J.  F.  D.  Cook,  of 
Langford,  was  Secretary.  Dr.  Andrew  Carr, 
Sr.,  of  Minot,  was  the  President  of  the  North 
Dakota  State  Medical  Association.  Dr.  R.  G. 
Mayer,  of  Aberdeen,  was  President  and  Dr. 
P.  V.  McCarthy,  of  Aberdeen,  was  Secretary 
of  the  host  Aberdeen  District  Medical  So- 
ciety. 

In  1932  the  South  Dakota  State  Medical  As- 
sociation was  unsuccessful  in  attempting  to 
have  a Basic  Science  Bill  passed  by  the  state 
legislature,  but  they  persevered  in  their 
efforts  until  the  Basic  Science  Act  became  a 
law  in  1939.  Dr.  J.  D.  Alway,  of  Aberdeen, 
son  of  Dr.  R.  D.  Alway,  who  had  work  so  in- 
dustrially for  the  Association  for  so  many 
years,  was  one  of  the  many  physicians 
throughout  the  state  who  were  instrumental 
in  guiding  the  bill  through  the  legislature. 
In  1935  an  Allied  Council  was  organized  to 
represent  the  State  Medical  Association, 
Pharmacists,  Dentists,  Nurses,  Hospitals  and 
Veterinarians.  In  1936  a joint  meeting  of  all 
of  these  Allied  Groups  was  held  in  Sioux 
Falls.  The  support  of  these  groups  helped 
immeasurably  in  making  the  legislative  pro- 
gram a success. 

In  1944  a Committee  on  Prepayment  Insur- 
ance Plans,  consisting  of  Dr.  H.  Russell 
Brown,  Watertown,  Chairman;  C.  E.  Robbins, 
Pierre;  R.  E.  Jernstrom,  Rapid  City;  R.  G. 
Mayer,  Aberdeen;  and  C.  E.  Sherwood,  Mad- 
ison; was  appointed,  and  after  considering 
numerous  plans  and  proposals  the  South  Da- 
kato  Injury-Illness  Expense  Plan  was  adopted 
in  1947. 

Executive  Office 

In  1946  an  Executive  Secretary,  Mr.  John 
C.  Foster,  was  engaged,  and  an  executive 
office  was  set  up  at  300 — First  National  Bank 
Building,  Sioux  Falls.  The  Home  Town  Care 
of  Veterans  was  inaugurated  in  1946.  In  1947 
a monthly  bulletin  was  published  for  the 
members,  although  the  Journal  Lancet  was 
still  the  official  publication  of  the  association. 
However,  in  1948  the  association  severed  its 
connection  with  the  Journal  Lancet  and  be- 
gan publishing  the  South  Dakota  Journal  of 
Medicine  and  Pharmacy,  in  conjunction  with 
the  South  Dakota  Pharmaceutical  Associa- 
tion. The  Secretary  of  the  ■ Association,  Dr. 
R.  G.  Mayer,  was  named  Editor,  and  the 
Executive  Secretary,  Mr.  John  C.  Foster, 
Business  Manager.  Since  its  first  year  the 
Association’s  official  Medical  Journal  has 
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been  a financial  success. 

In  1948  a Medical  School  Endowment  Fund 
for  the  University  of  South  Dakota  Medical 
School  at  Vermillion  was  set  up.  In  1949  the 
constitution  and  by-laws  were  completely  re- 
vised by  a committee  consisting  of  Drs.  R.  G. 
Mayer,  Aberdeen;  C.  E.  Robbins,  Pierre;  and 
H.  Russell  Brown,  Watertown.  The  First 
Annual  Meeting  of  the  Officers  of  the  com- 
ponent District  Medical  Societies  and  the 
Council  of  the  State  Medical  Association  was 
held  in  1949,  and  such  a meeting  has  been 
held  annually  ever  since.  The  component 
District  Medical  Societies  now  numbered 
twelve  as  follows:-  No.  1,  Aberdeen;  No.  2, 
Watertown;  No.  3,  Madison;  No.  4,  Pierre; 
No.  5,  Huron;  No.  6,  Mitchell;  No.  7,  Sioux 
Falls;  No.  8,  Yankton;  No.  9,  Black  Hills;  No. 
10,  Rosebud;  No.  11,  Northwest;  No.  12,  Whet- 
stone Valley. 

In  1952  a Grievance  or  Mediation  Commit- 
tee was  set  up.  The  Medical  Practice  Act, 
which  had  been  passed  in  1939,  was  repealed 
in  1949  and  a new  bill  passed  which  set  up 
a State  Board  of  Medical  and  Osteopathic 
Examiners.  This  Board  consists  of  four  Doc- 
tors of  Medicine  and  one  Doctor  of  Osteo- 
pathy. 

, With  the  exception  of  the  early  years  when 
several  men  served  two  terms  as  President 
no  one  has  served  more  than  one  year  in 
that  office.  However,  quite  a number  of 
physicians  have  served  the  Association  for 
five  or  more  years  as  Secretary-Treasurer:- 
Dr.  H.  E.  McNutt,  Aberdeen;  W.  J.  Maytum, 
Alexandria;  R.  D.  Alway,  Aberdeen;  J.  F.  D. 
Cook,  Langford;  C.  E.  Sherwood,  Madison; 
R.  G.  Mayer,  Aberdeen;  Dr.  B.  A.  Dyar, 
Pierre,  served  as  part-time  executive  secre- 
tary in  1935  and  1936.  Mr.  John  C.  Foster 
has  served  as  executive  secretary  from  1946 
until  the  present  time. 

In  his  address  on  “Organized  Medicine”  be- 
fore the  50th  Annual  Jubilee  Joint  Session  of 
the  North  and  South  Dakota  State  Medical 
Associations  in  Aberdeen,  South  Dakota  in 
June,  1931,  the  late  Dr.  E.  Starr  Judd,  of 
Rochester,  Minn.,  stated  that  “It  is  fitting 
that  the  activities  of  the  medical  profession 
should  be  organized,  for  it  is  only  by  such 
effort  that  we  can  hope  to  accomplish  what 
we  have  set  out  to  do,  which  is  to  bring  the 
best  possible  medical  service  to  the  Amer- 
ican people  — Victory  over  our  difficulties 


will  be  won  by  the  resolution  of  our  members 
to  fight  their  own  battles  in  their  own  com- 
munities, by  stimulating  their  ingenuity  to 
solve  their  own  problems,  by  taking  new 
courage  to  be  masters  of  their  own  destiny. 
This  is  not  the  easy  way,  but  it  is  the  Amer- 
ican way.  We  shall  be  able  to  meet  these 
problems  and  solve  them  to  the  best  interests 
of  society.  ” These  sentiments  still  hold  true 
today. 

In  a history  of  such  an  organization  as  the 
South  Dakota  State  Medical  Association  as 
brief  as  this,  it  is  obvious  that  it  has  been 
impossible  to  include  all  the  details  one 
would  like  to  do,  and  to  mention  all  of  the 
wonderful  physicians  in  South  Dakota  who 
have  contributed  so  much  to  organized  med- 
icine in  our  state.  However,  I am  thankful 
that  during  the  forty  years  that  I have  prac- 
ticed medicine  in  South  Dakota  I have  been 
privileged  to  meet  and  know  personally  so 
many  of  these  outstanding  men. 

To  list  them  all  is  impossible,  but  off-hand 
I can  vividly  recall  Drs.  R.  L.  Murdy,  R.  D. 
Alway,  C.  E.  McCauley,  W.  A.  Bates,  J.  D. 
Whiteside  and  M.  C.  Johnston,  of  Aberdeen; 
Frederick  A.  Spafford,  Flandreau;  J.  L. 
Stewart,  Nemo;  B.  A.  and  C.  S.  Bobb,  Mit- 
chell; F.  M.  Crain  and  J.  K.  Kutnewsky,  Red- 
field;  H.  T.  Kenney  and  T.  F.  Riggs,  Pierre; 
D.  S.  Scanlon,  Volga;  G.  S.  Adams  and  S.  M. 
Hohf,  Yankton;  N.  K.  Hopkins,  Arlington; 
L.  N.  Grosvenor  and  J.  C.  Shirley,  Huron; 
J.  F.  D.  Cook,  Langford;  J.  C.  Ohlmacher, 
Vermillion;  G.  G.  Cottam  and  N.  J.  Nessa, 
Sioux  Falls;  F.  E.  Clough,  Lead. 

Our  medical  societies  are  organized  on  a 
truly  democratic  basis  through  the  American 
Medical  Association,  with  its  Board  of  Trus- 
tees, its  several  Councils  to  attend  to  special 
affairs,  the  House  of  Delegates  composed  of 
representatives  from  each  state  society, 
which  are  in  turn  elected  by  delegates  sent 
from  each  component  local  society.  One  can 
only  urge  the  younger  physicians  in  our  state 
to  take  an  active  interest  in  their  local  Dis- 
trict Medical  Societies  and  the  State  Medical 
Association  and  carry  on  in  the  best  tra- 
dition of  those  mentioned  above,  who  have 
preceded  them. 

Plans  are  now  practically  completed  for  a 
joint  meeting  of  the  North  and  South  State 
Medical  Associations  to  be  held  in  Aberdeen, 
South  Dakota,  June  2-6,  1956,  to  celebrate  the 
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75th  Anniversary  of  the  formation  of  or- 
ganized medicine  in  the  Dakotas.  Mr.  Clark 
Phalas,  of  Webster,  is  compiling  a much 
more  detailed  history  of  the  South  Dakota 


State  Medical  Association,  from  the  records 
available.  If  anyone  has  any  pertinent  ma- 
terial, we  would  be  deeply  appreciative  to 
receive  it. 


L.  F.  DIEFENDORF.  M.D. 


Dr.  Diefendorf,  Aberdeen,  was  a charter 
member  of  the  Dakota  Medical  Society, 
assistant  secretary,  graduate  from  Cincinnati 
Medical  College  in  1868,  came  to  Aberdeen 
in  1880  and  remained  until  1902. 


H.  J.  ROCK.  M.D. 


Dr.  Rock  was  licensed  in  South  Dakota  in 
1901,  and  practiced  in  Aberdeen  from  1901 
to  1916  when  he  moved  to  Sioux  Falls;  prac- 
ticing there  until  1934  when  he  retired.  He 
passed  away  in  1946. 
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Chronological  List  of  Presidents,  Secretaries  and  Convention  Sites 


YEAR 

Convention  Site 

President 

Secretary 

1882 

Milbank 

A.  Grant,  Bath  (Temp.  Chm.) 

W.  E.  Duncan,  Ellendale  (Temp.  Sec.) 

1882 

Milbank 

S.  B.  McGlumphy,  Yankton 

H.  G.  C.  Rose,  Milbank 

1883 

Sioux  Falls 

S.  B.  McGlumphy,  Yankton 

Stephen  Olney,  Sioux  Falls 

1884 

Mitchell 

J.  B.  Van  Velsor,  Yankton 

W.  E.  Crane,  Mitchell 

1885 

Aberdeen 

J.  B.  Van  Velsor,  Yankton 

H.  E.  McNutt,  Aberdeen 

1886 

Yankton 

George  W.  Moody,  Huron 

H.  E.  McNutt,  Aberdeen 

1887 

Huron 

J.  C.  Morgan,  Sioux  Falls 

H.  E.  McNutt,  Aberdeen 

1888 

Redfield 

Frank  Etter,  Yankton 

H.  E.  McNutt,  Aberdeen 

1889 

Mitchell 

Frederick  Andros,  Mitchell 

H.  E.  McNutt,  Aberdeen 

1890 

Sioux  Falls 

F.  W.  Bullard,  Forest  City 

R.  C.  Warne,  Mitchell 

1891 

Chamberlain 

J.  W.  Freeman,  Central  City 

R.  C.  Warne,  Mitchell 

1892 

Salem 

M.  Ware,  Salem 

R.  C.  Warne,  Mitchell 

1893 

Huron 

A.  L.  Peterman,  Parker 

R.  C.  Warne,  Mitchell 

1894 

Huron 

A.  L.  Peterman,  Parker 

W.  J.  Maytum,  Alexandria 

1895 

Alexandria 

R.  T.  Dott,  Parker 

W.  J.  Maytum,  Alexandria 

1886 

Yankton 

G.  E.  Martin,  Carthage 

W.  J.  Maytum,  Alexandria 

1897 

Mitchell 

W.  E.  Edwards,  Bowdle 

W.  J.  Maytum,  Alexandria 

1898 

Sioux  Falls 

W.  E.  Moore,  Tyndall 

W.  J.  Maytum,  Alexandria 

1899 

Yankton 

F.  A.  Spafford,  Flandreau 

W.  J.  Maytum,  Alexandria 

1900 

Aberdeen 

D.  W.  Rudgers,  Yankton 

W.  J.  Maytum,  Alexandria 

1901 

Huron 

C.  M.  Keeling,  Springfield 

C.  C.  Gross,  Yankton 

D.  W.  Rudgers,  Yankton 

1902 

Scotland 

J.  L.  Stewart,  Irene 

1903 

Mitchell 

J.  O.  Dugid,  Springfield 

J.  L.  Stewart,  Irene 

1904 

Redfield 

B.  A.  Bobb,  Mitchell 

Wm.  Edwards,  Bowdle 

1905 

Deadwood 

C.  B.  Mallory,  Aberdeen 

Wm.  Edwards,  Bowdle 

1906 

Watertown 

A.  H.  Bowman,  Deadwood 

R.  D.  Alway,  Aberdeen 

1907 

Sioux  Falls 

E.  T.  Ramsey,  Clark 

R.  D.  Alway,  Aberdeen 

1908 

Yankton 

L.  C.  Mead,  Yankton 

R.  D.  Alway,  Aberdeen 

1909 

Aberdeen 

S.  A.  Brown,  Sioux  Falls 

R.  D.  Alway,  Aberdeen 

1910 

Hot  Springs 

T.  B.  Smiley,  Mt.  Vernon 

R.  D.  Alway,  Aberdeen 

1911 

Pierre 

H.  M.  Finnerud,  Watertown 

R.  D.  Alway,  Aberdeen 

1912 

Mitchell 

W.  G.  Smith,  Sturgis 

R.  D.  Alway,  Aberdeen 

1913 

Vermillion 

C.  E.  McCauley,  Aberdeen 

R.  D.  Alway,  Aberdeen 

1914 

Watertown 

F.  A.  Spafford,  Flandreau 

R.  D.  Alway,  Aberdeen 

1915 

Sioux  Falls 

Fred  Treon,  Chamberlain 

R.  D.  Alway,  Aberdeen 

1916 

Aberdeen 

J.  B.  Vaughn,  Castlewood 

R.  D.  Alway,  Aberdeen 

1917 

Yankton 

F.  M.  Crain,  Redfield 

R.  D.  Alway,  Aberdeen 

1918 

Mitchell 

H.  G.  J.  Koobs,  Scotland 

R.  D.  Alway,  Aberdeen 

1919 

Watertown 

D.  S.  Scanlon,  Volga 

R.  D.  Alway,  Aberdeen 

1920 

Sioux  Falls 

R.  D.  Alway,  Aberdeen 

F.  A.  Spafford,  Flandreau 

1921 

Aberdeen 

H.  T.  Kenney,  Pierre 

F.  A.  Spafford,  Flandreau 

1922 

Huron 

G.  S.  Adams,  Yankton 

R.  D.  Alway,  Aberdeen 

1923 

Watertown 

G.  G.  Cottam,  Sioux  Falls 

R.  D.  Alway,  Aberdeen 

1924 

Mitchell 

F.  E.  Clough,  Lead 

R.  D.  Alway,  Aberdeen 

1925 

Sioux  Falls 

R.  L.  Murdy,  Aberdeen 

J.  F.  D.  Cook,  Langford 

1926 

Aberdeen 

W.  R.  Ball,  Mitchell 

J.  F.  D.  Cook,  Langford 

1927 

Huron 

T.  F.  Riggs,  Pierre 

J.  F.  D.  Cook,  Langford 

1928 

Hot  Springs 

S.  M.  Hohf,  Yankton 

J.  F.  D.  Cook,  Langford 

1929 

Mitchell 

N.  K.  Hopkins,  Arlington 

J.  F.  D.  Cook,  Langford 

1930 

Sioux  Falls 

L.  N.  Grosvenor,  Huron 

J.  F.  D.  Cook,  Langford 

1931 

Aberdeen 

Percy  D.  Peabody,  Webster 

J.  F.  D.  Cook,  Langford 

1932 

Watertown 

W.  A.  Bates,  Aberdeen 

J.  F. -D.  Cook,  Langford 

1933 

Huron 

J.  R.  Westaby,  Madison 

J.  F.  D.  Cook,  Langford 

1934 

Mitchell 

E.  W.  Jones,  Mitchell 

J.  F.  D.  Cook,  Langford 

1935 

Pierre 

W.  G.  Magee,  Watertown 

J.  F.  D.  Cook,  Langford 

1936 

Sioux  Falls 

A.  S.  Rider,  Flandreau 

J.  F.  D.  Cook,  Langford 

1937 

Rapid  City 

J.  L.  Stewart,  Nemo 

C.  E.  Sherwood,  Madison 

1938 

Huron 

E.  A.  Pittinger,  Aberdeen 

C.  E.  Sherwood,  Madison 

1939 

Aberdeen 

J.  F.  D.  Cook,  Pierre 

C.  E.  Sherwood,  Madison 

1940 

Watertown 

J.  C.  Shirley,  Huron 

C.  E.  Sherwood,  Madison 

1941 

Mitchell 

O.  J.  Mabee,  Mitchell 

C.  E.  Sherwood,  Madison 

1942 

Sioux  Falls 

B.  M.  Hart,  Onida 

C.  E.  Sherwood,  Madison 

1943 

Huron 

N.  J.  Nessa,  Sioux  Falls 

R.  G.  Mayer,  Aberdeen 

1944 

Huron 

J.  C.  Ohlmacher,  Vermillion 

R.  G.  Mayer,  Aberdeen 

1945 

Watertown 

D.  S.  Baughman,  Madison 

R.  G.  Mayer,  Aberdeen 

1946 

Aberdeen 

William  Duncan,  Webster 

R.  G.  Mayer,  Aberdeen 

1947 

Rapid  City 

F.  S.  Howe,  Deadwood 

R.  G.  Mayer,  Aberdeen 

1948 

Sioux  Falls 

H.  Russell  Brown,  Watertown 

R.  G.  Mayer,  Aberdeen 

1949 

Yankton 

John  L.  Calene,  Aberdeen 

R.  G.  Mayer,  Aberdeen 

1950 

Huron 

W.  H.  Saxton,  Huron 

C.  E.  Robbins,  Pierre 

(resigned  after  taking  office) 

R.  G.  Mayer,  Aberdeen 

1951 

Aberdeen 

L.  J.  Pankow,  Sioux  Falls 

R.  G.  Mayer,  Aberdeen 

1952 

Sioux  Falls 

D.  A.  Gregory,  Milbank 

L.  J.  Pankow,  Sioux  Falls 

1953 

Rapid  City 

Roy  E.  Jernstrom,  Rapid  City 

G.  I.  W.  Cottam,  Sioux  Falls 

1954 

Huron 

R.  G.  Mayer,  Aberdeen 

G.  I.  W.  Cottam,  Sioux  Falls 

1955 

Mitchell 

A.  W.  Spiry,  Mobridge 

A.  P.  Reding,  Marion 

1956 

Aberdeen 

F.  D.  Gillis,  Mitchell 
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ABERDEEN  WELCOMES 
DOCTORS  and  WIVES 


DOCTORS  ■ NOW  HEAR  THIS! 

Destroy  this  ad  because 
we  have  what  ladies  like— - 

open  stock  on  all  china  and  crystal  patterns 

ABERDEEN  CROCKERY 

(Gift  Shop) 


Marie  O.  Simmons  Shop 

313  SOUTH  MAIN  STREET 

Ladles’  Apparel-Millinery 
ABERDEEN,  SOUTH  DAKOTA 


Welcome 

THE  MALCHOW  COMPANY 

Your  Complete  Home  Furnishing  Store 

502-506  S.  Main  Aberdeen,  S.  D. 
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ABERDEEN’S  LARGEST  DEPARTMENT  STORE 


BATES 

Mens  and  Boys 

For  the  Best  in  Style,  Quality  and  Value 

Jo  Rich’s 

Smart  Fashions 

For  Women 

Across  From  Ward  Hotel 

(^ompiimentd 

Herman  Ehrlichs’ 

Jewelers 

Ward  Hotel  Bldg. 

OELt  UK  C 

1 

cq— 

^ i 

209  S.  MAIN  PHONE  3017 

AGlflOfO,  EOUIG  DAKOTA 
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omp 


SHERMAN  HOTEL 


WI 


come 


ALONZO  WARD 
HOTEL 


We  welcome  you  to  Aberdeen 
and  we  wish  you  a pleasant  stay 
here.  While  in  Aberdeen,  be  sure 
to  visit  our  Flower  Shop  for  all 
your  Floral  Needs  — we  also 
have  an  exciting  gift  line. 

Siebrecht  the  Florist 

31 1 South  Main 
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AS  ONE  TO  WHOM  YOU  HAVE  LOANED 
THE  HIGHEST  POST  IN  THE  SOUTH  DA- 
KOTA STATE  MEDICAL  ASSOCIATION. 

ALLOW  ME  TO  SAY.  I HAVE  BEEN 
TRULY  GRATEFUL.  IT  HAS  GIVEN  ME 
THE  GREATEST  PERSONAL  SATISFAC- 
TION TO  HAVE  SERVED  YOU  IN  THIS 
HIGH  OFFICE.  LAST  JUNE  A WELL  OR- 
GANIZED ASSOCIATION  WAS  HANDED 
ME.  I HAVE  TRIED  TO  KEEP  ITS  FUNC- 
TIONS AND  STANDARDS  IN  THE  SAME 
POSITIVE  AND  CONSTRUCTIVE  DIREC- 
TION AS  WAS  DONE  BY  MY  ILLUS- 
TRIOUS PREDECESSORS.  THIS  WAS 
ONLY  ACCOMPLISHED  BY  THE  EXCEL- 
LENT COOPERATION  I HAVE  HAD  WITH 
EVERY  MEMBER  OF  OUR  ASSOCIATION. 

TEAM  WORK  IS  ESSENTIAL  TO  THE  SUC- 
CESS OF  ANY  ORGANIZATION.  MANY 
OF  YOU  HAVE  SPENT  HARD  EARNED 
DOLLARS.  MANY.  LITERALLY  DAYS  OF 
VALUED  TIME  AND  YOU  HAVE  TRAV- 
ELED MILES  AND  MILES  TO  HELP  AC- 
COMPLISH OUR  OBJECTIVES.  WITH  ALL 
DUE  RESPECT  TO  THE  PROGRESS  MADE 
IN  OUR  ASSOCIATION  THIS  YEAR. 

THERE  IS  STILL  MUCH  WORK  TO  BE 
DONE. 

HOW  PLEASED  I HAVE  BEEN  WITH  THE 
AUXILIARY  OF  OUR  ASSOCIATION.  THEY 
YEAR. 

FOLLOWING  ME  IN  THIS  PRESIDENCY  IS  A MAN  WHOM  WE  ALL  LOVE  AND 
ADMIRE.  HE  HAS  FINE  ORGANIZATIONAL  ABILITY.  SO  I KNOW  IN  DR.  A.  P.  PEEKE 
YOU  WILL  HAVE  A GREAT  LEADER.  KNOWING  YOU  ALL  AS  WELL  AS  I DO.  YOU 
WILL  ALL  GIVE  HIM  THE  FINE  SUPPORT  YOU  HAVE  GIVEN  ME  THIS  PAST  YEAR. 
LET  US  MAKE  THIS  DIAMOND  JUBILEE  YEAR  THE  BEST  EVER  IN  THE  HISTORY  OF 
DAKOTA  MEDICINE. 

AGAIN.  I WISH  TO  TAKE  THIS  OPPORTUNITY  TO  THANK  MY  FELLOW  OF- 
FICERS. THE  COUNCIL.  THE  HOUSE  OF  DELEGATES.  OUR  EXECUTIVE  SECRETARY 
AND  EVERY  MEMBER  OF  THE  SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 
FOR  ALL  THE  SUPPORT  YOU  HAVE  GIVEN  ME.  LET  US  CONTINUE  TO  KEEP  OUR 
SOUTH  DAKOTA  MEDICAL  STANDARDS  HIGH  AND  HAVE  AS  OUR  MAIN  OBJECTIVE 
THE  HEALTH  AND  WELL  BEING  OF  EVERY  PERSON  IN  THIS  WONDERFUL  STATE 
OF  SOUTH  DAKOTA. 

RESPECTFULLY  YOURS. 

F.  DANIELS  GILLIS.  M.D..  PRESIDENT 


ACCOMPLISHMENTS  OF  THE  LADIES 
HAVE  DONE  EXCEEDINGLY  WELL  THIS 
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IT'S  A GOOD  PROGRAM 

As  you  glance  through  this  issue  of  the 
Journal  you  will  note  that  much  space  is  de- 
voted to  next  months’  annual  meeting  pro- 
gram. It’s  a good  one,  probably  one  of  the 
best  in  the  nation  this  year,  but,  it  will  be 
only  as  successful  as  you  make  it. 

Nothing  is  more  disturbing  to  a speaker 
who  has  come  over  a thousand  miles  to  pre- 
sent a paper  than  to  find  himself  facing  a 
room  of  empty  seats.  It  is  your  job.  Doctor,  to 
make  his  visit  a success. 

“He’s  not  speaking  on  your  specialty,”  you 
may  say.  Does  this  mean  that  you  have  closed 
your  mind  to  all  but  your  own  field? 

We’re  sure  that  the  urologist  can  learn 
something  when  the  throat  surgeon  speaks, 
we  know  that  all  GP’s  will  want  to  hear  as 
much  as  they  can.  This  is  your  program  — 
make  it  a success  by  attending  all  the  ses- 
sions. 


HOXSEY  "CURE"  GETS  FEDERAL 
"WARNING" 

Sufferers  from  cancer,  their  families,  phys- 
icians, and  all  concerned  with  the  care  of 
cancer  patients  are  hereby  advised  and 
warned  that  the  so-called  Hoxsey  treatment 
for  internal  cancer  has  been  found  by  the 
United  States  Court  of  Appeals  for  the  Fifth 
Circuit,  on  the  basis  of  evidence  presented 
by  the  Food  and  Drug  Administration,  to  be 
worthless  treatment.'' 

The  Federal  Food,  Drug,  and  Cosmetic  Act 
authorizes  dissemination  of  information  re- 
garding drugs  in  situations  involving  im- 

IThe  court  decisions  can  be  found  in  Volume  198, 
Federal  Reporter,  Second  Series,  page  273,  and 
Volume  207,  Federal  Reporter,  Second  Series,  page 
567. 


minent  danger  to  health  or  gross  deception  of 
the  consumer. 2 

The  Hoxsey  treatment  for  internal  cancer 
involves  such  drugs.  Its  sale  represents  a 
gross  deception  to  the  consumer.  It  is  im- 
minently dangerous  to  rely  upon  it  in  neglect  j 
of  competent  and  rational  treatment.  ■! 

The  Hoxsey  treatment  costs  the  patient 
$400  plus  $60  in  additional  fees;  expen-  ' 
ditures  which  will  yield  nothing  of  any  value  1 
in  the  care  of  cancer.  It  begins  with  a super- 
ficial and  inadequate  examination  of  the 
patient  at  the  Hoxsey  Cancer  Clinic,  Dallas, 
Texas,  or  Portage,  Pennsylvania.  The  patient 
at  Dallas  is  then  supplied  with  one  of  the 
following  “cancer”  medicines:  Black  pills,  red  . 
pills,  a brownish-black  liquid,  or  a light  red 
liquid.  The  black  pills  and  the  brownish-  ' 
black  liquid  contain:  Potassium  iodide,  , 
licorice,  red  clover  blossoms,  burdock  root,  ‘ 
Stillingia  root,  berberis  root,  poke  root,  cas-  i 
cara  sagrada,  prickly  ash  bark,  and  buck- 
thorn powder.  The  red  pills  contain  potas- 
sium iodide,  red  clover,  Stillingia  root,  poke 
root,  buckthorn,  and  pepsin.  At  Portage  the 
patient  is  given  the  same  “cancer”  medica- 
tion although  the  colors  of  the  pills  are  dif- 
ferent.  The  light  red  liquid  medicine  is  pot-  j 
assium  iodide  in  elixir  of  lactated  pepsin,  j 
There  is  evidence  that  potassium  iodide  ac-  ] 
celerates  the  growth  of  some  cancers.  j 

The  Food  and  Drug  Administration  has  ] 
conducted  a thorough  and  long  continuing  | 
investigation  of  Hoxsey’s  treatment.  His 
claimed  cures  have  been  extensively  studied  j 
and  the  Food  and  Drug  Administration  has 

221  U.S.C.  375  (b)  This  authority  has  been  dele- 
gated to  the  Commissioner  of  Food  and  Drugs  by 
the  Secretary  of  Health,  Education,  and  Welfare, 

20  Federal  Register  1998. 

(Continued  on  Page  182)  j 
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MEDICAL  LIBRARY  BOOKSHELF 


FLUIDS  AND  ELECTROLYTES 

The  University  of  South  Dakota  workshop 
on  Fluids  and  Electrolytes  held  from  March 
21-24th  was  a pronounced  success. 

Dean  Hard  in  his  opening  remarks  to  the 
doctors  attending  emphasized  that  post- 
graduate work  was  becoming  of  increasing 
importance  for  keeping  up  to  date  on  de- 
velopments in  the  field  of  medicine. 

The  success  of  the  workshop  was  largely 
due  to  the  preliminary  work  of  the  commit- 
tee of  medical  staff  members,  consisting  of 
Dr.  F.  E.  Kelsey  (chairman),  Scott,  Shaw, 
Read,  and  Michael.  Lectures  were  given  by 
outstanding  authorities  combined  with  lab- 
oratory work  offering  opportunity  for  carry- 
ing out  experiments  involving  blood  and 
urine  analysis  for  sodium  and  potassium  with 
photometer,  measurement  of  blood  and 
plasma  volumes  with  ratioisotopes  and  car- 
diographic  procedures.  Follow  up  confer- 
ences resulted  in  correlation  with  the  clinical 
aspects. 

VISITING  SPEAKERS 

The  Friday  evening  speaker  was  Dr.  David 
P.  Earle  who’s  subject  was  “Cardiac  Edema 
and  the  Low-Salt  Syndrome.” 

According  to  the  new  9th  edition  of  Amer- 
ican Men  of  Science  (V.2  Biological  Sciences) 
Dr.  Earle  has  had  a distinguished  career  in- 
cluding the  position  of  Director  of  Research 
at  Goldwater  Hospital;  Associate  Professor 
of  Medicine  at  New  York  University  and  is 
now  Professor  of  Medicine  at  Northwestern 
Medical  School.  He,  in  cooperation  with 
others  has  published  several  important 
articles  on  water  and  electrolyte  metabolism 
and  renal  functions.  One  of  these,  “Cardio- 
vascular Dynamics,  Blood  Volumes,  Renal 


Functions  and  Electrolyte  Excretions  in  the 
Same  Patients  During  Congestive  Heart  Fail- 
ure and  After  Recovery  of  Cardiac  Compen- 
sation” was  published  in  Circulation  v.  7, 
1953,  pp.  674-686. 

Measurements  were  made  of  8 cardiac  pa- 
tients while  in  congestive  heart  failure  and 
again  after  they  had  recovered  cardiac  com- 
pensation. 

With  recovery  of  cardiac  compensation 
these  functions  tended  to  improve  toward 
normal  but  considerable  variation  was  noted 
between  subjects  in  degrees  of  change  in  dif- 
ferent functions  and  in  their  approach  to 
normal  values.  Blood  volume,  excretion  of 
electrolytes  and  water,  residual  pressures  in 
large  veins  and  right  heart  returned  to  nor- 
mal whereas  more  primary  functions,  car- 
diac output,  arteriovenous  oxygen  difference, 
renal  plasma  flow,  glomerular  filtration  rate 
frequently  did  not  become  normal  although 
they  generally  improved.  Recovery  of  satis- 
factory and  seemingly  equal  degrees  of  car- 
diac compensation  appeared  not  to  be  con- 
tingent upon  the  degree  of  improvement  or 
the  final  value  attained  in  any  one  or  any 
combination  of  primary  functions  measured. 

Two  interesting  talks  were  given  at  the 
Saturday  morning  session.  The  first  was  by 
Dr.  Edmund  C.  Burke,  Consultant,  Pediatric 
Section  of  the  Mayo  Clinic  on  Salt  and  Water 
Therapy  in  Pediatrics.  ^ 

A report  of  a case  of  the  failure  of  a pre- 
mature infant  to  gain  weight  due  to  low  so- 
dium feeding  was  given  by  Dr.  Burke  in  the 
Proceedings  of  the  Staff  of  the  Mayo  Clinic, 
V.  29,  1954,  p.  90.  The  provision  of  an  ade- 
quate intake  of  sodium  was  attended  by  a 
prompt  gain  in  weight.  Depravation  of  so- 
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dium  must  have  been  exaggerated  by  the 
relative  excess  of  potassium  in  the  special 
formula.  Provision  of  electrolytes  must  be 
assured  any  infant  given  an  artificial  form- 
ula. 

The  second  talk  on  Fluid  Therapy  in  Gas- 
tric and  Intestinal  Surgery  was  given  by  Dr. 
Merle  M.  Musselman,  Professor  of  Surgery 
at  the  University  of  Nebraska.  In  1953  while 
Surgical  Director  of  the  Dept,  of  Surgery  of 
the  Wayne  County  General  Hospital  in 
Eloise,  Michigan,  he  published  an  excellent 
article  on  the  management  of  water  and  elec- 
trolyte problems  in  Surgery  in  the  Journal 
of  Clinical  Pathology,  v.  23,  pt.  2,  1953,  p.  1121. 
Summary:  For  proper  functioning  the  cell 
must  have  the  proper  volume  of  water,  con- 
centration of  solutes  and  proper  pH.  The  3 
basic  features  of  the  fluid  that  bathes  the 
cells  are  (1)  volume  (dehydration,  over- 
hydration) (2)  concentration  (osmolarity)  (3) 
composition  (acid  base  balance).  These  can 
be  properly  evaluated  only  by  pooling  infor- 
mation gained  from  observation  of  the  pa- 
tient and  chemical  estimation  of  the  con- 
stituents of  the  blood,  the  urine  and  all  drain- 
age and  can  be  restored  to  normal  bounds 
by  regulatory  mechanisms  by  supplying  solu- 
tions designed  for  specific  purposes.  Paren- 
teral therapy  is  often  used  too  quickly  and 
continued  too  long. 

The  3 basic  isotonic  solutions,  glucose, 
physiologic  saline,  and  Hartmanns  are  dis- 
cussed and  also  potassium  and  other  solu- 
tions for  postoperative  administration. 

The  best  management  is  based  on  an  edu- 
cated estimate  of  the  situation  derived  from 
all  available  evidence  the  patient  being  con- 
sidered as  a whole. 

For  the  practising  physican  a clinical  man- 
ual by  Carl  A.  Moyer  entitled  Fluid  Balance, 
Year  Book,  1952,  which  presents  a simple 
practical  schema  of  diagnosis  pertaining  to 
fluid  and  electrolyte  imbalances  would  be 
a practical  guide  to  tentative  selection  of 
appropriate  therapeutic  measures.  Clinical 
manifestations  of  the  common  types  of 
derangements  as  seen  by  the  surgeon  have 
been  particularly  stressed  because  laboratory 
data  cannot  adequately  serve  as  a sole  basis 
for  fluid  and  electrolyte  therapy. 

Mrs.  Esther  Howard 

Medical  Librarian 


HOXSEY  WARNING— 

(Continued  from  Page  180) 
not  found  a single  verified  cure  of  internal 
cancer  effected  by  the  Hoxsey  treatment.  In 
addition,  the  National  Cancer  Institute  of  the 
United  States  Public  Health  Service  has  re- 
viewed case  histories  submitted  by  Hoxsey 
and  advised  him  that  the  cases  provided  no 
scientific  evidence  that  the  Hoxsey  treat- 
ment has  any  value  in  the  treatment  of  in- 
ternal cancer. 

On  October  26,  1953,  Harry  M.  Hoxsey,  the 
Clinic,  and  all  persons  in  active  concert  with 
him  were  enjoined  by  the  United  States  Dis- 
trict Court  at  Dallas,  Texas,  from  shipping 
their  worthless  cancer  medicines  in  inter- 
state commerce  with  labeling  representing, 
suggesting,  or  implying  that  the  products 
are  effective  in  the  treatment  of  any  type  of 
internal  cancer.  While  the  Government  in- 
tends to  prosecute  violations  of  the  injunc- 
tion, this  warning  is  necessary  for  the  im- 
mediate protection  of  cancer  victims  who 
may  be  planning  to  take  the  Hoxsey  treat- 
ment. 

Those  afflicted  with  cancer  are  warned  not 
to  be  misled  by  the  false  promise  that  the 
Hoxsey  cancer  treatment  will  cure  or  alle- 
viate their  condition.  Cancer  can  be  cured 
only  through  surgery  or  radiation.  Death 
from  cancer  is  inevitable  when  cancer  pa- 
tients fail  to  obtain  proper  medical  treatment 
because  of  the  lure  of  a painless  cure  “with- 
out the  use  of  surgery,  x-ray,  or  radium”  as 
claimed  by  Hoxsey. 

Geo.  P.  Larrick 

Commissioner  of  Food  and  Drugs 


The  TRAINING  SCHOOL 
at  VINELAND,  NEW  JERSEY 

For  R etarded  and  Slow-Learning  Children 
Established  in  1888  as  the  “Village  of  Hap- 
piness”; for  boys  and  girls,  all  ages. 
Academic,  vocational,  social  training;  wide 
recreation;  cottage  living;  medical,  psy- 
chiatric, psychologic  services.  Year-round 
program.  Special  Summer  Program.  Inter- 
nationally known  research  center. 

Write  Director,  The  TRAINING  SCHOOL 
at  VINELAND,  NEW  JERSEY.  Phone  7-0021 
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THE  MONTH  IN  WASHINGTON 


Among  a growing  list  of  ^health  measures 
receiving  active  consideration  this  Congress 
are  two  bills  that  have  a very  good  chance  of 
becoming  law  before  adjournment  this  sum- 
mer. That  both  measures  have  bi-partisan 
support  is  an  important  factor  in  this  elec- 
tion-charged year. 

Most  advanced  in  the  legislative  process, 
having  passed  the  Senate  before  the  Easter 
recess,  is  the  national  morbidity  survey  pro- 
posal. The  other  bill  which  also  originated 
in  the  Senate,  is  the  National  Library,  of 
Medicine  plan.  Both  are  indorsed  by  the 
Eisenhower  Administration. 

There  has  been  no  national  study  of  the 
extent  of  sickness  and  disability  since  the 
rather  inadequate  survey  made  in  1936  by 
the  WPA.  A series  of  special  and  continuing 
surveys  under  auspices  of  the  U.  S.  Public 
Health  Service,  accordingly  will  fill  “a  very 
great  need,”  Senator  Hill,  one  of  the  bill’s 
sponsors,  informed  the  Senate. 

Secretary  Folsom  of  the  Department  of 
HEW  describes  the  lack  of  morbidity  data  as 
“woeful.”  Nationwide  data  on  the  incidence, 
cause  and  duration  of  sickness  and  disability 
are  basic,  Mr.  Folsom  has  pointed  out,  to 
efforts  in  improving  voluntary  health  in- 
surance. 

The  Senate  agreed  and,  after  writing  in  an 
amendment  that  would  assure  the  conduct 
of  surveys  on  a non-compulsory  basis,  the 
bill  passed  without  a dissenting  voice.  The 
measure  then  went  to  the  House  Interstate 
and  Foreign  Commerce  Committee.  The 
Am,erican  Medical  Association  indorses  the 
survey  idea. 

The  National  Library  of  Medicine  bill 
sponsored  by  Senators  Hill  and  John  Ken- 
nedy is  an  outgrowth  of  one  of  the  Hoover 
Comm,ission  recommendations.  The  m.ed- 
ical  task  force  proposed  that  the  Armed 
Forces  Medical  Library  be  reconstituted  as 
the  National  Library  and  placed  under  the 
Smithsonian  Institution.  The  Hill-Kennedy 
bill  differs  from  the  Commission  in  one  major 
respect:  it  would  establish  the  Library  as  an 
independent  agency. 

Sentiment,  meanwhile,  has  developed  for 
placing  the  Library  in  the  Department  of 
HEW,  under  Public  Health  Service  super- 


vision. This  was  supported  by  the  Adminis- 
tration, and  the  Am-erican  Medical  Associa- 
tion urged  immediate  start  on  construction. 
Almost  two  years  ago,  before  the  question 
arose  of  a National  Library,  the  AM  A House 
of  Delegates  foresaw  the  need  for  housing 
the  Armed  Forces  Library  in  more  adequate 
quarters. 

The  bill’s  sponsors  pointed  out  that  the 
AMA  in  June  of  1954  had  found  that  “the 
irreplaceable  collections  of  the  Armed  For- 
ces Medical  Library  are  now  housed  in  a 67- 
year-old  building  totally  unsuitable  for  the 
purpose  by  reason  of  its  inadequate  size,  poor 
state  of  repair,  susceptibility  to  fire  hazard 
and  general  inadaptibility  to  efficient  opera- 
tions . . .” 

Both  Senators  made  this  additional  point: 
so  long  as  it  rem.ains  in  the  Defense  Depart- 
ment, the  Library  simply  cannot  compete  for 
funds  against  the  needs  and  demands  of  those 
activities  directly  related  to  national  defense. 
^ * 

A major  development  in  the  long  legisla- 
tive historj^  of  the  House-approved  bill  to 
open  up  the  social  security  system,  to  cash 
disability  payments  was  the  testimony  of 
Secretary  Folsom  to  the  Senate  Finance 
Committee. 

In  a 3-hour  appearance  as  the  101st  and 
final  witness,  Mr.  Folsom  warned  against  en- 
actment on  the  disability  portion  of  the  bill 
as  well  as  the  plan  to  lower  the  retirement 
age  of  wom.en  from  65  to  62. 

Disability  payments  at  age  50,  Mr.  Folsom 
declared,  present  “grave  uncertainties”  and 
“potential  heavy  costs  to  all  social  security 
taxpayers.”  A majority  of  the  witnesses 
heard  during  the  extended  hearings  opposed 
this  section  of  the  bill,  H.R.  7225. 

* ^ * 

On  the  eve  of  the  launching  of  the  1956 
Cancer  Crusade,  the  Food  and  Drug  Admin- 
istration issued  its  first  public  warning  of 
this  type  in  several  years  against  the  cancer 
treatment  fostered  by  Harry  M.  Hoxsey. 
FDA  said  long  and  thorough  study  by  it  and 
the  National  Cancer  Institute  has  produced 
“no  scientific  evidence  that  the  Hoxsey  treat- 
ment has  any  value  in  the  treatment  of  inter- 
nal cancer.”  FDA  said  Hoxsey  operates 
clinics  at  Dallas,  Tex.,  and  Portage,  Pa. 
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Tetracycline  Lederle 


in  the  treatment  of 

respiratory  infections 

January  and  his  associates*  have  written 
on  the  use  of  tetracycline  (Achromycin) 
to  treat  118  patients  having  various 
infections,  most  of  them  respiratory,  in- 
cluding acute  pharyngitis  and  tonsillitis, 
otitis  media,  sinusitis,  acute  and 
chronic  bronchitis,  asthmatic  bronchitis, 
bronchiectasis,  bronchial  pneumonia, 
and  lobar  pneumonia.  Response  was 
judged  good  or  satisfactory  in  more  than 
84  % of  the  total  cases. 

Each  month  there  are  more  and  more 
reports  like  this  in  the  literature,  docu- 
menting the  great  worth  and  versatility 
of  Achromycin.  This  antibiotic  is  unsur- 
passed in  range  of  effectiveness.  It  provides 
rapid  penetration,  prompt  control.  Side 
effects,  if  any,  are  usually  negligible. 

No  matter  what  your  field  or  specialty. 
Achromycin  can  be  of  service  to  you. 
For  your  convenience  and  the  patient’s 
comfort,  Lederle  offers  a full  line  of 
dosage  forms,  including 

ACHROMYCIN  SF 

Achromycin  with  Stress  Formula  Vita- 
mins. Attacks  the  infection — defends  the 
patient — hastens  normal  recovery.  For 
severe  or  prolonged  illness.  Stress  formula 
as  suggested  by  the  National  Research 
Council.  Offered  in  Capsules  of  250  mg. 
and  in  an  Oral  Suspension,  125  mg.  per 
5 cc.  teaspoonful. 


Tine 


For  more  rapid  and  complete 
absorption.  Offered  only  by  Lederle  ! 


ffined  sealed  capsules 


■January,  H.  L.  et  al:  Clinical  experience  with 
tetracycline.  Antibiotics  Annual  1954-55,  p.  625. 


LEDERLE  LABORATORIES  DIVISION 

AM  S RICAN  CVANAMID  COM  PANV 

PEARL  RIVER,  NEW  YORK 


•req.  u.  s.  pat.  off. 


PHOTO  DATA;  4X5  VIEW  CAMERA,  F5.6,  l/25  SEC.,  EXISTING 
LIGHTING  AT  DUSK,  ROYAL  PAN  FILM. 
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R.  E.  HUFFMAN  COMPANY 


Business  Machines  and  Office  Equipment 


FRED’S 

Fashion  Headquarters 


Where  Shopping  is  a Pleasure 


JORGENSEN’S 


Men’s  Suits  and  Haberdashery 


Corner  of  4th  & Main 


THE  WEBB  COMPANY 

Luggage,  Leather  Goods  and  Hosiery 

Footwear  For  the  Entire  Family 


315  S.  Main 


Aberdeen,  S.  D. 


Feinstein's 

Bootery 


Welcome! 


Aberdeen's  Style  Centers 


Feinstein's 

ready-to-wear 


New  York  Store,  Inc. 


The  House  of  Beautiful  Feminine  Apparel 


Sherman  Hotel  Bldg. 
Aberdeen,  S.  D. 
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The  Family  Shoe  Store 

P ^ H BOOTERY 

205  S.  Main  Aberdeen 


BENDER’S 

Children's  Store 

everything  from  tots  to  teens 
417  S.  Main 
Aberdeen,  S.  D. 


WELCOME  TO  ABERDEEN 

and 

Congratulations  on  75  years  of  service  to  the  people  of 

North  and  South  Dakota 
from 

the  Aberdeen  District  Pharmaceutical  Society 
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FEATURES  FROM  YOUR 
ANNUAL  MEETING  PROGRAM 


“The  Pathologist’s  Responsibility  in  the  Diagnosis  and  Treatment  of  Cancer”  — Lauren  V. 
Ackerman,  M.D.,  St.  Louis,  Missiouri 

“Roentgen  Diagnosis  of  the  Acute  Abdomen”  ~ Roger  A.  Harvey,  M.D.,  Chicago,  Illinois 

“Acute  Surgical  Abdomen”  — Arnold  S.  Jackson,  M.D.,  Madison,  Wisconsin 

“Diseases  of  the  Thyroid”  — George  Crile,  Jr.,  M.D.,  Cleveland,  Ohio 

“Acute  Obstructive  Supraglottic  and  Infraglottic  Laryngitis”  — Alden  H.  Miller,  M.D.,  Los 
Angles,  California 

“Changing  Concepts  in  the  Surgical  Treatment  of  Cancer”  — George  Crile,  Jr.,  M.D.,  Cleve- 
land, Ohio 

Cancer  Forum  — Moderator,  Leonard  Larson,  M.D.,  Trustee  of  AMA  Participants  — Lauren 
V.  Ackerman,  M.D.,  Roger  Harvey,  M.D.,  and  Arnold  S.  Jackson,  M.D. 

“The  Management  of  Cephalopelvic  Disproportion”  — William  F.  Mengert,  M.D.,  Chicago, 
Illinois 

“Dermatologic  Use  of  Steroids”  — Francis  W.  Lynch,  M.D.,  Minneapolis,  Minnesota 

“Tuberculosis  and  the  Physician  in  General  Practice”  — J.  A.  Myers,  M.D.,  Minneapolis,  Minn- 
esota, Walter  L.  Palmer,  M.D.,  Chicago,  Illinois 

“Diabetes  Mellitus  with  a Discussion  of  the  Newer  Types  of  Insulin”  — E.  H.  Rynearson,  M.D., 
Rochester,  Minnesota 

“Evaluation  of  Newer  Surgical  Techniques  for  Congenital  Malformations  of  the  Heart”  — ■ 
Paul  Adams,  M.D.,  Minneapolis,  Minnesota 

“Foot  Problems  Amenable  to  Surgical  Treatment”  — Mark  Coventry,  M.D.,  Rochester,  Minn. 

“Surgical  Treatment  of  Hydronephrosis”  — Frederick  E.  B.  Foley,  M.D.,  St.  Paul,  Minnesota 

“The  Respirator  Center  and  Rehabilitation”  — William  A.  Spencer,  M.D.,  Houston,  Texas 

“Precancerous  Lesions  of  the  Colon  and  Rectum”  — Walter  A.  Fansler,  M.D.  and  C.  A.  Neu- 
meister,  M.D.,  Minneapolis,  Minnesota 

“Post-Operative  Psychoses”  — E.  M.  Hammes,  Jr.,  M.D.,  St.  Paul,  Minnesota 

“Diagnostic  Aspects  of  Surgically  Correctable  Malformations  of  the  Heart  in  Infants”  — Paul 
Adams,  M.D.,  Minneapolis,  Minnesota 

“Pituitary”  — E.  H.  Rynearson,  M.D.,  Rochester,  Minnesota 
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CANCER,  THYROID,  ABDOMINAL 
SURGERY  HIGHLIGHT  MEETING 


Highlighting  the  first  day’s 
scientific  sessions  of  the 
Joint  North  and  South  Da- 
kota annual  meeting  in 
Aberdeen,  June  2-6  will  be 
discussions  on  thyroid,  can- 
cer, and  abdominal  surgery. 

Starting  with  a film  at  9:00 
A.  M.  June  4th  titled  “Total 
Right  Hepatic  Lobectomy” 
the  program  will  then  feat- 
ure Dr.  Lauren  V.  Ackerman, 
Professor  of  Surgical  Path- 
ology at  St.  Louis  University 
speaking  on  the  “Pathologists 
Responsibility  in  the  Diag- 
nosis and  Treatment  of  Can- 
cer.” 


L.  V.  Ackerman,  M.D. 


Dr.  Roger  Harvey,  Profes- 
sor and  Head  of  the  Depart- 
ment of  Radiology  at  the 


University  of  Illinois  will 
follow  with  a paper  on 
“Roentgen  Diagnosis  of  the 
Acute  Abdomen.” 


Roger  Harvey,  M.D. 


Dr.  Arnold  Jackson,  presi- 
dent of  the  I.  S.  Chapter,  In- 
ternational College  of  Sur- 
geons will  discuss  the  “Acute 
Surgical  Abdomen.” 

Completing  the  morning 
program  will  be  Dr.  George 
Crile,  Jr.,  surgeon  from  the 
Cleveland  Clinic,  who  will 
discuss  “Diseases  of  the  Thy- 
roid.” 

During  the  afternoon  ses- 
sion, there  will  be  a cancer 
symposium  featuring  Drs. 
Ackerman,  Harvey  and  Jack- 
son,  headed  by  moderator 
Leonard  Larson,  M.D.  of 


Arnold  Jackson,  M.D. 


George  Crile.  M.D. 
Bismarck.  In  addition  to  the 
Cancer  discussions,  Dr.  Crile 
will  speak  on  “Changing 
Concepts  in  the  Surgical 
Treatment  of  Cancer”  and 
Dr.  Allen  Miller  of  Los 
Angeles  will  speak  on  “Acute 
Obstructive  Supraglottic  and 
Infraglottic  Laryngitis.” 
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TWIN  CITY  PHYSICIANS 
ARE  PROGRAM  FEATURES 


Leading  specialists  from 
the  Twin  Cities  will  be  feat- 
ured on  the  diamond  jubilee 
program  of  the  S.D.S.M.A. 
meeting  in  joint  session  with 
the  N.D.S.M.A. 

Two  speakers  who  ap- 
peared on  the  program 
twenty-five  years  ago  will  be 
back  to  celebrate  the  event. 
They  are  Drs.  J.  A.  Myers 
and  Walter  A.  Fansler.  Dr. 
Myers  is  widely  known  for 
his  work  in  Tuberculosis  and 
will  use  as  his  topic,  “Tuber- 
culosis and  the  Physician  in 
General  Practice.” 


J .A.  Myers,  M.D. 


W.  A.  Fansler,  M.D. 


Dr.  Fansler  is  a practicing 
proctologist  in  Minneapolis. 
He  will  speak  on  “Precancer- 
ous  Lesions  of  the  Colon  and 
Rectum.” 

Further  representing  the 
Twin  Cities  will  be  Doctor 
E.  M.  Hammes,  Jr.  of  St. 
Paul  who  will  speak  on 
“Post-Operative  Psychoses.” 
Dr.  Hammes  is  well-known 
in  South  Dakota.  His  paper 
is  scheduled  for  Wednesday 
morning  June  6th. 


E.  M.  Hammes,  M.D. 


Included  in  the  program 
from  the  Twin  Cities  will 
also  be  specialists  in  the 
fields  of  urology,  pediatrics 
and  dermatology.  Dr.  F.  E.  B. 
Foley,  Clinical  Professor  of 
Urology  at  the  University  of 
Minnesota  will  present  a 
paper  on  “Surgical  Treat- 
ment of  Hydronephrosis.” 
Dr.  Paul  Adams  of  the  Uni- 
versity of  Minnesota  will 


present  two  papers  on  the 
5th  and  6th,  one  entitled, 
“Evaluation  of  Newer  Sur- 
gical Techniques  for  Con- 
genital Malformations  of  the 
Heart,”  the  other,  “Diagnos- 
tic Aspects  of  Surgically 
Correctable  Malformations 
of  the  Heart  in  Infants.” 


F.  W.  Lynch,  M.D. 


Francis  W.  Lynch,  M.D., 
well-known  dermatologist 
will  round  out  the  Twin  City 
team.  Dr.  Lynch  will  speak 
on  “The  Dermatologic  Use  of 
Steroids.” 


DIABETES  GROUP 
SCHEDULES  NOON 
DISCUSSION  LUNCH 

The  North  Dakota  Dia- 
betes Association  has  invited 
its  members  and  interested 
internists  and  general  prac- 
titioners to  sit  in  on  a lun- 
cheon Tuesday  noon,  June 
5th  to  discuss  diabetes  with 
Dr.  E.  H.  Rynearson  of  the 
Mayo  Clinic.  Dr.  E.  A.  Haunz 
is  in  charge. 
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A.C.P.  HEAD 
ON  PROGRAM 
Dr.  Walter  Palmer,  presi- 
dent of  the  American  College 
of  Physicians  will  be  feat- 
ured on  the  program  of  the 
annual  meeting  on  Tuesday. 
At  the  time  of  going  to  press, 
Dr.  Palmer’s  subject  had  not 
been  selected.  It  will  be 
listed  in  the  program  to  be 
mailed  in  a few  days. 


MAYO  CLINIC 
PLACES  TWO 
ON  PROGRAM 

Two  speakers  from  the 
Mayo  Clinic  will  be  featured 
on  the  annual  meeting  pro- 
gram in  Aberdeen. 


Mark  Coventry.  M.D. 


E.  H.  Rynearson,  M.D. 


Dr.  Mark  Coventry,  ortho- 
pedic surgeon  will  speak  on 
“Foot  Problems  Amenable  to 
Surgical  Treatment”  and  Dr. 
E.  H.  Rynearson  will  speak 
twice,  once  on  “Diabetes 
Mellitus  With  a Discussion 
of  Newer  Types  of  Insulin” 
and  also  on  “Pituitary.”  Both 
doctors  are  well-known  in 
South  Dakota  and  will  be 
well-received  at  the  meeting. 


MENGERT  IS  OB 
PROGRAM  SPEAKER 

William  F .Mengert,  M.D., 
Professor  and  Chairman  of 
the  Department  of  Obstetrics 
and  Gynecology  at  the  Uni- 
versity of  Illinois  will  head- 
line the  Tuesday,  June  5th 
program  when  he  speaks  on 
“The  Management  of  Cepha- 
lopelvic  Disproportion.” 


W.  F.  Mengeri,  M.D. 


Dr.  Mengert  became  a dip- 
lomate  of  the  American 
Board  of  Ob-Gyn  in  1933  and 
since  that  time  has  been  an 
Assistant  Professor  at  the 
University  of  Iowa,  Profes- 
sor and  Head  of  the  Depart- 
ment at  Southwestern  Med- 
ical School,  and  in  1955  he 
assumed  his  present  position. 
He  is  a member  of  the  Na- 
tional Board  of  Medical  Ex- 
aminers. 


REHABILITATION  IS 
PROGRAM  SUBJECT 

Rehabilitation  will  be  the 
subject  of  discussion  when 
Dr.  William  A.  Spencer,  di- 
rector of  the  Southwestern 
Poliomyelitis  Respiratory 
Center  of  Houston  appears 
on  the  annual  meeting  pro- 
gram. Dr.  Spencer  is  a John 
Hopkins  graduate  and  was 
recently  voted  one  of  the  10 


W.  A.  Spencer,  M.D. 

outstanding  young  men  of 
the  year  for  his  work  with 
polio  victims. 


AMA  PRES.-ELECT 
BANQUET  SPEAKER 
Dr.  Dwight  Murray,  gen- 
eral practitioner  of  Napa, 
California,  and  incoming 
president  of  the  American 
Medical  Association  will  be 
the  banquet  speaker  at  the 
annual  meeting  Monday 
night,  June  4th.  Dr.  Murray 
will  visit  South  Dakota  on 
his  way  to  Chicago  to  be  in- 
ducted into  his  new  position. 
He  will  be  introduced  by  Dr. 
Leonard  Larson,  AMA  trus- 
tee from  Bismarck,  North 
Dakota. 
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PIERRE  DISTRICT 
MEETS  IN  MARCH 

The  Pierre  District  Med- 
ical Society  met  at  the  Fal- 
con Cafe  in  Pierre  on  March 
13th. 

Elected  officers  were: 
S.  W.  Fox,  M.D.,  president, 
S.  B.  Simon,  M.D.,  vice-presi- 
dent and  J.  T.  Cowan,  M.D., 
secretary-treasurer.  C.  L. 
Swanson,  M.D.  was  named 
delegate  to  the  state  associa- 
tion’s House  of  Delegates. 


MITCHELL  DISTRICT 
ELECTS  OFFICERS 

At  the  March  meeting  of 
the  6th  District  (Mitchell) 
Medical  Society  officers  were 
elected  for  the  year  1956. 

The  new  president  is  L.  W. 
Tobin,  M.D.,  Mitchell,  and 
other  officers  are:  D.  R.  Neli- 
mark,  M.D.,  Mitchell,  vice- 
president  and  C.  1.  Stevens, 
M.D.,  Mitchell,  secretary- 
treasurer.  Delegates  are 
H.  R.  Lewis,  M.D.  and  W.  H. 
Fritz,  M.D.,  both  of  Mitchell. 

Dr.  A.  H.  Hoyne  was  selec- 
ted district  “General  Prac- 
titioner of  the  Year.” 


ABERDEEN  DISTRICT 
SOCIETY  MEETS 

The  Aberdeen  District 
Medical  Society  held  its 
regular  monthly  meeting  on 
Wednesday  evening,  April 
4th  in  the  Mexican  Room  of 
the  Sherman  Hotel.  About 
twenty-five  Doctors  attended 
the  meeting;  and  the  Wo- 
men’s Auxiliary  met  with 
the  members  for  dinner,  and 
then  held  a separate  meeting 
to  discuss  their  plans  for  the 
State  Convention.  Doctors 
D.  H.  Breit,  of  Sioux  Falls, 
and  E.  A.  Johnson,  of  Mil- 
bank  members  of  the  pre- 


payment and  insurance  plan 
committee  of  the  State  Med- 
ical Association  discussed 
plans  for  a Blue  Shield  in- 
surance program.  A film  en- 
titled ‘The  Cardiac  Patient 
in  Stress:  Work,  Surgery, 
Pregnancy’;  which  was  then 
shown.  The  film  was  a closed 
television  film  with  Doctors 
Paul  Dudley  White,  Samuel 
A.  Levine,  Merrill  C.  Sosman 
of  Harvard,  and  Benjamin 
Etsten  of  Tuft’s  University 
as  participating  clinicians. 


12TH  DISTRICT 
MEETS  APRIL  6 
The  12th  District  Medical 
Society  met  in  Knapps  Cafe 
at  Webster  for  a dinner 
meeting  on  April  6th. 

The  program  consisted  of 
a presentation  on  Blue  Shield 
by  Dr.  E.  A.  Johnson  and  a 
program  of  mental  health  for 
Northeastern  South  Dakota. 


NEWS  NOTES 
Two  hundred  Hecla  resi- 
dents attended  a reception 
for  Dr.  Constantin  Sprosts 
who  located  in  the  commun- 
ity recently. 

*  *  * * 

The  Sioux  Falls  District 
“Doctors  Day  Dinner”  is 
■scheduled  for  May  12th.  The 
affair  is  put  on  by  the  doc- 
tors’ wives. 


Dr.  I.  R.  Salladay,  Pierre, 
recently  attended  the  course 
in  Radiology  at  the  Univer- 
sity of  Minnesota  Continua- 
tion Center. 

* * * 

Dr.  Mark  F.  Williams  of 
Conde  has  recently  left  that 
community  and  is  now  lo- 
cated at  the  Veterans  Ad- 
ministration in  Sioux  Falls. 
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RUSH  ALUMNI 
HONORS  DAKOTAN 

’82.  John  Knox  Kutnewsky 

was  born  in  Illinois  and  prac- 
ticed in  Redfield,  South  Da- 
kota, for  fifty-five  years,  for 
twenty-three  of  which  he 
was  superintendent  of  the 
State  School  and  Home  for 
the  Feeble  Minded. 

In  1939  he  and  his  wife  re- 
turned to  Illinois  to  live  with 
their  daughter,  Mrs.  Edna  K. 
Spangler,  in  Evanston.  Mrs. 
Kutnewsky  died  two  years 
ago  at  ninety-three  years  of 
age. 

Dr.  Kutnewsky  enjoys  fine 
health  and  last  Thanksgiving 
he  traveled  to  Glenview  to 
spend  the  day  with  his 
grandson. 

He  is  probably  Rush’s  old- 
est living  graduate:  when  he 
reads  this  he  will  be  ninety- 
eight  years  old. 


MEDICAL  SCHOOL 
NEWS  NOTES 

A very  successful  Post- 
gradute  Medical  Course  on 
Fluids  and  Electrolytes  was 
completed  at  the  University 
of  South  Dakota  School  of 
Medical  Sciences  on  March 
24.  Visiting  speakers  were: 

Edmund  C.  Burke,  M.D., 

Consultant,  Pediatric  Sec- 
tion, Mayo  Clinic,  Rochester, 
Minn. 

David  P.  Earle,  M.D.,  Pro- 
fessor of  Medicine,  North- 
western University,  Chicago, 

111. 

Merle  M.  Musselman,  M.D., 

Professor  of  Surgery,  Uni- 
versity of  Nebraska,  Omaha, 
Nebraska. 
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The  registrants  for  the 
course  are  listed  as  follows: 

Practicing  Physicians 
J.  T.  Tidd.  M.D..  Yankton 
C.  E.  Kemper.  M.D.,  Viborg 
C.  1.  Stevens,  M.D.,  Mitchell 
M.  W.  Pangburn,  M.D.,  Miller 
G.  Q.  Olsson,  M.D., 

Rapid  City 

G.  S.  Rost,  M.D.,  Lake  City, 

la. 

H.  H.  Theissen,  M.D.,  Rapid 

City 

C.  L.  Chu.  M.D.,  Sanator 

L.  W.  Keller,  M.D..  Webster 
O.  N.  Glesne,  M.D..  Fort 
Dodge,  la. 

R.  D.  Price.  M.D.,  Armour 
E.  P.  Voss,  M.D.,  Ft.  Pierre 
Residents:  Sacred  Heart 
Hospital 

G.  R.  Bell.  M.D..  Yankton 

D.  G.  Vellek,  M.D.,  Yankton 
J.  D.  Chapp,  M.D.,  Yankton 
D.  F.  Schultz,  M.D..  Yankton 
R.  M.  Chubb,  M.D.,  Yankton 


FORD  FUND 

AIDS  MEDICINE 

A $10,000,000  program  of 
grants  to  the  National  Fund 
for  Medical  Education  was 
announced  today  by  H.  Ro- 
wan Gaither,  Jr.,  president 
i of  The  Ford  Foundation. 

i 

The  appropriation  is  in- 
I tended  to  assist  the  National 
Fund  for  Medical  Education 
! in  its  efforts  to  strengthen 
the  financial  support  for 
medical  schools  throughout 
the  United  States,  both  pub- 
lic and  private,  and  to  de- 
velop new  sources  of  such 
support. 

Grants  from  the  $10,000,000 
appropriation  will  be  paid  to 
the  National  Fund  on  a 
matching  scale  in  a program 
that  could  last  up  to  10  years 
: but  might  be  accelerated  to 
completion  in  five  years,  de- 
i pending  upon  the  rate  at 


which  the  National  Fund  de- 
velops additional  support  for 
medical  education.  The  max- 
imum grant  in  any  one  year 
would  be  $2,000,000. 

The  sliding  formula  by 
which  The  Ford  Foundation 
will  match  the  National 
Fund’s  receipts  is  designed 
to  give  particular  encourage- 
ment in  the  early  years  of 
the  plan  to  increasing  the 
contributions  of  existing 
donors  and  to  attracting  new 
donors. 

In  1955  the  National  Fund 
raised  approximately  $2,147,- 
000  in  unearmarked  funds 
for  distribution  to  the  na- 
tion’s medical  schools.  If  the 
Fund’s  receipts  are  of  equal 
magnitude  in  1956,  the  Fund 
would  receive  under  the 
Ford  Foundation’s  formula 
grants  totaling  70  per  cent  of 
this  amount,  or  $1,503,486. 
All  contributions  to  the  Na- 
tional Fund  in  excess  of  the 
1955  total  would  be  matched 
dollar  for  dollar,  subject  to 
the  annual  maximum  of  $2,- 
000,000. 

In  succeeding  years  the 
Fund’s  receipts  would  be 
matched  on  a diminishing 
scale,  but  all  receipts  over 
the  preceding  year’s  total 
would  be  matched  dollar  for 
dollar,  up  to  the  $2,000,000 
annual  total. 

* * 

The  new  appropriation  is 
totally  distinct  from  the 
$90,000,000  appropriation  an- 
nounced by  the  Ford  Foun- 
dation’s board  of  trustees  in 
December,  1955  to  help  pri- 
vately-supported medical 
schools  strengthen  their  in- 
struction. Allocations  under 
this  grant  are  to  be  deter- 
mined by  the  Trustees  after 
consultation  with  an  ad- 
visory group  soon  to  be 


formed,  and  will  be  paid  di- 
rectly to  the  schools. 


COSMETIC  MEETING 
SET  FOR  AMA 

The  Committee  on  Cos- 
metics will  sponsor  a sym- 
posium at  the  105th  Annual 
Meeting  of  the  American 
Medical  Association  in 
Chicago,  June  11-15,  1956. 
The  symposium  will  be  held 
at  3:00  P.  M.  Wednesday, 
June  13th  in  the  Ballroom  of 
the  Knickerbocker  Hotel. 

This  is  the  first  time  in  the 
history  of  the  Association 
that  a program  has  been 
specifically  planned  to  in- 
form the  physician  on  the 
significance  of  cosmetics  in 
medical  practice.  This  sym- 
posium was  prompted  by  the 
Committee’s  recognition  of 
the  increasing  psychologic, 
physiologic  and  economic 
importance  of  a healthy  at- 
tractive skin  and  the  close 
relationship  between  these 
aspects  and  the  use  of  cos- 
metics. 


COMMISSION 
ON  PATIENT  CARE 
HOLDS  SESSION 

The  South  Dakota  Joint 
Commission  for  the  Improve- 
ment of  Patient  Care  met  in 
Huron,  March  24th  to  discuss 
problems  of  nursing,  con- 
tracts for  hospital  personnel, 
public  relations  and  surgical 
permits. 

Officers  of  the  commission 
were  reelected  to  serve  an- 
other year.  They  are:  Mother 
M.  Cornelia,  Chairman;  Hazel 
Hubbs,  R.N.,  vice-chairman 
and  Sister  M.  Alysius  Ann, 
secretary. 
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CAL-ZO- 

...still  the 


best  all-purpose 

DRESSING  OINTMENT 


CAL-ZO,  originally  preprared  as  the  most  suitable 
dressing  ointment  for  pressure-sponge  ambulatory 
treatment  of  varicose  ulcers,  continues  as  the 
ointment  of  choice  for  dressings  of  every  nature. 
CAL-ZO  is  ideal  whenever  calamine  and  zinc 
oxide  are  indicated. 

CAL-ZO  provides  a semi-fluid  cushion  at  body 
temperature  thus  protecting  lesions  under  treatment. 
Contact  between  gauze  threads  and  seeping  surfaces 
is  prevented.  Non-caking,  it  will  not  interfere 
with  the  healing  lesion.  CALZO,  because  of  its 
special  base,  will  not  soak  into  dressing  at  body 
temperatures.  Easy  to  apply,  CAL-ZO  is  the  choice  of 
the  clinician  when  all-purpose  dressing  ointments 
are  considered. 

Jars  of  1 oz. 

Jars  of  1 !4  lb. 


Physicians  & Hospitals  Supply  Co. 

1400  Harmon  Place  Minneapolis,  Minn. 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREM  ARIN: 

widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 
NewYork,  N.  Y.  • Montreal,  Canada 
5645 
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BUSINESS  OUTLOOK  IN 
SOUTH  DAKOTA* 

By 

Lyle  M.  Bender,  D.P.A.** 


It  is  indeed  a pleasure  to  address  your  or- 
ganization on  the  subject  of  business  pros- 
pects. In  times  like  these  all  businessmen, 
farmers,  drug  store  managers  and  others 
are  keenly  interested  in  the  future  develop- 
ments of  our  economy.  Drug  store  managers 
and  similar  businessmen  in  South  Dakota  are 
not  only  interested  in  general  business  trends 
but  are  also  interested  in  the  welfare  of  agri- 
culture. Farmers,  on  the  other  hand,  watch 
more  closely  the  trends  in  business  centers 
as  indicators  of  demand  for  their  products. 
They  are  also,  of  course,  very  mindful  of  the 
course  of  business  in  their  local  stores  — 
especially  as  they  apply  to  cost  rates  of  the 
supplies  or  services  supplied  to  them  by  you 
and  other  businessmen. 

I would  like  to  present  two  things.  First,  I 
will  set  forth  the  current  outlook  prospects 
and  will  attempt  to  point  out  both  the  strong 
and  weak  spots.  Secondly,  I would  like  to 
look  forward  with  you  regarding  the  mid- 
term prospects  say  for  the  next  10  years.  Of 
course,  we  cannot  be  very  specific  in  this 
field  but  I believe  there  is  some  trend  in- 
formation that  we  should  recognize  and  ap- 
praise. 

General  Business  Prospects 

The  pulse  of  business  activity  is  erratic  as 
I indicated  in  a series  of  outlook  articles 
early  in  the  year.  We  have  progressed  enough 

*Presented  at  the  Pharmaceutical  Institute,  South 
Dakota  State  College,  April  11,  1956. 

**Farm  Management  Specialist,  Extension  Service, 
State  College. 


into  1956  to  convince  most  people  that  bus- 
iness activity  is  unmistakably  slowing  down 
yet  quite  strong.  Two  questions  of  interest 
are  “How  much  business  will  decline?”  and 
“How  soon  will  it  pick  up  again?” 

The  most  general  outlook  for  1956  is  for 
little  change  in  the  level  of  production  dur- 
ing the  first  three  quarters  of  the  year.  A 
rise  in  production  and  general  economic  ac- 
tivity may  be  in  store  late  in  the  year  or 
early  in  1957. 

Total  production  and  employment,  con- 
sumer and  business  buying  are  likely  to  be- 
have in  a mixed  manner,  so  that  on  balance 
personal  incomes  will  show  a slow  rise  dur- 
ing the  year.  The  rate  or  rise  will  be  slower 
than  a year  ago. 

Prices  at  both  the  wholesale  and  consumer 
levels  will  continue  to  exhibit  a high  degree 
of  stability.  However,  they  will  show  a tend- 
ency to  inch  upward. 

The  strength  of  general  business  activity 
in  South  Dakota  will  be  somewhat  softer 
than  that  for  the  economy  as  a whole.  Areas 
blessed  with  tourist  attractions,  and  govern- 
ment activity  such  as  building  dams,  military 
activities,  or  strategic  materials  should  fare 
well.  Other  areas,  dependent  on  farm  pro- 
duction, will  not  have  such  a rosy  outlook. 
On  this  point,  of  course,  much  depends  upon 
the  weather. 

Agricultural  Prospects 

Farmers  the  country  over  are  geared  for 
another  year  of  .large  output  under  normal 
weather  conditions.  Expected  plantings  may 
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be  only  slightly  less  than  in  recent  years. 
Most  all  lines  of  livestock  production  are 
showing  increases.  On  top  of  this  the  carry- 
over of  stocks  of  grains  is  very  large. 

A similar  trend  is  noted  for  agriculture  in 
South  Dakota.  Expected  plantings  are  down 
less  than  for  the  United  States.  All  livestock 
production  may  show  increases  except  hogs 
which  will  decline  moderately. 

Prices  received  by  farmers  are  likely  to  be 
on  the  weak  side  throughout  the  year  as  a 
result  of  large  supplies  and  large  prospective 
production.  On  the  other  hand,  prices  paid 
by  farmers  — which  are  those  prices  you 
charge  farmers  — have  tended  to  hold  steady 
and  to  rise  a little. 

Under  these  conditions  one  cannot  expect 
any  great  improvement  in  total  farm  income 
in  the  year  ahead.  Last  year  gross  farm  in- 
come for  South  Dakota  declined  11  percent 
and  for  the  nation  3 percent.  On  the  whole, 
the  expected  “good”  business  conditions  will 
not  restore  inflationary  prices  for  farm 
products.  On  the  other  hand,  continuing  high 
levels  of  employment  and  consumer  income 
will  help  to  maintain  effective  markets  for 
the  exceptionally  large  amounts  of  food  that 
will  be  produced  on  our  farms. 

The  pending  farm  program  is  not  likely  to 
change  the  farm  outlook  picture  for  this  year 
because  of  its  lateness.  However,  the  soil 
bank  idea  coupled  with  flexible  price  sup- 
ports is  an  earnest  effort  to  get  at  an  import- 
ant part  of  the  farm  problem. 

Let  us  now  briefly  highlight  some  of  the 
strong  and  weak  spots  in  the  business  out- 
look. First,  let  us  look  at  the  weak  spots. 

The  four  main  weak  spots  are  automobile 
production,  home  building,  savings  rate  and 
the  farm  situation.  Auto  production  was  cut 
back  sharply  during  the  winter,  and  further 
shrinkage  in  this  industry  is  unlikely. 

The  rate  of  home  building  dropped  sharply 
in  1955.  Further  increases  are  expected  in 
the  year  ahead. 

Both  of  these  industries  felt  the  impact  of 
the  liberal  credit  policy  of  a year  or  two  ago. 
Credit  restrictions  resulted  in  a decrease  in 
housing  starts.  Recent  easing  of  credit  terms 
is  credited  with  renewed  housing  starts. 

Late  in  1955  people  began  to  save  more. 
Also,  they  began  to  pay  off  consumer  debt 
which  is  the  same  thing  as  saving  in  national 
income  accounting.  The  car  industry  and 


certain  other  durable  goods  industries  are 
feeling  the  affect  of  this  action  now. 

The  continued  decline  in  farm  income  will 
be  a disturbing  force  in  areas  heavily  de- 
pendent upon  agriculture  and  in  special  in- 
dustries like  machinery. 

Now  we  shall  explore  the  strong  spots. 
There  are  several  major  signs  pointing  to 
continued  high-speed  business  activity. 
Among  them  are  business  plans  for  expan- 
sion and  construction  contracts  now  being  let, 
consumer  buying  intentions,  the  slow  rise  in 
government  purchases  of  goods  and  services 
and  the  general  rise  in  consumer  income. 

Perhaps  the  brightest  spot  in  economic 
prospects  is  businessmen’s  plans  for  expan- 
sion in  1956.  They  expect  to  pay  out  35  bil- 
lion dollars  for  new  plants  and  equipment,  or 
22  percent  more  than  the  record  outlay  last 
year.  These  expenditures  for  business  ex- 
pansion are  extremely  important.  They  will 
make  employment  for  more  than  seven  mil- 
lion workers.  Unemployment  and  general 
depression  does  not  occur  when  businessmen 
are  spending  heavily  for  new  plants  and 
equipment. 

Consumers  (families  and  individuals)  are 
planning  to  spend  about  as  much  this  year 
as  they  did  last  year.  This  general  optimism 
stems  from  the  expectation  of  full  employ- 
ment, and  slowly  rising  wage  rates.  The  use 
of  credit  also  plays  a part  here.  However, 
with  the  credit  reins  becoming  tighter  and 
evidence  of  a desire  to  pay  off  short  term 
debt,  the  effect  on  business  activity  from  this 
source  may  be  less  than  a year  or  two  ago. 

One  cannot  underestimate  the  effect  of  the 
slow  rise  in  government  spending  for  goods 
and  services.  This  applies  to  all  levels  of 
government  — federal,  state  and  local.  The 
major  lines  of  such  spending  will  be  in  de- 
fense activities,  roads,  schools  and  farm  aid. 

The  Mid-Term  Outlook 

What  can  be  said  about  the  prospects  for 
the  economy  during  the  medium  term  — say, 
during  the  next  10  years?  The  past  10  years 
have  been  a period  of  rapid  change.  The 
coming  decade  will  be  a period  of  equally 
rapid  change.  Let  us  look  at  a few  of  the 
principal  trends  that  will  dominate  business 
activity  in  the  next  decade.  I have  selected 
seven  main  trends  which,  of  course,  are  only 
a few  out  of  many. 

1.  The  cold-war  will  continue.  This  fact 
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has  considerable  economic  significance.  It 
means  that  defense  expenditures  will  re- 
main high  and  may  tend  to  increase.  Not  only 
will  leading  nations  become  most  expert  in 
the  potential  of  self  destruction  but  it  is 
hoped  that  the  new  potential  (atomic  energy) 
will  also  be  applied  to  more  useful  economic 
activity. 

2.  Technological  change  will  grow  at  an 
accelerated  pace.  At  present  we  are  still 
limited  in  its  full  use  because  of  the  lack  of 
highly  technically  trained  people  at  the  sev- 
eral levels  of  use  of  new  technology.  Out  of 
this  development,  which  was  war  inspired, 
will  come  continued  growth  in  new  industry 
and  new  products. 

3.  The  country  is  being  compelled  to  con- 
struct a great  system  of  interstate  highways. 
This  need  comes  out  of  a growing  population 
and  an  increasingly  richer  population.  In  this 
expansion  the  role  of  government  both  fed- 
eral and  state  will  increase.  Of  course,  the 
end  result  of  such  a program  is  increased 
taxes  for  the  people  in  general  and  from  users 
of  roads. 

4.  A similar  situation  is  arising  in  our 
schools.  An  increasing  population,  coupled 
with  the  need  for  more  technical  and  other 
knowledge  means  not  only  more  schools  and 
more  teachers,  but  also  better  trained 
teachers.  The  changes  in  school  reorganiza- 
tion is  of  important  economic  significance. 
It  means  larger  and  better  buildings,  more 
motor  transportation  and  better  roads. 

5.  The  use  of  consumer  credit  may  con- 
tinue to  expand  rapidly.  One  reason  for  ex- 
pecting continued  growth  in  credit  is  that 
there  are  a larger  number  of  families  in  the 
middle  income  group  who  are  as  yet  rela- 
tively “low”  borrowers.  A second  reason  for 
believing  that  a continued  rise  in  use  of  credit 
is  ahead  is  that  social  attitudes  toward  short- 
term debt  is  changing.  These  potential 
changes  cannot  be  fully  accepted  without  a 
realization  of  their  potential  dangers.  These 
dangers  are  first  that  families  may  go  far  into 
debt  in  relation  to  uncertain  income  earning 
power.  Second,  the  rise  in  use  of  credit  may 
come  too  fast  in  relation  to  our  industrial 
plant  and  labor  supply  may  result  in  a rapid 
price  inflation. 

6.  In  the  next  decade  it  looks  like  it  would 
be  easier  for  prices  to  rise  than  to  fall.  But 


here  one  is  on  quite  uncertain  ground.  It  is 
quite  possible  that  we  are  likely  to  do  too 
much  too  fast.  This  may  be  accomplished  by 
raising  our  consumption  while  maintaining 
a high  rate  of  defense  and  a high  rate  of  in- 
vestments in  new  plants  . Thus  there  is  some 
evidence  that  creeping  inflation  will  con- 
tinue. 

7.  The  foregoing  indicates  a fairly  general 
slowly  rising  stability  in  our  economy.  Mone- 
tary policy,  fiscal  policy,  and  improved  bus- 
iness planning  and  management  have  all 
played  an  important  part  in  our  adjustments 
of  recent  years.  However,  no  effective  pro- 
cedure has  been  found  to  maintain  a balance 
between  the  various  segments  of  our  eco- 
nomy. The  situation  in  agriculture  is  a case 
in  point.  Net  agricultural  income  in  1955  was 
9 percent  below  1954  and  37  percent  below 
the  peak  in  1947. 

The  future  of  agriculture  is  basically 
strong  and  is  being  bolstered  by  our  growing 
national  economy.  Special  crops  such  as 
wheat  and  cotton  are  suffering  in  part  from 
a loss  of  wartime  foreign  markets.  However, 
other  products  such  as  oil  crops  and  feed 
grains  have  strong  export  markets. 

Agriculture  is  seriously  hampered  by  too 
much  total  production  and  an  unbalanced 
production.  For  the  next  10  years  agriculture 
will  be  plagued  with  surplus  unless  farmers 
make  a real  effort  to  bring  supplies  in  line 
with  demand.  The  heart  of  the  farm  problem 
is  that  our  production  plant  is  geared  to  pro- 
duce from  5 to  6 percent  more  agricultural 
products  annually  than  the  present  market 
will  take  at  generally  acceptable  prices. 

The  extent  to  which  the  agricultural  situa- 
tion improves  depends  on  how  farmers  ac- 
cept the  several  alternative  solutions  to  farm 
problems.  These  solutions  include:  adjust- 
ing production  to  demand,  producing  more  of 
what  people  want,  reducing  costs,  and  in- 
creasing sizes  of  business.  One  other  solution  ; 
to  the  farm  problem  is  that  of  an  adjustment  i 
of  prices  paid  by  farmers  for  production  and  , 
living  items  that  is  more  in  line  with  the 
prices  farmers  receive  for  their  products. 

SUMMARY 

General  business  conditions  for  1956  will  on  the 
whole  be  good.  The  outlook  for  the  mid-term 
period  is  on  the  optimistic  side.  Much  depends 
on  how  people  and  businessmen  conduct  their  per- 
sonal business  affairs  and  upon  wise  decisions  of 
government. 
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Fellow  Druggists: 

As  most  of  you  no  doubt  know,  our  70th  Annual  Convention  will  be  held  in  Sioux  Falls 
on  June  12,  13  and  14. 

The  convention  committee,  under  the  chairmanship  of  Tom  Mills,  has  made  extensive 
plans  for  this  to  be  our  best  and  largest  convention,  best  not  only  from  an  educational  stand- 
point but  also  entertaining  and  interesting. 

One  of  the  principal  points  of  business  to  be  discussed  and  voted  on  at  the  closed  session 
will  be  the  New  Proposed  Regulations  which  is  of  vital  interest  to  every  druggist  in  South 
Dakota. 

Start  making  plans  now  in  order  to  be  able  to  attend.  Hoping  to  see  you  in  Sioux  Falls 
on  June  12,  13  and  14,  I remain 

Respectfully  yours, 

Edward  W.  Peterson,  President 
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INTER-PROFESSIONAL  RELATIONS 
COMMITTEE  REPORTS 


The  National  Pharmacy  Committee  on  Re- 
lations with  the  Medical  Profession  on  an 
official  invitation  submitted  the  following 
statement  to  the  Judicial  Council  and  the 
Council  on  Constitution  and  Bylaws  of  the 
American  Medical  Association.  It  was  signed 
by  Frank  W.  Moudry  of  the  National  Asso- 
ciation of  Retail  Druggists  and  by  Robert  P. 
Fischelis  for  the  American  Pharmaceutical 
Association. 

“When  the  National  Pharmacy  Committee 
on  Relations  with  the  Medical  Profession  met 
with  the  Pharmacy  Liaison  Committee  of  the 
Board  of  Trustees  of  the  American  Medical 
Association  on  January  5,  1956,  to  discuss 
matters  of  mutual  interest,  it  was  natural 
that  basic  and  fundamental  concepts  of  the 
relations  between  medicine  and  pharmacy 
should  enter  into  the  deliberations. 

“This  led  to  the  discussion  of  recent  changes 
in  the  wording  of  the  Principles  of  Medical 
Ethics  of  the  A.M.A.  which  have  been  very 
disturbing  to  the  profession  of  pharmacy. 
There  was  a frank  and  friendly  discussion  of 
the  situation  and  the  two  committees  came 
to  the  same  conclusions  which  have  been  so 
well  expressed,  independently,  in  the  supple- 
mentary report  of  the  Judicial  Council  of  the 
A.M.A.  to  the  House  of  Delegates  by  Dr. 
Homer  L.  Pearson  at  Boston,  last  November. 

“While  we  were  reassured  by  the  Com- 
mittee of  the  Board  of  Trustees  that  there  is 
no  intention  on  the  part  of  the  leaders  of  the 
American  Medical  Association  to  foster  any 
encroachment  on  the  prerogatives  of  the 
profession  of  pharmacy,  it  is  quite  clear  that 


there  are  in  both  professions  today,  some 
members  who  are  attempting  to  change  the 
wording  of  accepted  principles  of  ethics  in 
order  to  justify  actions  and  procedures  which 
are  not  in  keeping  with  these  principles. 

“At  the  conclusion  of  the  discussions  on 
January  6,  it  was  indicated  by  the  represen- 
tatives of  American  medicine  that  a state- 
ment by  the  representatives  of  American 
pharmacy,  setting  forth  their  views  on  the 
effect  of  changes  in  the  wording  or  interpre- 
tation of  the  Principles  of  Medical  Ethics  of 
the  American  Medical  Association  would  be 
welcome.  Accordingly,  we  now  offer  the 
following  points  for  your  consideration. 

“(1)  Medicine  and  pharmacy  have  worked 
so  closely  together  over  hundreds  of  years 
and  are  so  closely  associated  in  the  minds  of 
the  public,  that  any  disagreement  or  mis- 
understanding with  respect  to  their  func- 
tional relationship  would  be  detrimental  to 
the  public  interest  as  well  as  to  the  interest 
of  the  respective  professions. 

“(2)  Editorial  comment  in  the  lay  press  and 
feature  stories  in  the  popular  magazines 
dealing  with  the  exploitation  of  the  patient 
by  the  professions  either  individually  or 
jointly  will  contribute  substantially  to  shak- 
ing public  confidence  in  the  system  of  private 
enterprise  as  applied  to  medical  care. 

“(3)  There  is  no  good  substitute  for  such 
statements  as,  ‘The  prime  object  of  the  med- 
ical profession  is  to  render  service  to  human- 
ity; reward  or  financial  gain  is  a subordinate 
consideration’;  ‘The  ethical  physician,  en- 
gaged in  the  practice  of  medicine,  limits  the 
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sources  of  his  income  received  from  profes- 
sional activities  to  services  rendered  the  pa- 
tient’; ‘It  is  unethical  for  a physician  to  par- 
ticipate in  the  ownership  of  a drugstore  in  his 
medical  practice  area  unless  adequate  drug- 
store facilities  are  otherwise  unavailable.’ 
These  statements  have  unfortunately  been 
either  discarded  or  so  modified  by  recent  ac- 
tions of  the  House  of  Delegates  as  to  shake 
the  confidence  of  the  pharmaceutical  profes- 
sion and  the  public  in  the  basic  attitude  of 
the  medical  profession  toward  its  professed 
principles  of  ethics. 

“(4)  The  adoption,  as  a principle,  that  ‘It  is 
not  unethical  for  a physician  to  prescribe  or 
supply  drugs,  remedies,  or  appliances  as  long 
as  there  is  no  exploitation  of  the  patient,’ 
could  be,  and  is,  interpreted  in  some  quarters 
as  an  invitation  to  the  profession  of  medicine 
to  embark  upon  an  effort  to  eliminate  the 
pharmacist  as  a dispenser  of  drugs. 

“(5)  We  respectfully  submit  that  the 
dangers  which  flow  from  the  encouragement 
of  those  who‘  would  seek  to  have  the  phys- 
ician relieved  of  the  basic  responsibility  to 
‘recognize  and  promote  the  practice  of  phar- 
macy as  a profession’  as  provided  in  Chapter 
VIII  of  the  ‘Principles  of  Ethics’  of  the  A.M.A. 
are  so  great  as  to  warrant  the  most  careful 
consideration  on  the  part  of  your  Council. 

“(6)  It  would  be  most  unfortunate  if  even 
small  segments  of  the  medical  and  pharma- 
ceutical professions  were  pitted  against  each 
other  in  open  warfare  against  real  or  fancied 
grievances  growing  out  of  economic  encroach- 
ments fostered  by  changes  in  the  wording  of 
ethical  concepts.  The  avoidance  of  such  a 
situation  is  the  responsibility  of  both  pro- 
fessions and  we  pledge  our  best  efforts  in  this 
direction.  Knowing  how  great  an  influence 
is  wielded  by  your  Council  over  the  deter- 
mination, of  what  is  in  the  best  interest  of 
medical  practice  and  the  public  health  we 
respectfully  request  that  you  give  these  ob- 
servations your  most  careful  and  friendly 
consideration.” 

The  National  Pharmacy  Committee  on  Re- 
lations with  the  Medical  Profession  consists 
of  the  representatives  of  the  National  Asso- 
ciation of  Retail  Druggists  as  follows:  Frank 
Moudry  of  St.  Paul,  Minn.,  chairman  of  the 
special  liaison  committee  for  relations  with 


the  American  Medical  Association;  John  J. 
McKeighan  of  Flint,  Mich.,  president,  and 
Mearl  D.  Pritchard  of  Buffalo,  N.  Y.,  and 
representatives  of  the  American  Pharma- 
ceutical Association  as  follows:  John  B. 
Heinz  of  Salt  Lake  City,  Utah,  president; 
Robert  P.  Fischelis,  Washington,  D.  C.,  secre- 
tary; and  Ronald  Robertson,  Spokane,  Wash., 
chairman  of  the  Interprofessional  Relations 
Committee. 

The  National  Pharmacy  Committee  on  Re- 
lations with  the  Medical  Profession  was  or- 
ganized after  a conference  with  representa- 
tives of  the  A.M.A.  held  on  January  5,  1956, 
in  Chicago. 


GAA  APPROVED 
TESTED  FOR  3600  LBS. 
MINIMUM 


AUTOMOTIVE  SEAT  BELTS 

Available  to  all  who  read  this  ad  at  a 
discount  of  25%.  This  is  the  type  of 
seat  belt  recommended  in  the  article  on 
auto  accidents  in  the  April  ’55  issue  of 
the  S.  D.  Journal  of  Medicine  'and 
Pharmacy. 

Order  on  your  letterhead  from:  Auto- 
motive Associates,  2101  South  Faris, 
Sioux  Falls,  S.  D.  Colors-  grey  and 
green. 


Price  — standard  — $9.95 

(airplane  type  buckle) 

(Nylon  and  rayon  webbing) 

deluxe  — ■ $12.95 

(New  type  buckle  — all  nylon  webbing) 
Deduct  25%  discount  when  ordering 


RECENT  PHARy^CEUTICAL 


SfiecicUtUA 


THERAGRAN  LIQUID 
Descriplion:  One  teaspoonful  (5  cc.)  of  thera- 
gran  liquid  contains  the  following: 

Vitamin  A (synthetic)  25,000  USP  Units 
Vitamin  D 1,000  USP  Units 

Thiamine  10  mg. 

Riboflavin  10  mg. 

Niacinamide  150  mg. 

Ascorbic  Acid  150  mg. 

Indications:  Theragran  Liquid  supplies  thera- 
peutic dosages  of  the  six  vitamins  almost 
invariably  associated  with  chronic  vitamin 
deficiency  states. 

Dosage:  One  or  two  teaspoonfuls  daily.  In- 
fants: not  more  than  one  teaspoonful  daily. 
How  supplied:  Four  ounce  bottles. 

Source.  E.  R.  Squibb. 


PERSISTIN 

Description:  Each  Persistin  tablet  contains 
acetylsalicylic  acid  2V2  gr.  (160  mg.)  and 
salicylsalicylic  acid  TVa  gr.  (480  mg.) 

Indications:  Persistin  is  a combination  of  a 
comparatively  soluble,  quickly  absorbed 
ester  of  salicylic  acid  (acetylsalicyclate) 
and  an  ester  (salicylsalicylate)  which  is  in- 
soluble in  gastric  secretions,  resulting  in 
delayed  absorption.  Indications:  Relief  of 
pain  and  distress  during  hours  of  sleep; 
arthritic  and  rheumatic  involvements,  bur- 
sitis, myalgias,  neuralgias,  and  other  types 
of  pain  relieved  by  salicylates;  fever  and 
distress  of  upper  respiratory  and  other  in- 
fections. Analgesic  levels  of  salicylate  per- 
sist in  the  blood  for  5 to  8 hours  following 
a single  dose. 

Dosage:  Adults,  3 tablets  before  retiring. 
Children,  age  2-4,  Va  tablet;  age  5-9,  1 tab- 
let; age  10-12,  11/2  tablets;  age  13  and  over, 
2 tablets. 

How  supplied:  Light  yellow,  scored,  uncoated 


tablets,  in  bottles  of  90. 

Source:  Sherman  Laboratories,  Detroit  11, 
Michigan. 

METIMYD  OPHTHALMIC  SUSPENSION 

Description;  Prednisolone  acetate  5 mg./cc., 
(0.5%)  suspended  in  an  isotonic  buffered 
and  preserved  solution  of  sulfacetamide 
sodium,  100  mg./cc.  (10%). 

Action:  Anti-inflammatory,  anti  allergic  and 
anti-bacterial. 

Indications:  Metimyd  Ophthalmic  Suspen- 
sion combines  the  antibacterial  properties 
of  sulfacetamide  sodium  with  the  anti- 
inflammatory action  of  Meticortelone  ace- 
tate (prednisolone  acetate)  in  a single  prep- 
aration. Sulfacetamide  sodium  is  par- 
ticularly useful  for  treatment  and  pro- 
phylaxis of  ocular  infections,  being  effec- 
tive against  both  gram-positive  and  gram- 
negative bacteria.  The  new  steroid-sul- 
fonamide suspension  is  indicated  in  in- 
flammatory and  allergic  diseases  of  the  eye, 
especially  when  antibacterial  effect  is  de- 
sirable. The  solution  has  been  found  use- 
ful in  the  management  of  corneal  injuries, 
acute  and  chronic  conjunctivitis,  trachoma, 
epidemic  keratoconjunctivitis  and  a wide 
range  of  other  chronic  and  acute  infections 
of  the  eyelid,  conjunctiva,  cornea,  sclera 
and  iris.  Specifically,  Metimyd  is  effec- 
tive in  the  treatment  of  blepharitis,  spas- 
tic entropion  due  to  local  irritation,  cor- 
neal ulcer,  keratitides,  herpes  zoster  oph- 
thalmicus, phlyctenular  keratoconjunctiv- 
itis and  neovascularization,  scleritis,  epis- 
cleritis, iritis  and  iridocyclitis.  Applied 
locally  to  ocular  tissues,  the  steroid  promp- 
tly controls  inflammatory  and  allergic  con- 
ditions of  the  anterior  eye  segment  with- 
out systemic  effect,  and  simultaneously 
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helps  check  or  prevent  infection.  Clinical 
investigators  report  an  almost  total  lack  of 
irritant  action  on  local  application.  It  may 
be  used  for  adults  or  children. 

Dosage:  The  topical  administration  of  Met- 
imyd  ophthalmic  suspension  should  be 
adjusted  to  the  specific  needs  of  the  in- 
dividual. Two  or  three  drops  of  the  suspen- 
sion should  be  instilled  into  the  conjunc- 
tival sac  every  hour  or  two  during  the 
day  and  less  often  at  night  until  response 
is  favorable.  The  dosage  should  be  reduced 
thereafter,  but  therapy  should  not  be  dis- 
continued prematurely. 

How  supplied:  Metimyd  Ophthalmic  Sus- 
pension, 5 cc.  dropper  bottle. 

Protect  from  light.  Store  in  a cool  place. 

Source:  Sobering. 

FLEXIN 

Description:  Generically  zoxazolamine,  a 
newly  synthesized  compound  unrelated  to 
any  available  agent. 

Indications:  Effective  orally  for  the  relief  of 
muscle  spasm  in  musculoskeletal  and  neu- 
rological disorders.  These  include  low  back 
pain,  fibrositis,  spondylitis  and  rheumatoid 
arthritis;  and  spinal  spasticity  states,  cere- 
bral palsy,  miltiple  sclerosis,  cerebral  vas- 
cular accidents  and  Parkinson’s  disease. 

A “lissive”  agent,  Flexin  eliminates  ske- 
letal muscle  spasm  without  interfering 
with  normal  muscle  power  or  activity.  Its 
action  is  primarily  central,  in  the  spinal 
cord  and  subcortical  areas  of  the  brain. 
Slowly  absorbed,  effective  to  six  hours, 
rapidly  metabolized  and  excreted.  Well 
tolerated. 

How  supplied:  Only  in  bottles  of  50  yellow 
scored  tablets  of  250  mg.  each. 

Source:  McNeil  Laboratories,  Inc.,  Philadel- 
phia 32,  Pa. 

COMPREN 

Description;  A high-calcium,  phosphorus- 
free  prenatal  dietary  supplement. 

Indications;  Compren  contains  all  major 
dietary  supplemental  factors  that  have 
been  found  in  clinical  trials  to  be  essential 
in  pregnancy  and  lactation. 

Calcium  is  supplied  in  phosphorus-free 
form,  since  recent  clinical  trials  have  in- 
dicated that  excessive  amounts  of  phos- 
phorus may  hinder  calcium  absorption. 

Calcium  carbonate  supplies  250  mg.  of 
available  calcium  in  each  pulvule  of  Com- 


pren. The  increased  density  of  the  “heavy” 
calcium  carbonate  avoids  excessive  bulk 
and  permits  low,  convenient  dosage  of  one 
pulvule  three  times  a day. 

The  new  supplement  includes  vitamin 
Bg,  which  is  thought  to  be  needed  in  in- 
creased amounts  during  pregnancy  and 
lactation.  It  may  also  be  helpful  in  con- 
trolling nausea  and  vomiting  accompany- 
ing pregnancy. 

Compren  also  contains  intrinsic  factor 
concentrate,  which  aids  absorption  of  vi- 
tamin Bi2  taken  orally.  The  content  of 
vitamin  Bi^  and  intrinsic  factor  in  three 
pulvules  of  Compren  is  equivalent  to  one- 
half  U.S.P.  oral  antipernicious  anemia  unit. 

How  supplied:  Pulvules  Compren  are  sup- 
plied in  pastel  shades  of  green  and  yellow, 
in  keeping  with  mothers’  growing  prefer- 
ence for  these  colors  in  infant  wear. 

Source:  Eli  Lilly. 

NILEVAR 

Description:  Nilevar  is  an  orally  effective 
steroid  agent  for  the  promotion  of  protein 
anabolism.  Each  tablet  contains  10  mg.  of 
17-alpha-ethyl-17-hydroxynorandrostenone. 

Indications:  In  conditions  and  under  circum- 
stances in  which  protein  anabolism  is  de- 
sired. These  include  preparation  for  elec- 
tive surgery,  recovery  from  surgery,  ser- 
ious trauma  or  burns,  recovery  from  ser- 
ious illness  such  as  anterior  poliomyelitis, 
care  of  premature  infants  and  nutritional 
care  in  chronic  illness  such  as  tuberculosis 
or  carcinomatosis. 

Precautions:  The  only  known  contraindica- 
tion is  prostatic  carcinoma  because  Nilevar 
exerts  a slight  androgenic  effect.  With- 
drawal bleeding  may  occur  on  high  dos- 
ages if  therapy  is  terminated  abruptly. 
Sodium  retention  edema  and  nausea  may 
occur  in  uncommon  instances.  Because 
anabolic  agents  are  known  to  stimulate  the 
protein  metabolic  activity  of  the  liver, 
Nilevar  should  be  used  with  caution  in  the 
presence  of  severe  liver  damage  or  hepatic 
metastases. 

Dosage:  Usual  Adult  Dose:  For  an  immed- 
iately discernable  effect  the  suggested 
daily  dosage  is  three  to  five  tablets  (30  to 
50  mg.).  The  dosage  will  vary  according  to 
the  immediate  need  for  an  anabolic  effect 
and  the  response  to  therapy  by  the  individ- 

(Continued  on  Page  204) 
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70th  ANNUAL 
CONVENTION  PLANS 
COMPLETED 


Committee  plans  are  com- 
pleted for  the  70th  Annual 
Convention  of  the  South 
Dakota  State  Pharmaceu- 
tical Association  to  be  held 
at  Sioux  Falls,  June  12-14, 
according  to  Tom  Mills, 
General  Chairman  and  Local 
Secretary. 

Featured  speakers  at  the 
business  session  include  Dr. 
E.  R.  Searles,  Dean  of  the 
School  of  Pharmacy,  Univer- 
sity of  Illinois  and  formerly 
Dean  of  the  Division  of 
Pharmacy  at  South  Dakota 
State  College.  Dean  Searles 
will  speak  on  current  de- 
velopments in  pharmaceu- 
tical education. 

“The  Effect  of  Fair  Trade 
on  Business”  will  be  dis- 
cussed by  James  E.  Koffen- 
berger  at  the  Tuesday  after- 
noon business  session  of  the 
convention.  Mr.  Koffen- 
berger  is  Assistant  to  the 
Executive  Director  of  Sales, 
Eli  Lilly  and  Company. 

Thursday  the  delegates 
will  hear  a talk  on  “Modern 
Trends  in  Drug  Store  Fix- 
tures” by  George  Herhold, 
Sales  Manager  of  the 
Streeter  Fixture  Company. 


Something  new  this  year 
will  be  the  selection  of  a 
Pharmacy  Princess.  Candi- 
dates must  be  between  the 
ages  of  16-25,  single,  and  be 
employed  as  drugstore 
clerks.  Agift  will  be 
awarded  the  girl  selected  by 
the  judges. 

In  announcing  convention 
plans.  Chairman  Mills 
stressed  the  importance  of 
making  early  reservations. 
Due  to  the  Sioux  Falls  Cen- 
tennial Celebration,  some 
hotel  and  motel  space  was 
filled  as  early  as  March  for 
these  dates. 

Committee  chairmen  for 
the  70th  Convention  include 
Ray  Simpson,  Program  and 
Tickets;  Charles  Van  De 
Walle,  Banquet;  Bob  Som- 
mers, Association  Dance; 
Henry  Lynn,  Registration; 
Murray  Widdis,  Housing; 
Clayton  Scott,  Prizes;  Harry 
Dow,  Sr.,  Veterans  Lunch; 
Bob  Van  Der  Aarde,  Pub- 
licity; Harry  Dow,  Jr., 
Sports;  Carr  Ross,  Reception 
and  Transportation;  and  Joe 
Boll,  Properties. 


I APh.A.  ELECTS 

Perry  Zenk.  junior  phar- 
macy student  from  Wilmot, 
was  elected  President  of 
SDSC  Student  Branch, 
American  Pharmaceutical 
Association,  April  11. 

Other  officers  of  the  na- 
tionally affiliated  organiza- 
tion are  Vice  President, 
Maurice  Andersen,  Sand- 
stone, Minn.;  Secretary,  Shir- 
ley Benson,  Red  Rock  Rapids, 
Iowa;  and  Treasurer,  Walter 
Peterson,  Elk  Point. 


PHARMACY  STUDENT 

AWARDED  $2,100 

ASSISTANTSHIP 

A South  Dakota  State  Col- 
lege senior  pharmacy  stu- 
dent Thomas  Bombinski  of 
Berlin,  Wisconsin,  has  been 
awarded  a $2,100  research 
assistantship  at  the  Univer- 
sity of  Chicago. 

Bombinski  will  graduate 
from  State  College  this 
spring  and  will  begin  work 
at  the  University  of  Chicago 
next  fall.  The  assistantship 
is  a 12  month  appointment. 

Working  in  the  Depart- 
ment of  Pharmacology  at 
Chicago,  he  will  be  studying 
towards  the  Doctor  of  Phil- 
osophy degree. 
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NURSING  AND 
PHARMACY 
SEPARATED  AT  SDSC 

Status  of  nursing  at  South 
Dakota  State  College  has 
been  changed  from  a depart- 
ment to  a division,  President 
John  W.  Headley  has  an- 
nounced. The  action  has  been 
approved  by  the  Regents  of 
Education  and  will  go  into 
effect  July  1,  1956. 

Since  1936  the  Nursing  De- 
partment has  been  under  the 
Division  of  Pharmacy,  but 
both  have  grown  to  the  point 
that  they  need  to  be  sep- 
arated, Dr.  Headley  ex- 
plained. 

Raising  of  nursing  to  a 
division  also  meets  the  ac- 
crediting standards  of  the 
National  League  for  Nursing, 
he  stated. 

Mrs.  Helen  Gilkey,  who 

has  been  Head  of  the  De- 
partment for  the  past  year, 
will  be  director  of  the  di- 
vision. 

The  State  College  presi- 
dent said  that  enrollment  in 
pharmacy  has  doubled  while 
nursing  registration  is  now 
four  times  as  large  as  it  was 
in  1951-52  when  the  four- 
year  collegiate  program  was 
established. 

Nursing  becomes  the  sixth 
division  at  State  College, 
joining  agriculture,  engineer- 
ing, home  economics,  phar- 
macy and  science  and  ap- 
plied arts.  All  instructional 
activities  are  conducted  un- 
der these  divisions.  Of  the 
six  divisions,  two  offer  work 
intended  primarily  for  wo- 
men students. 

Problems  of  administering 
the  clinical  program  in  nurs- 
ing are  so  numerous  and  of 
such  a specialized  nature 


that  it  is  no  longer  practical 
for  the  good  of  either  phar- 
macy or  nursing  to  adminis- 
ter them  jointly.  President 


Headley  explained.  No  ad- 
ditional expense  to  the  col- 
lege is  involved,  in  the 
change,  he  said. 


Pharmacists  attending  SDSC  Refresher  Course 


35  ATTEND  PHARMACY  REFRESHER  COURSE 

About  35  registered  South  Dakota  pharmacists  attended 
the  South  Dakota  State  College  annual  Pharmaceutical  In- 
stitute, April  10-11.  All  of  the  meetings  were  held  in  the  Pugs- 
ley  Union. 

Addressing  the  annual  banquet  was  Thomas  H.  Kingsley, 
Inspector,  Food  and  Drug  Administration,  Minneapolis  Sta- 
tion. His  topic  was  “The  Pharmacist  and  His  Responsibilities 
Under  the  Federal  Food  and  Drug  Law.” 

Other  off-campus  speakers  appearing  on  the  program 
were  Dr.  Lawrence  Price,  Chicago,  of  the  Lederle  Labora- 
tories Division  of  American  Cyanamid  Company  who  dis- 
cussed trends  in  veterinary  medicine  and  Dr.  Charles  L. 
Nelson,  Brookings’  dentist,  who  talked  on  “dental  materials” 
in  the  drug  store. 

State  College  faculty  members  who  spoke  to  the  group 
were  Woodrow  Wentzy,  Head  of  the  Department  of  Visual 
Education  and  Photography;  Lyle  M.  Bender,  Farm  Manage- 
ment Specialist,  Extension  Service;  Guilford  C.  Gross,  Pro- 
fessor of  Pharmacology,  and  Floyd  J.  LeBlanc,  Dean  of  the 
Pharmacy  Division. 

The  visiting  druggists  were  welcomed  on  April  10  by 
John  W.  Headley,  State  College  President,  and  Edward  W. 
Peterson,  Elk  Point,  President  of  the  South  Dakota  Pharma- 
ceutical Association. 

An  interesting  portion  of  the  program  was  a demonstra- 
tion on  synthetic  suspending  agents  by  Du  Wayne  Knauf  and 
Maurice  Andersen,  junior  pharmacy  students,  under  the  di- 
rection of  Dr.  Winthrop  E.  Lange,  Assistant  Professor  of 
Pharmacy. 
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FATHER  TO  SON 


ACA  ELECTS 
NEW  OFFICERS 

The  American  College  of 
Apothecaries  at  their  Fif- 
teenth Annual  Convention  in 
Detroit,  Michigan  elected  the 
following  officers  for  the 
year  1956-57. 

President 

Leroy  Weidle,  Jr. 

4500  Olive  Street 
St.  Louis,  Missouri 

President-Elect 
Calvin  Berger 
1443  Sixth  Avenue 
New  York,  N.  Y. 

Vice-President 

Gerald  L.  Nutter 

311  Johnstone  Avenue  i 

Bartlesville,  Okla. 


Salesman  Barr,  representing  Lederle  Laboratories  in  the  south- 
east quarter  of  South  Dakota  and  in  a few  counties  in  the  southwest 
corner  of  Minnesota,  will  retire  as  of  April  1 — but  Lederle  still 
will  be  represented  by  a Barr  in  the  territory.  In  fact,  by  two  of 
them  in  South  Dakota. 

Here,  the  retiring  Barr,  Clarence,  of  Brookings  is  shown  hand- 
ing over  his  detail  bag  to  his  son,  Donald  C.,  who  will  call  on  the 
pharmacists  and  doctors  in  the  area.  The  father-to-son  turnover  of 
territory  is  unusual  in  selling  for  a national  company. 

Donald,  a graduate  of  the  South  Dakota  State  College  School  of 
Pharmacy  at  Brookings,  will  move  to  Sioux  Falls  from  Adrian,  Minn. 
Clarence  Barr’s  other  son,  Robert  D.,  now  living  in  Webster,  S.  D., 
also  will  take  over  as  a representative  on  April  1 for  Lederle  in 
northern  South  Dakota  which  at  one  time  was  traveled  by  his  father. 
Robert  also  is  a graduate  of  the  South  Dakota  State  College  School 
of  Pharmacy. 

The  elder  Barr,  a native  of  St.  Joseph,  Mo.,  has  represented 
Lederle  Laboratories  for  the  past  12  years.  He  was  honored  at  a 
dinner  at  a district  meeting  in  Omaha,  March  25  and  26.  Attending 
were  salesmen  representing  Lederle  in  Iowa,  Nebraska,  Minnesota 
and  South  Dakota  and  C.  R.  Kennedy,  regional  representative  for 
Lederle,  from  Chicago. 

Mr.  Barr  is  a veteran  of  World  War  I,  in  which  he  served  as  a 
hospital  sergeant,  first  class.  When  he  returned  from  the  war,  he 
studied  pharmacy  on  his  own  and  passed  the  Missouri  State  Board 
examinations. 

He  intends  to  spend  his  retirement  visiting  his  two  sons  and 
daughter  in  Los  Angeles  and  his  six  grandchildren,  playing  and 
“catching  up  on  some  fishing.” 


Treasurer 

Charles  V.  Selby 
411  W.  Main  Street 
Clarksburg,  W.  Va. 

Secretary 

Robert  E.  Abrams 
Hamilton  Court  Hotel 
39th  & Chestnut  Street 
Philadelphia,  Pa. 

Regional  Directors 

Kenneth  W.  Heinz 
508  E.  S.  Ttemple  St. 
Salt  Lake  City,  Utah 
R.  V.  Costing 
24  Sheldon  Avenue 
Grand  Rapids,  Michigan 
William  R.  Meyers 
2629  Oak  Lawn  Avenue 
Dallas,  Texas 


(Continued  from  Page  201) 

RECENT  PHARMACEUTICAL 
SPECIALTIES-- 

ual  patient.  As  much  as  ten  tablets  (100 
mg.)  may  be  given  daily  if  necessary,  al- 
though mild  androgenic  effects  may  be 
manifested  at  this  high  level  of  dosage. 

For  children  and  infants  the  suggested 
dosage  is  1 to  1.5  mg.  daily  per  kilogram  of 
body  weight  depending  on  the  urgency  for 
protein  anabolism  and  the  individual  pa- 


tient’s response  to  therapy.  I 

How  supplied;  Uncoated,  unscored  tablets  of  |l 
10  mg.  each  in  bottles  of  50. 

Source:  G.  D.  Searle  & Co. 

CORRECTION 

The  index  to  Recent  Pharmaceutical  J 
Specialties  appearing  in  the  December  1955  f i 
Issue  listed  The  Upjohn  Co.  as  the  manufac-  i 
turer  of  Mictine.  This  product  is,  however, 
manufactured  by  G.  D.  Searle. 
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RURAL  HEALTH 

Rural  Health  is  of  prime  importance  not 
only  to  Doctors  in  South  Dakota,  but,  to  repre- 
sentatives of  the  Extension  Service,  State  De- 
partment of  Health,  Farm  Organizations  and 
farmers  themselves.  Because  of  the  interest  in 
this  subject  the  South  Dakota  State  Medical 
Association  and  the  State  Department  of  Health 
sponsored  a Rural  Health  Conference  in  Huron 
on  March  29th.  The  proceedings  of  that  meeting 
follow  in  this  and  the  next  issue  which  are  ded- 
icated to  Rural  Health. 
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PURPOSE  OF  THE  CONFERENCE 
E.  F.  Kalda,  M.D..  Plaiie.  S.  D.* 


Thank  you,  John,  fellow  speakers  and 
ladies  and  gentlemen.  I’m  to  explain  the  pur- 
pose of  this  meeting.  I would  like  to  say  that 
first  off,  one  may  wonder  why  such  a meet- 
ing? What  do  the  rural  dweller,  doctor,  and 
other  allied  professions  have  in  common 
which  would  warrant  a meeting  such  as  this? 
It  is  true  that  we  all  have  need  for  a doctor 
occasionally,  and  we  all  have  use  for  the 
rural  dweller  for  food  stuffs,  etc.  But  what 
else  is  there?  Well,  we  of  the  rural  health 
committee  of  South  Dakota  Medical  Associa- 
tion feel  that  there  are  many  health  problems 
which  we  have  in  common  which  are  im- 
portant enough  for  us  all  to  take  a day  off  to 
meet  together.  I might  mention  at  this  point 
that  to  my  knowledge  there  has  not  been  a 
meeting  of  this  sort  in  South  Dakota  up  to 
the  present  time,  however,  rural  health  is 
rapidly  becoming  a problem  recognized  more 
and  more  on  a state  and  national  level,  and 
meetings  such  as  we  are  having  today  are  be- 
coming more  common.  What  are  some  of 
these  problems?  One  is  farm  accidents.  This 
probably  needs  very  little  discussion  at  this 
time  especially  since  Dr.  Bloemendaal  and 
Mr.  Lubinus  are  to  present  papers  specifically 
dealing  with  that  problem.  I would  like  to 
say  that  we  doctors  do  not  enjoy  seeing  far- 
mers come  in  with  arms  and  legs  shredded  in 
corn  picker  accidents,  etc.,  however,  we  are 
interested  in  preventing  those  accidents  if 
possible.  Of  course,  where  men  and  machines 
are  involved  we  will  never  entirely  prevent 
accidents,  but  if  there  is  anything  we  can  do 
or  can  say  today  which  will  keep  even  one 
man’s  hand  out  of  a corn  picker  next  fall, 
then  I think  this  meeting  will  have  been  suc- 
cessful. 

*Rural  Health  Committee,  S.D.S.M.A. 


Brucellosis  is  a problem  of  which  we  are 
becoming  increasingly  aware,  because  al- 
though not  dramatic  it  does  cause  a good 
deal  of  disability,  lack  of  income,  etc.  in 
farmers.  Here  again  we  are  especially  in- 
terested in  prevention.  Brucellosis,  of  course, 
can  be  treated  but  the  best  cure  is  preven- 
tion. There  are  many  other  things  as  water 
problems  on  farms,  water  testing,  where  to 
send  it,  how  to  collect  it.  Another  problem 
is  if  a farm  dog  bites  a cow,  one  wants  to 
know  if  he’s  rabid.  How  do  you  know  if  he 
has  rabies?  Where  do  you  cut  off  the  head? 
Where  do  you  send  it?  Many  of  these  things 
can  be  brought  out  in  these  conferences.  Not 
all  these  subjects  will  be  covered  in  the  con- 
ference today,  but  one  other  very  important 
purpose  which  we  consider  is  that  other  or- 
ganizations, not  health  organizations  neces- 
sarily, but  farm  organizations,  may  take  the 
message  of  this  Conference  to  farmers 
through  their  periodicals,  magazines,  etc. 
They  can  take  it  upon  themselves  to  separate 
the  wheat  from  the  chaff,  and  to  inform  the 
rural  dweller  of  the  things  that  are  being 
done  in  the  state  of  South  Dakota  for  the  wel- 
fare of  its  chief  laborer,  the  farmer.  A meet- 
ing such  as  this  is  meant  to  inform  the  far- 
mer that  we  of  the  medical  profession  of  the 
state  are  interested  in  rural  health.  We  know 
that  although  this  is  the  first  meeting  of  this 
sort  it  will  not  be  the  last,  and  we  of  the  state 
medical  association  hope  that  we  may  have 
meetings  of  this  type  periodically.  That  is 
the  purpose  of  our  Conference.  We  are  in- 
terested in  rural  health,  and  this  Conference 
is  the  manifestation  of  that  interest.  Thank 
You. 
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THE  RURAL  OCCUPATIONAL  HEALTH 
PROGRAM  IN  SOUTH  DAKOTA 
Donald  De Valois,  D.V.M.,  Pierre,  S.  D.* 


Occupation  has  long  been  recognized  as 
being  a significant  factor  in  any  considera- 
tion of  the  public  health  of  a specified  popula- 
tion. Until  very  recently  the  majority  of  the 
attention  given  to  occupational  health  has 
been  directed  toward  the  recognition  and 
control  of  those  problems  associated  with 
large  industrial  processes.  This  is  logical  as 
many  of  these  problems  have  been  of  a very 
serious  nature  and  have  involved  large  work- 
ing populations.  The  opinion  has  long  been 
prevalent  that  the  agricultural  person  lived 
and  worked  in  a more  nearly  ideal  environ- 
ment in-so-far  as  his  occupational  health 
conditions  were  concerned.  The  “wide  open 
spaces  and  fresh  air”  theory  of  maintaining 
a healthful  environment  has  contributed  a 
great  deal  to  this  supposition,  and  to  a degree, 
these  factors  have  contributed  a great  deal  to 
the  good  health  of  the  rural  worker.  A num- 
ber of  health  problems  have  always  been 
more  outstanding  to  the  rural  worker  than 
to  the  urban  worker,  however,  and  as  new 
advances  are  made  in  the  agricultural 
sciences,  additional  potential  health  prob- 
lems are  found  to  be  presented.  In  recog- 
nition of  the  above  fact  and  the  predomin- 
antly rural  population  of  the  State  of  South 
Dakota,  the  administrative  officials  of  the 
South  Dakota  State  Department  of  Health 
have  made  provision  for  the  consideration  of 
rural  occupational  health  to  be  included  in 
the  occupational  and  radiological  health  pro- 
gram of  the  South  Dakota  State  Department 
of  Health.  A request  was  submitted  to  the 
Public  Health  Service  for  aid  in  developing 
this  portion  of  the  program  and  a Public 
Health  Service  veterinary  officer  was  as- 
signed to  this  Department. 

Activities  involved  in  developing  the  rural 
portion  of  the  occupational  health  program 
include  planning,  survey  and  study,  and  ser- 
vice or  remedial  phases. 

Planing  the  program,  becoming  acquainted 
with  the  general  agricultural  situation  in 

*Division  of  Sanitary  Engineering,  State  Depart- 
ment of  Health. 


South  Dakota,  and  meeting  interested  in- 
dividuals and  groups  throughout  the  state 
made  up  the  bulk  of  the  activities  engaged 
in  during  the  period  from  September  1 to 
December  31,  1955. 

During  1956,  the  major  portion  of  the 
efforts  directed  toward  the  rural  occupational 
health  program  will  be  of  a study  and  sur- 
vey type.  It  was  felt  that  one  of  the  prime  re- 
quirements of  a program  of  this  nature  must 
be  to  determine  as  completely  as  possible  the 
existing  potential  rural  occupational  health 
problems  and  in-so-far  as  possible  the  degree 
that  the  extent  of  distribution  of  each  of 
those  problems.  To  facilitate  this  study  a few 
counties  have  been  chosen  throughout  the 
various  portions  of  the  state  and  for  all  prac- 
tical purposes  are  considered  as  making  rep- 
resentative composite  of  the  overall  agricul- 
tural picture  in  South  Dakota.  The  plan  is  to 
visit  approximately  50  farms  selected  at 
random  in  each  of  these  representative  coun- 
ties. Data  will  be  collected  which  will  in- 
dicate the  number  of  agriculturally  employed 
persons  on  that  farm,  the  type  and  amount  of 
crops  and  livestock  produced,  and  the  types 
of  equipment  and  products  used  in  carrying 
on  the  various  operations.  Also,  history  of 
accidents  and  conditions  associated  with  rural 
occupational  procedures  will  be  collected 
in-so-far  as  it  is  possible  to  do  so.  Concur- 
rently, observations  will  be  made  which 
should  indicate  which  agricultural  procedures 
present  potential  health  problems.  These  pro- 
cedures will  then  be  studied  more  closely 
either  during  this  or  during  a subsequent 
visit  to  the  farm. 

Simultaneous  with  the  above  mentioned 
survey,  all  types  of  information  concerning 
rural  occupational  health  conditions  will  be 
gathered  and  compiled  during  1956.  Major 
items  of  interest  in  this  regard  include:  1. 
Rural  Occupational  Accidents  and  Acute 
Poisonings.  2.  Sub-acute  or  Chronic  Poison- 
ings. 3.  Agricultural  Allergies.  4.  Agricultur- 
ally induced  skin  conditions.  5.  Specific  In- 
fections Directly  or  Indirectly  related  to  an 
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Agricultural  Environment.  Items  listed  as 
being  included  under  Accidents  and  Poison- 
ings are  commonly  recognized  and  are  readily 
identified  with  the  responsible  procedure  or 
condition.  A newspaper  clipping  service, 
voluntary  submitted  information,  and  liaison 
with  other  agencies  interested  in  these  prob- 
lems, plus  the  contacts  made  during  the  sur- 
vey should  adequately  provide  this  desired 
information.  The  other  headings  indicate 
items  which  are  much  more  difficult  to  eval- 
uate and  assign  to  their  proper  prospective. 
Many  limiting  factors  are  involved  in  mak- 
ing this  task  much  more  difficult,  but  it  is 
felt  that  information  regarding  these  items 
is  of  foremost  importance  in  any  rural  occu- 
pational health  consideration.  Various  limit- 
ing factors  involved  in  establishing  a definite 
diagnosis  and  the  problems  involved  in  data 
collection  on  such  conditions  as  agricultural 
allergies  and  skin  conditions,  undulant  fever, 
virus  encephalitis,  actinomycotic  and  other 
mycotic  infections,  tetanus,  rabies,  psitta- 
cosis, leptospirosis,  Rocky  Mountain  Spotted 
Fever,  tularemia  and  other  rural  infections 
make  a proper  evaluation  extremely  difficult. 
Consequently,  because  of  the  incompleteness 
of  the  information  regarding  their  occur- 
rance,  there  may  be  a tendency  to  under- 
estimate the  overall  importance  of  these 
conditions.  By  a consideration  of  morbidity 
and  mortality  reports  made  to  the  Statistics 
Division  of  the  Health  Department,  routine 
laboratory  reports,  results  of  special  labora- 
tory research  projects,  information  gathered 
during  the  survey  in  representative  counties, 
and  the  reports  of  interested  groups  and  in- 
dividuals, we  hope  at  the  end  of  1956  to  be  in 
a more  favorable  position  to  adequately 
evaluate  the  total  picture  regarding  these 


infectious  conditions  in  South  Dakota.  Ob- 
viously, the  aid  and  cooperation  of  all  in- 
terested individuals  and  groups  will  be  of 
utmost  importance  in  assuring  the  success  of 
this  portion  of  the  program.  We  are  directly 
appealing  for  that  aid,  and  will  welcome 
any  voluntarily  submitted  information  re- 
garding hazards  of  conditions  directly  or  in- 
directly related  to  rural  occupational  pro- 
cedures. 

The  importance  of  the  cause  and  effect  re- 
lationship and  indirect  influence  of  conditions 
such  as  heat  and  cold,  climatic  and  atmos- 
pheric conditions,  state  of  nutrition,  state  of 
physical  fitness,  dust,  noise,  vibration,  ultra- 
violet and  infrared  exposure,  back  and  joint 
difficulties,  hernias  and  general  physical, 
mental  and  emotional  health  of  the  farm 
family  or  rural  occupational  health  conditions 
are  factors  which  also  deserve  a great  deal 
of  investigation.  Fortunately,  an  Institute  of 
Rural  Health  has  recently  been  initiated  at 
the  University  of  Iowa  Medical  School.  No 
doubt  information  of  this  type  as  well  as 
other  general  rural  health  information,  will 
be  forthcoming  from  the  efforts  of  this 
worthwhile  voluntary  health  agency.  We  too 
are  interested  in  any  information  concerning 
these  factors  and  their  relationship  to  rural 
occupational  health. 

When  rural  occupational  procedures  have 
been  studied  more  closely,  and  all  available 
information  collected  and  evaluated,  it  is  felt 
that  corrective  measures  and  methods  may 
also  become  more  readily  apparent.  Perhaps 
at  that  time  it  will  be  possible  for  the  remed- 
ial phase  of  program  development  to  assume 
its  rightful  status  in  the  overall  picture  of 
rural  occupational  health. 


WANTED 

Physician  and  Surgeon  — Estelline,  South  Dakota 
Completely  equipped  Clinic  and  Hospital 
Contact  Hoffelts  Drugstore,  Estelline,  South  Dakota 
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RURAL  OCCUPATIONAL  ACCIDENTS 
G.  J.  Bloemendaal,  M.D.,  Ipswich,  S.  D.* 


Mr.  Chairman,  Ladies  and  Gentlemen. 
There  are  lots  of  rural  accidents,  but  today  I 
am  only  going  to  talk  about  one  type.  This 
type  is  that  involving  being  caught  in  a 
power  take-off.  One  of  my  patients,  who  sur- 
vived, is  with  me  today  and  I would  like  him 
to  tell  you  in  his  own  words  just  how  he  was 
caught  in  the  accident  a little  over  a year 
ago. 

(Patient  describes  the  power  take-off  acci- 
dent and  shows  the  resulting  scars  on  his  legs, 
etc.) 

This  boy’s  father  brought  him  in  one  day  in 
October,  1954,  and  said  “I  don’t  think  its  any 
use  but  please  look  at  him  anyway,  I think 
he’s  gone.”  I looked  in  the  back  seat  of  the 
car  and  the  power  take-off  had  ripped  all  the 
clothes  off  this  boy  except  one  boot.  As  he 
told  you  he  went  through  the  10”  space 
between  the  power  take-off  shaft  and  the 
implement  twice  very  fast  and  it  had  mangled 
him  badly.  This  accident  broke  the  right  leg, 
multiple  fractures  of  the  left  leg  (passes  out 
x-ray  pictures).  The  skin  was  also  torn  quite 
badly,  and  he  had  a dislocated  right  shoulder. 

What  should  have  been  done  to  prevent 
this  accident?  (Patient  answered  that  there 
should  have  been  a shield  on  the  power  take- 
off and  added  that  all  the  moving  parts  of  the 
machinery  on  their  farm  now  have  shields 
of  this  type).  The  answer,  of  course,  is  that 
sooner  or  later  one  must  get  around  to  tak- 
ing all  the  precautions,  so  why  not  do  it  in 
the  first  place.  That  seems  the  logical  answer 
to  these  accidents  cases. 

This  young  man  is  one  of  the  fortunate 
ones.  He  was  in  the  hospital  for  better  than 
2 months,  but  got  along  nicely.  All  do  not 
have  such  good  fortune. 

*Rural  Health  Committee,  S.D.S.M.A. 


Another  case  involved  a man  35  years  old 
who  also  got  caught  in  a power  take-off.  He 
got  along  just  fine  for  about  10  days,  but  then 
died  suddenly  of  pulmonary  embolism.  So  he 
was  not  so  fortunate. 

This  is  one  type  of  accident  which  can  al- 
ways be  prevented.  The  cause  is  the  same  as 
highway  accidents,  the  operator  is  in  too 
much  of  a hurry,  and  doesn’t  disengage  the 
power  take-off  as  he  should. 

We  had  another  case  in  which  a 4 or  5 year 
old  boy  lost  his  leg.  He  gets  around  well  in 
spite  of  his  lost  limb.  Then  I had  one  other 
case  of  compound  fracture. 

These  accidents  also  involve  a lot  of  un- 
necessary excitement  and  emotional  distur- 
bance. The  question  is  “What  to  do?”  The 
answer  is  very  simple,  but  it  is  that  which 
makes  it  difficult.  It  is  like  the  old  question 
of  how  to  reduce.  In  giving  the  answer  one 
must  keep  at  it  all  the  time.  Teach  it  in 
school,  insurance  companies,  must  preach  it 
and  also  other  agencies.  I think  that  the 
story  is  best  told  by  strangers.  It  makes 
more  of  an  impression  this  way.  Another  big 
factor  is  that  the  worker  must  meet  a time 
schedule,  is  in  a hurry,  and  doesn’t  take  time 
to  use  ordinary  safety  precautions.  Consid- 
eration of  these  points  would  prevent  a great 
number  of  farm  accidents. 

The  total  number  of  power  take-off  acci- 
dents we  have  in  South  Dakota,  I do  not 
know.  If  each  doctor  has  four  in  a lifetime,  as 
have  I , it  would  add  up  to  20  or  30  a year. 
Not  all  end  as  satisfactorily  as  the  one  shown. 
These  are  all  preventable  and  should  be  con- 
sidered as  such. 
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RELATIONSHIP  OF  THE  S.  D.  DEPART- 
MENT OF  AGRICULTURE  FACILITIES 
TO  RURAL  HEALTH 
Charles  Bruett,  Pierre,  S.  D.* 


When  we  talk  of  rural  health,  we  think  of 
the  people  that  live  outside  of  any  organized 
municipality,  in  the  rural  areas. 

The  Department  of  Agriculture  does  not 
have  a specific  program  that  applies  to  rural 
people,  and  rural  people  only;  the  functions 
of  the  Department  of  Agriculture  are  state- 
wide and  apply  to  all,  whether  they  are  rural 
residents  or  live  in  the  cities. 

One  of  the  biggest  items  in  the  cost  of  liv- 
ing is  the  price  of  the  food  that  we  eat  and 
the  nation  as  a whole  can  be  very  proud  of 
the  fact  that  from  the  standpoint  of  health, 
we,  perhaps,  have  the  best  food  supply  in  the 
entire  world.  This  has  not  come  by  chance, 
but  rather  because  we  have  responsible 
people  in  active  enforcement  agencies  watch- 
ing closely  the  sanitation  practices  in  the 
plants  that  are  processing  our  foods  and  also 
checking  the  finished  products  for  sanitary 
requirements. 

We  must  admit  that  there  are  thousands  of 
food  items  being  offered  for  sale  and  it  is 
humanly  impossible  to  check  all  of  them.  This 
is  true  in  South  Dakota,  it  is  true  in  all  of  the 
other  States,  and  it  is  true  on  a national 
level,  with  the  Federal  Food  and  Drug  Ad- 
ministration. However,  with  the  cooperative 
agreements  which  we  have  with  the  Federal 
Food  and  Drug  Administration  and  with  our 
working  agreements  with  the  officials  of  the 
other  States,  it  is  possible  to  do  a rather  satis- 
factory job  in  checking  on  the  food  supplies. 

At  any  time  when  the  Federal  Food  and 
Drug  Administration,  or  the  enforcement 
agencies  in  some  of  the  other  States  find  any 
items  of  food,  or  a particular  lot  of  food,  that 
is  not  up  to  standards,  that  information  is 
passed  along  to  us  so  that  we  can  be  on  the 
watch  for  the  sale  of  that  particular  product 
in.  We  in  turn  furnish  this  sort  of  information 
on  anything  that  we  find  below  standard  in 
our  State.  This  sort  of  cooperation  has  mul- 
tiplied a good  many  times  the  effectiveness 
of  the  inspection  work  and  today  it  is  the 

♦Director,  S.  D.  Department  of  Agriculture. 


exception  rather  than  the  rule  for  any  food 
product  offered  for  sale  to  be  in  any  way  a 
health  hazard. 

The  State  Department  of  Agriculture  has 
the  supervision  of  the  sanitary  inspection  of 
eating  and  drinking  establishments  in  the 
State.  The  people  of  the  rural  areas  make  it 
a practice  to  stop  in  at  these  places  at  least 
for  a cup  of  coffee  or  a lunch  when  they 
have  occasion  to  come  to  town.  A lack  of 
sanitation  in  these  places,  could  be  a real 
threat  to  the  health  of  these  people  as  well 
as  their  patrons  that  live  in  town.  It  is  very 
essential,  and  by  law  mandatory,  that  the 
sanitation  of  these  places  be  checked  reg- 
ularly and  very  thoroughly.  The  operators  of 
these  various  places  must  be  instructed  as  to 
the  proper  sanitary  methods  to  be  used. 

We  have  a tremendous  turn-over  in  the 
ownership  of  restaurants  and  many  times, 
and  this  is  especially  true  in  the  smaller 
towns,  people  buy  restaurants  that  have 
little  or  no  experience  or  training  along  those 
lines.  They  know  nothing  about  the  sanitary 
requirements  and  it  is  part  of  our  duty  to 
properly  instruct  them  and  to  keep  them  in 
line  after  they  have  this  knowledge.  Very 
often  we  find  employees  in  restaurants  that 
have  little  or  no  appreciation  of  the  need  of 
good  sanitation  in  eating  places.  It  is  our 
job  not  only  to  inspect  but  to  teach  and  to 
train  these  operators  and  employees  to  do  the 
job  and  do  it  the  right  way. 

Further,  the  work  that  we  do  with  Grade 
A Milk  and  other  dairy  products,  perhaps 
does  not  have  as  much  effect  on  rural  health 
as  some  of  our  other  work,  but  it  is  well  to 
discuss  it  just  a little.  Few  people  on  the 
farms  buy  their  milk  but  rather  use  the  milk 
from  their  own  cows,  but  for  those  that  do 
buy  from  stores  I believe  that  our  work  on 
Grade  A Milk  and  quality  cream  is  helping 
to  make  these  people  aware  of  health  hazards 
that  can  be  associated  with  milk  and  with  all 
dairy  products,  perhaps  one  of  the  most 
highly  perishable  products  on  the  market. 
Many  farm  families  realizing  this  fact  have 
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home  pasturization  equipment  for  milk  and 
we  encourage  that.  There  is  an  increasing 
interest  in  maintaining  a herd  of  livestock 
that  is  free  from  any  disease  that  could  con- 
taminate human  beings  and  that  is  a decided 
step  forward.  It  was  not  so  long  ago  when 
it  was  not  too  difficult  to  find  sediments  in 
the  bottom  of  milk  cans  and  even  cups  or 
glasses  used  for  drinking  purposes.  It  was 
difficult  to  know  what  kind  of  filth  was  in 
these  sediments.  Having  seen  this,  I for  one 
am  not  a great  user  of  milk  as  a beverage,  but 
the  milk  of  today  is  good  and  the  label 
GRADE  A MILK  means  that  it  is  a good, 
wholesome,  pure  milk  that  can  be  safely  fed 
to  infants  as  well  as  the  sick.  That  is  a pro- 
gress in  rural  health  that  we  can  be  proud  of. 
Also,  we  in  the  Department  of  Agriculture 
have  the  direct  responsibility  of  checking  on 
all  of  the  drug  stores  in  South  Dakota.  We 
check  the  prescription  weights  and  the  drugs 
for  correct  labeling  and  for  purity.  A man  is 
employed  by  the  Department  with  phar- 
maceutical knowledge  and  this  service  also 
has  a direct  bearing  on  the  health  of  our  en- 
tire population. 

Chemicals  are  playing  a larger  part  in 
farming  operations  every  year  and  are  very 
beneficial  to  good  farming  operations  in 
many  ways,  but  they  can  be  very  dangerous 
if  handled  carelessly  or  used  for  purposes 
other  than  that  for  which  they  were  intended. 
The  Department  of  Agriculture  has  the 
supervision  of  economic  poisons  which  in- 
cludes most  of  these  chemicals.  Labels  are 
carefully  examined  and  any  mislabeled  pro- 
ducts taken  off  the  market.  The  chemicals 
used  on  the  farm  most  extensively  are  of 
course,  insecticides,  weed  sprays,  chemicals 
for  treating  seeds,  rodent  poisons  and  other 
agricultural  poisons.  All  have  to  be  registered 
with  the  Department  of  Agriculture  and 
checked  to  see  that  proper  directions  are 
given  for  their  use  and  proper  precautions 
are  listed  to  prevent  danger  to  the  person 
handling  the  same.  A school  of  instruction 
is  held  each  year  on  the  proper  use  of  weed 
sprays.  Residue  from  some  of  these  chem- 
icals on  food  products  can  be  dangerous  and 
the  Federal  Food  and  Drug  Administration 
has  set  up  a certain  tolerances  for  these 
residues  that  are  safe  from  a health  stand- 
point. Many  food  items  have  to  be  checked 
for  these  residues. 


As  a further  precaution,  sanitation  of  grains 
and  the  proper  storage  of  grains  to  prevent 
rodent  and  bird  contamination  is  also  a part 
of  our  Department’s  work,  but  it  is  in  its  in- 
fancy and  should  be  greatly  enlarged  as  the 
cost  in  dollars  to  the  farmers  of  South  Dakota 
from  rodent  and  bird  contamination  amounts 
to  almost  16  million  dollars.  It  is  my  desire 
to  set  up  and  activate  a full  grain  sanitation 
program.  Flour  is  a universal  product,  used 
by  all  mankind  and  it  must  be  our  objective 
to  assure  the  public  that  the  grain  used  is 
handled  in  a sanitary  manner.  It  is  a well 
known  fact  that  the  droppings  from  rodents 
and  birds  are  almost  impossible  to  remove. 
Do  you  want  to  eat  that  kind  of  flour  and  that 
kind  of  bread?  It  is  our  Job  to  prevent  grains 
that  show  this  evidence  of  contamination 
from  being  processed  into  food  for  human 
consumption. 

Grain  that  has  been  chemically  treated  for 
seed  and  not  used  for  that  purpose  but  put 
on  the  market,  has  contaminated  entire  car- 
loads of  grain,  resulting  in  the  grain  being 
confiscated.  Had  it  been  used  in  the  manu- 
facture of  flour,  it  would  have  created  a 
definite  and  pronounced  health  hazard. 

Further,  the  inspection  of  locker  plants  is 
also  a part  of  the  work  of  the  Department  of 
Agriculture.  Our  rural  population  in  many 
areas  are  dependent  on  locker  plants  for  food 
storage  and  sanitation  of  these  plants  is 
essential.  The  storage  temperature  must  be 
kept  at  a certain  point  at  all  times  to  prevent 
food  spoilage  and  as  you  well  know,  food 
spoilage  is  a definite  health  hazard.  We  have 
standards  set  for  these  temperatures  and  all 
locker  plants  are  checked  frequently  to  see 
that  the  temperatures  are  satisfactorily  main- 
tained and  that  packaging  is  being  carried 
out  in  a sanitary  manner.  These  are  a few 
of  the  contributions  that  the  Department  of 
Agriculture  makes,  not  only  to  rural  health, 
but  to  the  health  of  the  population  of  the 
entire  state.  The  duties  of  the  Department 
are  many  and  complex.  The  required  stand- 
ards become  higher  and  higher  and  it  is  my 
firm  belief  that  the  Department  of  Agricul- 
ture must  not  only  keep  pace  with  progress 
in  sanitation,  but  should  be  active  in  leading 
the  way.  That  is  my  objective.  I hope  that 
I can  attain  that  goal. 
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ARE  YOU  TAX  BAIT? 
by 

RALPH  R.  BENSON 
Attorney-at-Law 
Los  Angeles,  California 


Don’t  jump  when  you  open  that  letter  or 
when  that  man  in  the  doorway  tells  you  the 
Federal  Tax  Return  you  filed  this  year,  last 
year  or  even  a couple  of  years  ago  is  being 
carefully  investigated. 

You  stand  there  — and  right  away  you  hit 
yourself  with  this  question:  “Why  did  this 
happen  to  me?” 

You  assure  yourself  that  you  are  an  honest 
taxpayer  and  have  nothing  to  fear  and 
nothing  to  hide.  Yet,  when  you  signed  that 
tax  return,  you  mailed  the  original  with  the 
hope  you  would  never  hear  of  it  again  and 
put  the  copy  in  your  files  in  the  belief  it 
would  just  gather  dust. 

Would  you  like  to  know  about  the  innocent, 
homespun,  garden  variety  ways  of  attrac- 
ting the  attention  of  the  tax  people? 

It  is  not  just  a tax  return  that  attracts  at- 
tention. It  can  be  your  method  of  keeping 
books.  It  may  be  the  people  around  you  that 
know  or  don’t  know.  It  may  not  be  anything 
of  your  own  doing  that  attracts  attention. 
Or,  the  government  may  snap  at  first  at  the 
simple  harmless  bait,  and  then  by  its  pro- 
cedures, snare  a far  greater  bait  and  a more 
explosive  one. 

Are  you  interested  in  learning  what  these 
ways  of  attracting  attention  are  and  which 
of  these  ways  can  be  avoided? 

Then  rate  your  own  chances  of  coming 
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down  with  a good  case  of  “T.T.’s”  (Tax 

Tremens)  by  going  through  this  list  of  “Bait”: 

THE  BAIT 

1.  Have  you  made  any  mistakes  in  arith- 
metic? 

2.  Did  you  claim  a large  or  unusual  deduc- 
tion? 

3.  Are  you  claiming  dependents  other  than 
your  wife  and  children? 

4.  Is  your  income  over  $20,000  a year? 

5.  Is  your  return  part  of  a "spot"  check? 

6.  Has  your  patient  been  called  in  to  prove 
up  medical  expenses  on  his  own  return? 

7.  Has  an  informer  told  a story  about  you? 

8.  Has  a newspaper  given  you  publicity  on 
your  finances? 

9.  What  vicious  rumors  are  making  the 
rounds? 

10.  Is  the  wife  in  the  divorce  court  telling 
all? 

11.  Has  a Federal  or  State  Agency  become 
aroused  about  you? 

12.  Will  a large  amount  of  cash  in  your  safe 
deposit  box  create  suspicion  after  your 
death? 

13.  Do  you  pay  your  bills  in  cash? 

14.  Are  you  buying  property? 

15.  Will  the  Inventory  of  an  Estate  show  up 
possible  unpaid  income  taxes? 

16.  Are  you  a victim  of  the  bank  deposit 
method? 

17.  Are  you  a victim  of  the  net  worth 
theory? 
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BAIT  #1 

Have  you  made  any  mistakes  in  arthmetic? 

Take  the  case  of  Dr.  A,  a busy  OB  man, 
who  had  counted  on  a few  free  evenings  to 
do  his  tax  return.  But,  instead,  he  let  it  go 
until  the  deadline,  the  night  of  April  15. 
Apparently,  delivering  babies  had  caused 
him  to  take  care  of  other  people’s  new  tax 
exemptions  while  he  had  delayed  taking 
care  of  his  own. 

With  the  clock  running  out  on  the  last  few 
hours  for  filing.  Dr.  A feverishly  gets  hold 
of  an  adding  machine  and  starts  listing  all 
of  his  operating  expenses  from  a stack  of 
torn  slips.  His  office  expenses  total  $3,600, 
including  $1,200  for  a cleaning  woman  to 
whom  he  paid  $100  per  month.  Interrupted. 
He  gets  a telephone  call.  A worried  patient 
in  false  labor.  Back  to  the  grind  again.  Still 
thinking  about  his  patient’s  labor  pains,  he 
enters  the  correct  total  of  $3,600  on  the  re- 
turn but  copies  $2,100  instead  of  the  $1,200  for 
the  cleaning  woman  by  simply  mixing  the 
figures  1 and  2.  This  simple  error  which 
slipped  through  his  fingers  will  be  picked  up 
by  the  comptometer  operator  at  the  Federal 
Building,  as  her  nimble  fingers  punch  the 
busy  keys.  A simple  error  paying  off  in 
$1,000,000  worth  of  grief. 

This  simple  error  which  happens  every 
day,  will  automatically  summon  the  doctor 
into  the  tax  office  for  explanation.  The  tax 
people  would  not  know  from  the  face  of  the 
return  whether  the  $2,100  or  the  $3,600  was 
the  correct  figure.  Sure,  the  doctor,  after 
spending  a day  down  at  the  tax  office,  after 
tracking  down  his  receipts,  vouchers  and 
check  stubs  will  eventually  sweat  his  way 
out  of  the  problem  and  stand  pat  on  the  orig- 
inal tax  due  with  no  change.  But  this  simple 
error  of  one  item  caused  a complete  check- 
up of  pages  1,  2,  3 and  4 and  all  of  Schedule 
C attached. 

The  moral  is:  It  is  standard  office  pro- 
cedure for  the  local  tax  office  to  check  all 
returns  for  mathematical  accuracy  with  its 
corps  of  comptometer  operators. 

So  you  had  better  take  your  time  or  see 
your  accountant  or  tax  adviser.  Besides,  an 
OB  man  can  alleviate  labor  pains,  his  pa- 
tients’ and  his  own,  by  getting  an  extension 
of  time  for  thirty  days  which  is  not  too  hard 
to  get  from  the  tax  people. 


BAIT  #2 

Did  you  claim  a large  or  unusual  deduction? 

Dr.  B.  last  year  claimed  a deduction  for 
$5,103.52  for  entertainment  expenses.  He 
operates  an  industrial  clinic.  His  practice  is 
strictly  referral.  He  contracts  with  indus- 
trial insurance  companies  to  be  referred  in- 
dustrially injured  patients  from  several  manu- 
facturing plants.  The  Doctor  makes  it  his 
business  to  entertain  the  insurance  com- 
panies’ key  men,  the  executives  of  factories 
and  the  Doctors  at  the  First  Aid  Clinics,  who 
regularly  send  the  injured  employees  from 
the  plant  to  the  outside  industrial  doctors  on 
the  approved  list.  Dr.  B,  as  well  as  the  other 
industrial  Doctors  in  the  area,  take  these 
people  to  lunch  or  dinner  or  to  football 
games.  He  invites  them  to  Christmas  par- 
ties, give  them  wedding,  birthday  and  an- 
niversary gifts  and  invites  the  more  daring 
on  aeroplane  and  hunting  trips.  Last  year  he 
estimated  all  these  expenses  except  the 
Christmas  party.  He  had  kept  no  itemized 
records  and  had  but  one  receipt  of  $103.52 
from  the  Christmas  party  and  estimated  the 
rest  at  around  $5,000.00.  This  year,  on  the 
advice  of  his  accountant,  he  kept  accurate 
records.  He  marked  the  checks  when  he 
paid  for  gifts,  with  the  names  of  the  specific 
industrial  clients.  On  the  lunches,  dinners 
and  ballgames  where  he  paid  cash,  he  re- 
imbursed himself  the  next  day  by  check.  All 
of  his  aeroplane  and  hunting  expenses  at 
the  airports  and  hunting  lodges  were  by 
itemized  charge  accounts  and  paid  monthly. 
Then  the  accountant  subtracted  from  the  din- 
ners the  cost  of  the  Doctor’s  usual  meals  and 
from  the  aeroplane  and  hunting  expenses  he 
picked  out  25%  as  the  Doctor’s  fair  estimate 
of  his  own  personal  expenses.  The  net  total 
this  year  was  a surprising  $9,502.00,  a sur- 
prise even  to  the  Doctor  because  he  thought 
he  spent  the  same  as  last  year.  His  estimates 
in  years  before  were  actually  too  low.  This 
year  Dr.  B’s  return  is  checked  because  of  the 
unusually  high  entertainment  deductions  in 
both  years. 

An  unusually  intelligent  government 
auditor,  of  which  there  are  many  in  govern- 
ment service,  reviewing  tax  returns  at  the 
Federal  Building  would  be  alarmed  at  the 
total  business  deductions,  including  enter- 
tainment in  contrast  to  the  doctor’s  reported 

(Continued  on  Page  218) 
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History  of  Medicine 

Dr.  Ronald  Price  of  Armour  offered  to  pur- 
chase for  the  medical  library  a translated 
edition  of  Vesalius,  The  China  Root  Letter. 
Not  finding  this  listed  in  any  of  our  book 
catalogs  this  librarian  wrote  to  Dr.  J.  B.  de 
C.  M.  Saunders  of  the  Anatomy  Department 
of  the  University  of  California,  who  with 
Charles  D.  O’Malley  wrote  the  discussion  of 
the  Illustrations  from  the  Works  of  Andreas 
Vesalius  of  Brussels,  published  by  the  World 
Publishing  Co.  in  1950. 

Dr.  Saunders  replied  that  he  had  translated 
this  letter  but  to  date  had  been  unable  to  find 
a publisher  for  it.  He  also  stated  that  seven 
years  ago  he  sent  the  New  York  Academy  of 
Medicine  a translation  of  some  of  the  writ- 
ings of  Vesalius  and  to  date  not  enough 
money  had  been  accumulated  to  publish 
these.  It  is  to  be  regretted  that  funds  are 
not  available  from  some  source  to  publish 
translations  of  works  of  a person  as  import- 
ant in  the  field  of  medicine  as  Vesalius  and 
by  as  eminent  a translator  as  Dr.  Saunders. 

In  the  introduction  of  his  book  about  Ve- 
salius, Dr.  Saunders  gives  some  information 
about  the  China  Root  Letter  written  in  1546. 
The  Emperor,  Charles  the  Fifth  who  refused 
to  restrict  his  exotic  and  bizarre  appetite 
which  called  for  a capon  and  cold  beer  at 
three  or  four  o’clock  in  the  morning,  de- 
manded that  the  China  root,  a variety  of 
sarsaparilla  introduced  to  Europe  some  ten 
years  previously,  be  administered  by  his  first 
physician,  Cornelius  van  Baersdorp  and  Ve- 
salius, despite  their  doubts  of  its  value.  Hav- 
ing received  the  stamp  of  imperial  approval 
the  medical  advisor  to  the  petty  princes  and 
nobility  were  importuned  to  administer  this 
new  remedy,  mainly  for  the  treatment  of 
syphilis.  Vesalius  asked  for  his  opinion  of 


this  remedy  by  his  friend  Roelamti,  city  of- 
ficial of  Mechlin  replies  in  the  China  Root 
letter  later  published  in  book  form.  It  is  the 
second  part  of  this  volume  which  is  a second 
letter,  having  nothing  to  do  with  the  China 
Root  that  is  significant.  This  letter  is  Ve- 
salius reply  to  his  old  teacher  of  Paris,  Jaco- 
bus Sylvius  who  objects  to  certain  passages 
of  the  Fabricus.  In  it  he  defends  the  Vesalius 
criticism  of  the  anatomy  of  Galen  and  reveals 
his  extraordinary  knowledge  of  both  human 
and  comparative  anatomy.  He  amends  some 
statements  in  Fabrica  and  gives  an  account 
of  his  new  discoveries  which  were  eventually 
incorporated  in  the  second  edition  of  his  mas- 
terpiece. This  part  of  the  China  Root  Letter 
is  our  most  important  source  for  details  of 
Vesalius  personal  life  and  offers  us  a glimpse, 
slight  and  shadowy  though  it  may  be,  of  his 
personality. 

On  March  20th.  Dr.  Ronald  Price  talked  to 
the  medical  students  belonging  to  the  Chap- 
ter of  the  Student  Medical  Association  about 
the  contributions  of  Vesalius  to  anatomy. 
Terry  Dynes,  a second  year  medical  student 
has  the  following  comments  to  make  about 
this  talk: 

Dr.  Price  during  his  lecture  assumed  the 
personage  of  Dr.  Sylvius,  one  of  Vesalius’s 
former  instructors,  and  presented  the  lecture 
as  if  the  audience  were  a group  of  16th  cen- 
tury students.  He  presented  the  Galenic 
concept  of  the  four  humors  of  the  body  and 
their  respective  roles  in  anatomy-physiology 
as  it  was  taught  in  that  day.  Following  this, 
Dr.  Price,  as  Sylvius,  proceeded  to  severely 
criticize  the  young  upstart  Vesalius  who 
dared  to  defy  these  ancient  concepts  which 
had  stood  unchanged  for  nearly  fourteen 
hundred  years.  He  even  threatened  to  expel 
any  student  if  he  should  catch  him  reading 


_.214  — 


JUNE  1956 


this  heretics  book  de  Fabrica  Human!  Cor- 
poris which  had  been  published  the  previous 
year.  Returning  to  the  20th  century  Dr. 
Price  concluded  with  some  further  comments 
on  the  feelings  of  the  times  concerning  Ve- 
salius  and  his  revolutionary  concepts  of  an- 
atomy and  medicine. 

A recent  gift  book  of  historical  significance 
was  recently  presented  to  the  medical  library 
by  Dr.  Theodore  Riggs  of  Pierre,  South  Da- 
kota. The  author  is  Joseph  Mac  Lue,  Fellow 
of  the  Royal  College  of  Surgeons;  the  title 
Surgical  Anatomy;  the  publisher  Blanchard 
and  Tea,  and  the  copyright  date  1853.  The  68 
colored  plates  were  drawn  by  the  author 
from  his  own  dissections  and  the  object  of 
the  work  was  to  present  the  student  of  med- 
icine and  the  practitioner  removed  from  the 
school,  a series  of  dissections  demonstrative 
of  the  relative  anatomy  of  the  principle 
regions  of  the  body. 

On  May  23rd,  1923  at  the  42nd  annual  meet- 
ing of  the  South  Dakota  Medical  Association 
in  Watertown  the  former  state  historian  of 
the  state,  Doane  Robinson,  gave  a talk  on  the 
Medical  Adventures  of  Lewis  and  Clark. 
This  was  printed  in  the  Journal-Lancet,  v. 
43,  1923  p.  539.  Lewis  and  Clark  while  in  St. 
Louis  became  acquainted  with  Dr.  Antoine 
Saugrain,  a physician,  surgeon  and  scientist 
of  unusual  attainments.  He  gave  a “free 
hand”  course  in  medicine  and  surgery  to  Cap- 
tain Cook  who  served  as  doctor  of  the  ex- 
pedition. At  the  present  site  of  Sioux  City 
“Dr.  Clark”  attempted  to  practice  his  new 
profession.  There  to  quote  his  diagnosis 


“Sergeant  Floyd  is  taken  very  bad  all  at  once 
with  a Biliose  Chorlick.  We  attempted  to  re- 
lieve him  without  success  as  yet,  he  gets 
worse  and  we  are  much  alarmed  at  his  Situa- 
tion, (all)  give  attention  to  him”  . . . “Sergeant 
Floyd  much  weaker  and  no  better”  He  died 
soon  after.  Clark  does  not  indicate  the  nature 
of  his  treatment  in  this  his  first  important 
case.  Next  day  at  Ponca  Landing  on  the  west 
side  of  the  river  Clark  records:  “by  examina- 
tion the  Bluff  contained  Alum,  Copperas,  Co- 
balt, Pyrites:  a Alum  Rock  and  Sandstone. 
Capt.  Lewis  is  proving  the  quality  of  those 
minerals  was  near  poisoning  himself  by  the 
fumes  and  tast  of  the  Cobalt  which  had  the 
appearance  of  Soft  Isonglass.  Copperas  and 
Alum  is  very  pisen.”  Upon  returning  that 
evening  to  the  present  townsite  of  Elk  Point 
“Capt.  Lewis  took  a dost  of  Salts  to  work  off 
the  effects  of  the  arsenic.”  Four  days  later 
the  captains  with  a selected  party  of  the  men 
had  left  the  river  at  the  mouth  of  the  Vermil- 
lion to  tramp  out  9 miles  to  Spirit  Mound. 
Capt.  Lewis  was  “bushed”  by  the  exertion 
and  in  explanation  Capt.  Clark  writes  “Capt. 
Lewis  ...  in  a debilitated  state  from  the  pre- 
cautions he  was  obliged  to  take  to  prevent 
the  effects  of  the  Cobalt  & Min’l  substance 
which  had  like  to  have  poisoned  him.”  So 
they  were  forced  to  seek  the  shady  banks  of 
the  Vermillion  where  they  rested  for  a couple 
of  hours  before  venturing  the  trip  to  the 
boats. 

Mrs.  Esther  Howard 

Medical  Librarian 


“WANTED:  Physician  interested  in  Internal  Medicine.  New  ultra  modern  100  bed  GM&S 
hospital.  Modern  2 bedroom  apartment  available  at  nominal  rent.  Salary  range  from 
$8,990  to  $14,000  depending  upon  qualifications.  Our  Chiefs  of  Medicine  and  Surgery  are 
both  Board  men.  Apply  M.  J.  Robertson,  M.D.,  Manager,  Veterans  Administration 
Hospital,  Miles  City,  Montana.” 
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MEETING  OF  HOUSE  OF  DELEGATES 
SOUTH  DAKOTA  STATE  MEDICAL 
ASSOCIATION* 

May  5,  1956 

A special  meeting  of  the  House  of  Delegates 
of  the  South  Dakota  State  Medical  Associa- 
tion was  held  at  1:00  p.  m.,  Saturday,  May  5, 
1956,  in  the  mezzanine  dining  room  of  the 
Marvin  Hughitt  Hotel,  Huron,  South  Dakota. 

The  meeting  was  called  to  order  by  the 
Speaker  of  the  House,  Dr.  R.  A.  Buchanan. 


Roll  Call  was  taken  by  Mr.  John  C.  Foster, 
Executive  Secretary. 

There  were  present: 


OFFICERS: 

F.  Daniels  Gillis,  M.D, 

A.  P.  Peeke,  M.D. 

M.  M.  Morrissey,  M.D. 

A.  P.  Reding,  M.D. 

COUNCILORS: 

P.  V.  McCarthy,  M.D. 
C.  R.  Stoltz,  M.D. 

L.  C.  Askwig,  M.D. 

B.  R.  Skogmo,  M.D. 

C.  J.  McDonald,  M.D. 

DELEGATES  AND 
District  1. 

William  Gorder,  M.D. 
(alternate) 

E.  A.  Rudolph,  M.D. 
(alternate) 

District  II. 

Abner  Willen,  M.D. 

C.  J.  Clark,  M.D. 

District  III. 

D.  C.  Austin,  M.D. 

District  IV. 

C.  L.  Swanson,  M.D. 

District  V. 

F.  D.  Leigh,  M.D. 
David  Buchanan,  M.D. 

(alternate) 

District  VI. 

H.  R.  Lewis,  M.D. 

W.  H.  Fritz,  M.D. 


A.  A.  Lampert,  M.D. 
R.  A.  Buchanan,  M.D. 
A.  W.  Spiry,  M.D. 


Robert  Monk,  M.D. 

(For  Dr.  Sattler) 

R.  J.  Quinn,  M.D. 

G.  C.  Torkildson,  M.  D. 
F.  F.  Pfister 

ALTERNATES 

District  VII. 

A.  K.  Myrabo,  M.D. 

F.  C.  Kohlmeyer,  M.D. 
R.  Giebink,  M.D. 

(alternate) 

E.  T.  Lietzke,  M.D. 
John  McGreevy,  M.D. 

District  VIII. 

Marian  Auld,  M.D. 
Duane  Reaney,  M.D. 

District  IX. 

R.  A.  Boyce,  M.D. 
Wayne  Geib,  M.D. 

J.  N.  Hamm,  M.D. 
Thomas  Mead,  M.D. 

E.  T.  Ruud,  M.D. 

District  X. 

Robert  Hayes,  M.D. 
District  XL 

F.  C.  Totten,  M.D. 
District  XII. 

E.  A.  Johnson,  M.D. 


* Because  of  interest  in  the  Blue  Shield®  pro- 
posal, it  is  felt  that  rather  than  write  an  editorial 
on  the  subject,  we  would  use  this  space  for  the 
full  minutes  of  the  special  house  of  delegates 
meeting  for  your  information. 


comprising  a quorum. 

As  this  was  a special  meeting,  the  minutes 
of  the  last  meeting  were  not  read. 

Dr.  R.  A.  Buchanan,  Speaker  of  the  House, 
stated  that  this  meeting  had  been  set  by  the 
Council  at  its  last  meeting  in  order  to  bring 
up  and  hear  the  report  of  the  Insurance  Com- 
mittee and  to  dispose  of  it,  either  by  accept- 
ing the  report  or  rejecting  it. 

Dr.  C.  J.  McDonald  presented  the  follow- 
ing Resolution: 

The  Committee  on  Prepayment  and  Insur- 
ance Plans  wishes  to  submit  the  following 
resolution: 

WHEREAS:  two  years  of  study  and  dis- 
cussion have  been  completed 
on  the  possibility  of  creation 
of  a Blue  Shield®  plan  spon- 
sored by  the  South  Dakota 
State  Medical  Association,  and 

WHEREAS:  a majority  of  physicians  in  the 
State  indicate  support  of  such 
a plan,  and 

WHEREAS:  enabling  legislation  has  been 
adopted  to  allow  incorpora- 
tion of  such  a plan,  and 

WHEREAS:  it  is  felt  that  a Blue  Shield® 
plan  is  a step  toward  the 
proper  leadership  by  the  med- 
ical profession  in  meeting  its 
obligations  to  the  public, 
THEREFORE  BE  IT  RESOLVED:  that  the 
South  Dakota  State  Medical  Association  en- 
dorse and  accomplish  creation  of  a Blue 
Shield  plan  for  South  Dakota  and  that  such 
program  be  accomplished  in  the  following 
manner: 

1.  A non-profit  corporation  be  established 
to  operate  the  Blue  Shield®  plan,  the 
corporate  membership  being  the  House 
of  Delegates  of  the  South  Dakota  State 
Medical  Association. 

2.  The  Board  of  Directors  of  the  plan  shall 
not  be  less  than  six  physicians  and  three 
laymen  appointed  by  the  corporate 
membership. 

3.  The  Board  will  be  responsible  for  crea- 
tion and  operation  of  a plan  to  be  started 


— 216  — 


JUNE  1956 


as  soon  as  feasible.  It  is  recommended 
(a):  that  the  plan  be  established  as  basic- 
ally outlined  by  the  committee,  and  (b): 
an  advisory  committee  on  fees  shall  be 
appointed  from  the  South  Dakota  State 
Medical  Association  to  represent  all 
specialties  and  other  groups. 

We  move  the  adoption  of  this  report. 

C,  J.  McDonald  Robert  Monk,  M.D. 

Chairman  E.  A.  Johnson,  M.D. 

D.  H.  Breit,  M.D.  A.  A.  Lampert,  M.D. 

P.  H.  Hohm,  M.D. 

Motion  was  made  by  Dr.  C.  J.  McDonald 
and  seconded  by  Dr.  A.  A.  Lampert  that  this 
resolution  be  adopted. 

Following  this  a vigorous  discussion  con- 
tinued for  about  an  hour  and  a half  by  var- 
ious members  on  the  pros  and  cons  of  the 
Blue  Shield®.  At  the  request  of  one  of  the 
members,  a paragraph  from  the  Enabling  Act 
was  read  by  Mr.  John  Foster. 

Motion  was  made  by  Dr.  C.  R.  Stoltz  and 
seconded  by  Dr.  C.  J.  Clark  to  throw  this 
resolution  into  a referendum  of  the  Associa- 
tion membership. 

Drs.  C.  J.  Clark,  Robert  Hayes  and  Duane 
Reaney  were  appointed  tellers  for  the  vote 
by  Dr.  Buchanan. 

Motion  was  made  by  Dr.  C.  R.  Stoltz  and 
seconded  by  Dr.  E.  A.  Rudolph  that  this  be  a 
Roll  Call  vote.  Motion  carried. 

Dr.  R.  A.  Buchanan  declared  the  vote  by  34 
to  7. 


The  following  voting  no; 


F.  Daniels  Gillis 
A.  P.  Peeke 
M.  M.  Morrissey 
A.  P.  Reding 
A.  A.  Lampert 
R.  A.  Buchanan 

A.  W.  Spiry 
L.  C.  Askwig 

B.  R.  Skogmo 
W.  H.  Fritz 
David  Buchanan 
A.  K.  Myrabo 
R.  Giebink 

E.  T.  Lietzke 
John  McGreevy 
Marian  Auld 
Duane  Reaney 


C.  J.  McDonald 
R.  J.  Quinn 

G.  C.  Torkildson 
F.  F.  Pfister 
Abner  Willen 

D.  C.  Austin 
C.  L.  Swanson 
F.  D.  Leigh 

H.  R.  Lewis 
R.  A.  Boyce 
Wayne  Geib 
J.  N.  Hamm 
Thomas  Mead 

E.  T.  Ruud 
Robert  Hayes 

F.  C.  Totten 

E.  A.  Johnson 


The  following  voting  yes: 

P.  V.  McCarthy  F.  C.  Kohlmeyer 

C.  R.  Stoltz  William  Gorder 

Robert  Monk  E.  A.  Rudolph 

C.  J.  Clark 

Motion  was  made  and  seconded  that  a vote 
be  taken  on  the  resolution.  The  resolution 
was  again  read  by  Dr.  McDonald.  Vote  was 


by  Roll  Call  and  the  resolution  was  adopted 
by  a vote  of  34  yes  to  7 no. 


The  following  voting  yes: 


F.  Daniels  Gillis 
A.  P.  Peeke 

M.  M.  Morrissey 
A.  P.  Reding 
A.  A.  Lampert 
R.  A.  Buchanan 

A.  W.  Spiry 
L.  C.  Askwig 

B.  R.  Skogmo 

C.  J.  McDonald 
Robert  Monk 
R.  J.  Quinn 

G.  C.  Torkildson 
F.  F.  Pfister 

J.  N.  Hamm 
Thomas  Mead 
E.  T.  Ruud 


C.  L.  Swanson 

F.  D.  Leigh 
David  Buchanan 
H.  R.  Lewis 
W.  H.  Fritz 
A.  K.  Myrabo 

F.  C.  Kohlmeyer 
R.  Giebink 

E.  T.  Lietzke 
John  McGreevy 
Marian  Auld 
Duane  Reaney 
R.  A.  Boyce 
Wayne  Geib 
Robert  Hayes 

F.  C.  Totten 
E.  A.  Johnson 


The  following  voting  no: 

P.  V.  McCarthy  Abner  Willen 

C.  R.  Stoltz  C.  J.  Clark 

William  Gorder  D.  C.  Austin 

E.  A.  Rudolph 

The  following  Resolution  was  presented  by 
Dr.  C.  J.  McDonald: 

WHEREAS:  the  initial  Board  of  Directors  of 
a Blue  Shield®  plan  should  be 
well  acquainted  with  the  pre- 
liminary planning  and  basic 
studies  already  conducted. 


THEREFORE  BE  IT  RESOLVED  that  the 


House  of  Delegates  appoint  the  following 
members  of  the  Prepayment  and  Insurance 
Committee  to  serve  on  the  Board  for  the 


following  terms: 


C.  J.  McDonald,  M.D. 
3 years 

Robert  Monk,  M.D. 

3 years 

D.  H.  Breit,  M.D. 

2 years 


E.  A.  Johnson,  M.D. 
2 years 

P.  H.  Hohm,  M.D. 

1 year 

A.  A.  Lampert,  M.D. 
1 year 


Subsequent  appointment  at  the  annual  meet- 


ing of  the  House  of  Delegates  will  be  for 
three  year  terms. 


We  move  the  adoption  of  this  report. 

C.  J.  McDonald,  M.D.  E.  A.  Johnson,  M.D. 

Chairman  P.  H.  Hohm,  M.D. 

Robert  Monk,  M.D.  A.  A.  Lampert,  M.D. 

D.  H.  Breit,  M.D. 

Motion  was  made  by  Dr.  C.  J.  McDonald 
and  seconded  by  Dr.  F.  C.  Totten  that  this 
resolution  be  adopted.  Motion  carried. 

The  following  Resolution  was  presented  by 
Dr.  C.  J.  McDonald: 


WHEREAS:  the  proposed  constitution  and 
by-laws  of  a Blue  Shield®  plan 
will  include  three  lay  members 
to  serve  on  its  Board  of  Direc- 
tors, and 
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WHEREAS:  these  lay  members  initially  need 
be  selected  for  their  ability  to 
cooperate  and  help  organize  the 
plan  with  the  appointed  medical 
members, 

THEREFORE  BE  IT  RESOLVED  that  the 
medical  members  be  instructed  to  appoint 
three  lay  members  serving  staggered  terms 
of  one,  two  and  three  years.  Future  appoint- 
ments to  be  made  directly  by  the  House  of 
Delegates. 

We  move  the  adoption  of  this  report.. 

C.  J.  McDonald,  M.D.  E.  A.  Johnson,  M.D. 

Chairman  P.  H.  Hohm,  M.D. 

Robert  Monk,  M.D.  A.  A.  Lampert,  M.D. 

D.  H.  Breit,  M.D. 

Motion  was  made  by  Dr.  C.  J.  McDonald 
and  seconded  by  Dr.  F.  C.  Totten  that  this 
resolution  be  adopted.  Motion  carried. 

On  motion  made  and  seconded,  the  meet- 
ing adjourned. 


ARE  YOU  TAX  BAIT?— 

(Continued  from  Page  213) 
total  income.  For  instance,  a deduction  of 
$9,502.00  or  $5,103.52  for  entertainment 
against  a gross  of  $40,000.00  would  attract 
attention,  inspection  and  visitation.  This 
year’s  entire  itemization  clears  100%  because 
it  is  itemized  and  necessary  and  proper  to  his 
specialty  in  his  profession.  Last  year’s,  ex- 
cept as  to  the  Christmas  party,  is  cut  in  half 
by  the  Agent  when  the  Doctor  fails  to  pro- 
duce sufficient  evidence  to  back  up  his  es- 
timates and  he  is  only  allowed  for  last  year 
$2,603.52. 

The  moral  is:  Dr.  B now  keeps  a little 
black  book  marking  down: 

1.  Place  of  entertainment; 

2.  Kind  of  entertainment:  tickets,  food  or 
liquor; 

3.  Name  of  entertainees; 

4.  Amount  actually  spent  on  them;  and 

5.  Date. 

This  goes  for  every  entertainment  deduc- 
tion, whether  by  cash,  check  or  charge 
account. 

(To  be  continued  in  July) 


LETTER  TO  THE  EDITOR 

April  25,  1956 

Dr.  F.  Daniels  Gillis,  Sr.,  President 
c/o  Mr.  J.  C.  Foster 
1st  National  Bank  Building 
Sioux  Falls,  South  Dakota 
Dear  Doctor  Gillis: 

May  I take  this  opportunity  to  express 
thanks  from  the  National  Foundation  for  In- 
fantile Paralysis  to  the  South  Dakota  State 
Medical  Association  as  a whole  and  to  its  in- 
dividual members  for  their  excellent  co- 
operation with  the  state  health  department 
and  the  National  Foundation  in  the  successful 
conduct  of  the  poliomyelitis  vaccine  demon- 
stration program  in  South  Dakota  during 
1955. 

The  chief  beneficiaries  of  this  program,  of 
course,  were  the  South  Dakota  school  chil- 
dren, mainly  in  the  first  and  second  grades, 
who  received  one  or  more  injections  of  vac- 
cine supplied  by  the  National  Foundation 
during  the  year  1955.  A total  of  33,714  cc.  of 
vaccine  was  supplied. 

You  may  be  interested  to  know  that,  thanks 
to  your  help,  14,592  South  Dakota  children 
received  at  least  one  inoculation;  14,306  re- 
ceived two  inoculations;  and  1,160  received  a 
third  (booster)  inoculation  up  to  October  15, 
1955. 

Approximately  23%  of  the  South  Dakota 
children  in  the  5-9  age  group,  the  age  group 
most  susceptible  to  paralytic  poliomyelitis, 
thus  obtained  a high  degree  of  protection 
against  the  disease  in  1955  as  a result  of  this 
program. 

The  cooperation  of  the  South  Dakota  State 
Medical  Association  helped  materially  to 
account  for  this  fine  record. 

While  this  is  a formal  expression  of  grati- 
tude for  your  help,  the  real  expression  must 
come  from  the  parents  of  those  many  chil- 
dren in  South  Dakota  who  feel  free  from  the 
threat  of  paralytic  poliomyelitis  in  their  fam- 
ilies now  that  the  1956  poliomyelitis  season 
is  at  hand. 

Very  cordially  yours, 

Hart  E.  Van  Riper,  M.D. 

Medical  Director 

Enclosure:  “Can  Paralytic  Polio  be  Prevented 
in  1957?” 
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I wish  to  express  my  appreciation  for  this  high  office, 
to  which  you  have  elected  me.  I will  try  to  carry  on  the  fine 
programs  and  continue  to  try  to  help  solve  the  problems 
which  beset  my  predecessors.  Many  of  which  problems  are 
still  with  us,  such  as:  1.  Public  relations.  2.  National  legis- 
lation and  our  own  state  legislation.  3.  Prepayment  medical 
care.  Blue  Shield.  4.  Care  of  the  indigent.  5.  Care  of  the 
aged  and  many  more. 

I have  been  increasingly  impressed  with  the  willing 
response  on  the  part  of  the  various  committees  in  their  un- 
selfish attitude  to  their  assignments. 

I regret  that  in  my  younger  days  of  my  practice  I did 
not  fully  realize  what  our  state  organization  was  doing  for 
us.  I urge  every  member  of  the  South  Dakota  State  Medical 
Society  to  acquaint  himself  with  the  District  and  State  or- 
ganization and  to  take  an  active  part  in  it. 


This  being  a national  and  a state  election  year  we  should  acquaint  ourselves  with  the  legis- 
lation which  will  come  up,  and  above  all  personally  get  to  know  the  candidates  from  your 
respective  areas.  We  will  carry  on  as  we  did  in  the  last  legislative  session  and  have  members 
of  the  society  present  to  offer  assistance  and  council,  and  generally  show  interest  in  legislation 
even  outside  of  our  special  field.  The  attitude  of  giving  assistance  will  certainly  reward  us 
many  fold. 


I shall  be  anxious  to  see  you  all  in  your  district  meetings  early  in  the  next  three  months 
or  so  if  possible  so  as  to  know  you  better. 


I wish  to  thank  you  in  advance  for  accepting  your  appointments  to  the  committee  positions 
and  chairmanships. 


May  we  have  a harmonious  and  successful  year  for  medical  service  in  South  Dakota. 


Alonzo  P.  Peeke,  M.D.,  President 
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Tetracycline  Lederle 


in  the  treatment  of 

infections  in  surgery 

The  prevention  and  control  of  cellulitis, 
abscess  formation,  and  generalized  sepsis  has 
become  commonplace  technique  in  surgery 
since  Achromycin  has  been  available.  Leading 
investigators  have  documented  such  findings 
in  the  literature. 

For  example,  Albertson  and  Trout*  have  re- 
ported successful  results  with  tetracycline 
(Achromycin)  in  diverticulitis,  gangrene  of 
the  gall  bladder,  tubo-ovarian  abscess,  and 
retropharyngeal  abscess.  Prigot  and  his  associ- 
ates^  used  tetracycline  in  successfully  treating 
patients  with  subcutaneous  abscesses,  celluli- 
tis, carbuncles,  infected  lacerations,  and  other 
conditions. 

As  a prophylactic  and  as  a therapeutic. 
Achromycin  has  shown  its  great  worth  to 
surgeons,  as  well  as  to  internists,  obstetricians, 
and  physicians  in  every  branch  of  medicine. 
This  modern  antibiotic  offers  rapid  diffusion 
and  penetration,  quick  development  of  effec- 
tive blood  levels,  prompt  control  over  a wide 
range  of  organisms,  minimal  side  effects.  There 
are  21  dosage  forms  to  suit  every  need,  every 
patient,  including 

ACHROMYCIN  SF 

Achromycin  with  Stress  Formula  Vitamins. 
Broad-range  antibiotic  action  to  fight  infec- 
tion; important  vitamins  to  help  speed  normal 
recovery.  In  dry-filled,  sealed  capsules  for 
rapid  and  complete  absorption,  elimination 
of  aftertaste. 


sealed  capsules 

^Albertson,  H.A.  and  Trout,  H.  H.,  Jr. : Antibiotics  Annual  1954-55, 
Medical  Encyclopedia,  Inc.,  New  York,  N.  Y.,  1955,  pp.  599-602. 

2Prigot,  A.;  Whitaker,  J.  C.;  Shidlovsky,  B.  A.,  and  Marmell,  M.: 
ibid,  pp.  603-607. 
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G.  H.  GULBRANDSEN,  M.D. 
1883-1956 


Dr.  George  H.  Gulbrandsen  was  born  in 
Chicago,  June  14,  1883.  He  finished  high 
school  in  1899,  matriculated  in  Luther  Col- 
lege, Decorah,  Iowa,  at  which  institution  he 
studied  for  one  year  before  transferring  to 
the  Medical  School  at  Loyola  University  in 
Chicago,  from  which  he  was  graduated  in 
1906.  During  his  tenure  as  a student  there 
he  became  a member  of  the  Tau  Alpha  Ep- 
silon Medical  fraternity.  He  interned  at  the 
Lutheran  Hospital  in  Chicago. 

In  May  1907  he  came  to  South  Dakota, 
locating  in  Canton.  It  was  there  he  met  and 
married  Judith  Sogn  on  October  27,  1909, 
and  to  this  marriage  one  son,  George  Na- 
thaniel was  born  February  22,  1915.  Dr.  Gul- 
brandsen practiced  in  Canton  until  April  1918 
when  he  and  his  family  moved  to  Brookings, 
S.  D.  While  in  Canton  he  was  a member  of 
the  Sioux  Valley  Medical  Society  and  Super- 
intendent of  the  Lincoln  County  Board  of 
Health  for  eight  years. 

At  the  outbreak  of  World  War  I he  served 
on  the  Medical  Advisory  Board  for  the 
United  States  Government  in  which  capacity 
he  likewise  served  during  the  2nd  World 


War.  For  this  service  rendered  to  his  country, 
he  received  a medal  in  recognition  of  his 
outstanding  work  and  loyalty. 

Dr.  Gulbrandsen  was  licensed  to  practice 
in  four  states:  Illinois,  South  Dakota,  Iowa, 
and  Minnesota.  He  was  a member  of  the 
American  Medical  Association,  the  State 
Medical  Society;  the  District  Medical  Society, 
of  which  he  had  at  one  time  been  president; 
and  the  area  Doctor’s  Group,  of  which  he  had 
been  Secretary-Treasurer  for  over  twenty 
years.  He  was  a Charter  member  of  the 
Brookings  Kiwanis  Club,  a member  of  the 
El  Riad  Shriner,  and  for  years  had  been  a 
member  of  the  Brookings  Chamber  of  Com- 
merce, and  was  a lifetime  member  of  the 
Lutheran  Church,  at  one  time  he  served  as 
president  of  the  Board  of  Education  in  Brook- 
ings. 

Left  to  mourn  his  passing  are  his  wife, 
Judith  of  Brookings;  one  son  George  of 
Austin,  Minnesota;  and  one  granddaughter, 
Gail. 

Blessed  be  the  memory  of  Dr.  George 
Harry  Gulbrandsen. 
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BLUE  SHIELD  ® PLAN 
APPROVED  FOR  S.  D. 

Approval  of  a Blue  Shield 
® plan  of  medical-surgical 
prepaid  medical  care  for 
South  Dakota  was  granted 
by  the  House  of  Delegates 
of  the  South  Dakota  State 
Medical  Association  meeting 
in  special  session  at  Huron 
on  May  5th. 

Medical  members  of  the 
Board  of  Directors  of  the 
proposed  corporation  are: 
C,  J.  McDonald,  M.D.,  Sioux 
Falls;  Robert  Monk,  M.D., 
Yankton;  Donald  Breit,  M.D., 
Sioux  Falls;  Arthur  A.  Lam- 
port, M.D.i  Rapid  City;  E.  A. 
Johnson,  M.D.,  Milbank,  and 
Paul  Hohm,  M.D.,  Huron. 

Complete  minutes  of  the 
House  meeting  appear  else- 
where in  this  issue. 


NORTH  CENTRAL 
CONFERENCE  SET 
South  Dakota  physicians 
who  usually  attend  the  North 
Central  Medical  Conference 
will  be  delighted  to  learn 
that  the  meeting  this  year 
will  be  scheduled  for  No- 
vember 10  and  11  which  hap- 
pens to  coincide  with  the 
date  of  the  lowa-^Minnesota 
football  game. 

An  after-the-game  buffet 
dinner  and  entertainment  is 


scheduled  for  Saturday  night 
with  the  regular  meetings  on 
Sunday. 

Dr.  P.  H.  Woutat  of  Grand 
Forks,  N.  D.,  is  President  of 
the  conference. 


NEWS  NOTES 

The  Attorney-General  of 
South  Dakota  recently  ruled 
that  the  Hyde  County  Clinic 
was  not  to  be  considered 
tax-exempt.  Ruling  was 
based  on  decision  that  al- 
though non-profit,  the  Asso- 
ciation operating  the  build- 
ing could  not  be  considered  a 
charitable  organization. 

* * * 

Dr.  C.  F.  Morsmau,  Hot 
Springs,  and  Dr.  John  L. 
Calene,  Aberdeen,  attended 
the  American  College  of 
Physicians  meeting  in  Los 
Angeles  in  April. 

* ^ 

Dr.  K.  Sprosts  has  located 
at  Hecla,  S.  D. 

* * * 

Parker,  S.  D.  held  an  open 
house  at  their  new  medical 
office  building  April  29th.  As 
yet,  Parker,  has  not  located  a 
physician  to  occupy  the 
building. 


EYE  DOCTORS 
EYE  NEW  YORK 

Eye  specialists  from  all  the 
countries  of  the  Western 
Hemisphere  will  gather  in 
New  York  City,  April  7-10, 
1957,  at  the  Hotel  Statler, 
for  the  Fourth  Interim  Con- 
gress of  the  Pan  American 
Association  of  Ophthalmol- 
ogy, according  to  an  an- 
nouncement by  Dr.  Brittain 
F.  Payne,  New  York,  Presi- 
dent of  the  Association.  The 
Congress  will  be  held  in  con- 
junction with  the  annual 
meeting  of  the  National  So- 
ciety for  the  Prevention  of 
Blindness. 

Three  official  subjects,  to 
be  discussed  by  invited 
speakers,  have  been  selected. 
These  are:  Diseases  of  the 
Ocular  Fundus;  Ophthalmic 
Surgery;  and  Therapeutics 
in  Present-Day  Opthalmol- 
ogy.  “Free”  papers  on  other 
topics  may  be  included  in  the 
program  so  far  as  time  al- 
lows. Dr.  John  M.  McLean, 
Professor  of  Clinical  Surgery 
in  Ophthalmology,  Cornell 
Medical  College,  New  York, 
is  chairman  of  the  program 
committee.  Those  who  wish 
to  present  papers  are  invited 
to  communicate  with  Dr. 
McLean  at  The  New  York 
Hospital,  525  East  68th  St., 
New  York  21,  N.  Y. 
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a potent  germicide 

FOR  COLD  STERILIZATION 


Pheneen 


AN 


PRODUCT 


ELIMINATES  DOUBTFUL  STERILITY 

IN  OFFICE  USE  . . . 

Rapid  germicidal  activity  plus  specific 
sporacidal  properties  enable  PHENEEN  to  provide 
the  extra  margin  of  safety  during  minor  office 
surgery.  Instruments  may  be  stored  for 
months  in  PHENEEN  without  weekly  changes  of 
solution.  Special  "built-in"  rust  inhibitant 
makes  this  possible.  Routine  use  of  colorless, 
odorless  PHENEEN  reduces  questionable  sterility 
to  the  minimum.  For  complete  information 
and  prices  write  . . . SDM-656. 


Physicians  & Hospitals  Supply  Co. 

1400  Harmon  Place  Minneapolis  3,  Minn. 
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HAROLD  S.  BAILEY,  PH.D. 
EDITOR 

Division  of  Pharmacy 
College  Siaiion,  South  Dakota 
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ACEUTICAL 


THE  FIVE  YEAR  PHARMACY 
CURRICULUM 
Louis  W.  Busse,  Ph.D.* 
Madison,  Wisconsin 


In  the  summer  of  1954  the  American  Asso- 
ciation of  Colleges  of  Pharmacy  voted  to 
amend  its  constitution  and  by-laws  to  direct 
that  “on  or  after  April  1,  1965,  each  member 
college  shall  require  of  each  candidate  for  a 
degree  in  pharmacy  completion  of  not  less 
than  5 full  academic  years  of  training,  includ- 
ing both  pre-pharmacy  instruction  and  a min- 
imum of  3 years  professional  instruction.” 

Five  year  courses  of  study  must  be  given  to 
all  students  entering  college  in  the  fall  of 
1960  and  thereafter,  if  the  college  wants  to 
maintain  membership  in  the  Association. 

In  presenting  material  on  the  five  year 
curriculum,  I would  like  to  discuss  this  sub- 
ject of  pharmaceutical  education  from  two 
positions  — that  of  the  needs  of  the  public 
and  a concern  for  public  health,  and  secondly 
from  the  standpoint  of  the  physician  and  his 
requirements  in  the  matter  of  pharmaceu- 
tical service.  Pharmacists  have  these  two  re- 
sponsibilities. They  are  not,  however,  similar. 

Let  us  discuss  the  requirements  of  the  pub- 
lic first.  Here  we  are  concerned  primarily 
with  drugs  not  characterized  by  the  prescrip- 
tion legend  and  available  for  what  we  call 
“over  the  counter  sale.”  (I  think  today  we 
might  even  state  for  “self-service  sale.”)  We 
might  discuss  this  under  the  heading  of  “The 
pharmacist — self  medication — public  health.” 
In  our  general  concept  we  assume,  and  I be- 
lieve rightly  so,  that  the  public  has  the  right 
to  self-medicate.  We  also  believe  that  the 

*Professor  of  Pharmacy  and  Associate  Dean, 
School  of  Pharmacy,  University  of  Wisconsin  and 
past  member  of  the  Committee  on  Curriculum 
of  the  American  Association  of  Colleges  of  Phar- 
macy. 


Food  and  Drug  Administration  is  lending  en- 
couragement to  this  development  by  virtue 
of  its  recent  regulations  regarding  labeling 
for  “over  the  counter  sale”  of  drugs,  and  the 
constant  attempts  to  take  away  all  the  op- 
portunities or  rights  of  the  pharmacist  to  use 
professional  judgment.  On  the  other  hand  I 
believe  that  it  is  neither  possible  nor  feasible 
to  have  the  complete  indications  or  contra- 
indications and  directions  for  use  on  the  label 
in  such  a way  as  to  be  clearly  interpreted 
by  the  untrained  layman.  Now,  I would  like 
to  point  out  that  while  self-medication  is  jus- 
tifiable it  can  and  does  have  a tremendous 
effect  on  public  health  and/or  illness  and 
that  this  effect  may  be  either  good  or  bad. 
The  layman  carrying  on  self-medication  is  in 
need  of  a safe  guard  (other  than  the  label 
which  he  can’t  interpret  and  in  some  cases 
read).  This  safeguard  should  give  him  intelli- 
gent and  accurate  information  on  the  use  of 
drugs  and  also  should  prevent  him  from 
abusing  the  use  of  drugs.  It  seems  to  me  it 
is  essential  that  the  layman  be  required  to 
purchase  these  drugs  from  a person  who  is 
aware  of  the  dangers  of  misuse  and  who  can 
caution  him  against  further  use  when  it 
seems  the  drugs  are  used  in  unreasonable 
quantities.  It  also  seems  logical  to  me  that 
the  public  is  in  need  of  a place  and  a person 
to  serve  it  in  its  drug  needs  guided  by  the 
following  obligations: 

1.  To  supply  the  public  with  their  needs  for 
self-medication  and  to  assume  the  responsi- 
bility for  the  complete  understanding  of  the 
rational  use  of  these  drugs  by  the  user. 

2.  To  be  aware  of  the  extent  of  the  use  of 
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drugs  by  the  public  and  assume  the  respon- 
sibility for  cautioning  against  any  excessive 
use  of  the  drug  if  such  is  obvious. 

The  argument  simply  stated  is  “Not  where 
drugs  are  to  be  sold,  but  how  they  are  to  be 
sold.” 

Pharmacist  Should  Be  Reliable  Information 
Source 

There  is  another  service  the  public  is  in 
great  need  of  at  the  present  time,  particularly 
now  that  the  means  of  communication  avail- 
able to  advertisers  with  the  advent  of  T.V. 
is  so  dramatic.  This  is  a need  for  a reliable 
source  of  information  as  to  the  relative  value 
of  remedies  for  self-medication.  The  public 
must  have  a person  upon  whom  it  can  de- 
pend to  give  the  most  intelligent,  honest,  and 
unbiased  information  possible.  The  sales 
pressure  for  these  remedies  and  the  claims 
made  for  them  have  reached  the  stage  of  the 
fantastic  and  as  presented  apparently  have 
tremendous  sales  effect.  Now  the  real  danger 
in  excessive  self-medication  is  not  so  much 
from  the  toxicity  of  the  drugs  themselves,  in 
most  cases  the  margin  of  safety  is  good,  but 
from  the  fact  that  this  unwittingly  keeps  the 
person  away  from  the  physician  and  a proper 
diagnosis  and  treatment  before  serious  mal- 
function develops.  The  medical  literature  is 
full  of  examples  of  the  excessive  use  of  an- 
tacids, laxatives,  cough  remedies  and  local 
anesthetics  by  the  lay  person,  with  tragic  re- 
sults because  the'  physician  was  not  consulted 
in  order  that  an  early  diagnosis  could  be 
made. 

I quote  several  examples  from  a paper 
“Drugs  are  Dynamite”:  i 

“I  have  been  interested  in  the  problem  of 
overtreatment  of  trivial  skin  lesions  for  a 
long  time.  Last  spring,  during  a six  week 
period,  30%  of  all  new  patients  seen  by  me 
in  the  office  and  hospital  had  contact  der- 
matitis. When  these  patients  had  recovered 
sufficiently,  patch  tests  were  made  with 
remedies  they  had  used.  Twenty-seven  per 
cent  of  them  had  applied  a skin  remedy  that 
worsened  their  initial  condition,  and  seven 
of  this  group  required  hospitalization  for 
generalized  dermatitis.  In  my  experience, 
some  of  the  agents  most  likely  to  cause 
eczema,  e.g.,  the  local  anesthetics,  are  found 
in  skin  remedies.  The  total  cost  to  seven  pa- 
tients who  were  hospitalized  was  $2,000. 

“One  patient,  several  years  ago,  had  to  be 


hospitalized  for  a generalized  dermatitis 
following  application  of  a preparation  con- 
sisting of  a mixture  of  methapyrilene  hydro- 
chloride, benzocaine,  calamine,  and  hexylated 
m-cresol  to  a dermatitis  on  her  hand.  The 
preparation  produced  an  oozing,  weeping 
patch  test  reaction.  The  label  declared  this 
agent  would  relieve  itching  and  burning  and 
heal  a dermatitis.  Instead  it  caused  the  pa- 
tient to  be  hospitalized.  This  episode  cost 
this  patient  over  $200.  She  was  given  instruc- 
tions in  skin  care,  and  last  winter  she  ac- 
quired a dermatitis  on  her  hand  again.  This 
time  it  was  due  to  using  another  patent  med- 
icine (a  mixture  of  menthol,  methyl  salicylate, 
lanolin,  and  a fat).  The  dermatitis  was  given 
proper  care,  and  her  only  expense  was  one 
office  treatment.” 

In  internal  medicine  the  group  of  drugs 
most  frequently  purchased  by  the  public  in- 
clude laxatives,  sedatives,  aspirin,  vitamins, 
and  cough  syrups. 

“Laxatives  are  widely  used  by  the  Amer- 
ican public  and  almost  $200,000,000  is  spent 
every  year  in  the  purchase  of  this  class  of 
medicaments.  Yet  the  public’s  actual  need 
for  laxatives  is  limited  and  if  only  the  need 
was  fulfilled  the  cost  could  be  measured  in 
terms  of  thousands  of  dollars  at  most. 

“Too  many  people  erroneously  believe  that 
the  intestines  must  be  evacuated  regularly 
each  day  or  twice  a day,  or  else  “poisons” 
will  be  absorbed  into  the  body.  This  is  not 
true.  While  it  is  desirable  from  a health 
standpoint  to  establish  regularity,  consider- 
able variation  can  occur  without  harmful  re- 
sults. Such  variation  may  follow  a change  in 
diet,  exercise,  emotional  stress  or  other  in- 
fluences. Many  people  also  believe  it  is  wise 
to  purge  the  gastrointestinal  tract  whenever 
illness  such  as  a cold  appears.  This  is  another 
fallacious  belief.  The  patient  is  sufficiently 
miserable  without  being  made  the  victim  of 
a drastic  laxative. 

“In  the  consideration  of  laxatives,  too,  re- 
cent warnings  by  several  prominent  medical 
bodies  are  pertinent;  these  groups  warn  that 
the  continued  use  of  mineral  oil  as  a laxative 
may  aid  in  causing  serious  vitamin  deficien- 
cies, because  mineral  oil  has  been  found  to 
hinder  the  absorption  of  vitamin  K and  caro- 
tene, the  precursor  of  vitamin  A.” 

In  another  area,  the  formulation  of  phar- 
maceutical preparations  has  become  an  ex- 
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tremely  complicated  science  and  technology. 
A person  handling  and  dispensing  medica- 
tions must  understand  and  appreciate  the 
significant  effect  that  the  pharmaceutical  as- 
pects of  a preparation  can  have  on  the  rela- 
tive degree  of  therapeutic  effect  of  a drug. 
The  layman  is  entitled  to  and  in  need  of  a 
person  in  whom  he  can  consult  on  the  relative 
merits  of  comparable  products  and  receive  an 
appropriate  and  correct  answer  to  his  ques- 
tions. 

Informing  Medical  Profession  Is  a 
Pharmacist's  Major  Role 

The  medical  profession’s  need  for  a person 
on  whom  it  can  rely  for  information  on  the 
pharmaceutical  aspects  of  modern  medica- 
tion is  ever  greater  as  medicines  become  more 
complex.  Sir  Henry  Dale,  the  eminent  British 
physician-pharmacologist,  in  his  lecture  be- 
fore the  pharmaceutical  society  of  Great 
Britain,  in  honor  of  his  winning  the  Hanbury 
Medal  some  10  years  ago,  emphasized  the 
need  for  this  type  of  service  to  the  physician, 
and  portrayed  this  as  one  of  the  major  roles 
of  the  pharmacist  of  the  future.  One  need 
only  to  observe  the  number  of  medical  ser- 
vice representatives  (pharmacists  in  the 
major  number  of  instances)  who  now  serve 
in  this  capacity  as  representatives  of  our 
pharmaceutical  manufacturing  companies  in 
order  to  see  that  this  is  true.  Sir  Henry’s  pre- 
diction is  already  a fact.  The  need  has  been 
demonstrated.  This  is  a responsibility  of  the 
profession  and  we  must  assume  it.  If  we  do 
not  assume  the  responsibility,  another  group 
will.  We  are  a service  profession  and  if  we 
do  not  develop  to  the  point  where  we  can 
adequately  serve  the  present  and  meet  the 
changing  needs,  or  if  we  choose  not  to,  we 
will  lose  our  professional  heritage.  There  are 
many  groups  now  who  receive  sufficient 
basic  training  in  the  chemical  and  biological 
areas  to  adopt  themselves  very  readily  to 
serve  these  needs.  This  is  no  time  to  ask  to 
retain  the  status-quo.  A profession  goes  for- 
ward by  assuming  more  and  more  responsi- 
bilities, or  it  goes  backward  — a profession 
never  stands  still  in  this  regard. 

I would  like  to  emphasize  that  the  phys- 
ician needs  advice  and  information  on  both 
the  pharmacological  aspect  and  the  phar- 
maceutical aspect  of  drug  preparation.  In 
recent  years  the  pharmaceutical  advances 
have  been  dramatic.  Here  I need  only  to  men- 


tion the  use  of  agents  to  block  the  glomeruli 
of  the  kidney  to  prevent  the  excretion  of  cer- 
tain drugs  and  thereby  retain  blood  levels 
over  longer  periods  of  time;  the  use  of  cer- 
tain enzymes  to  dissolve  connective  tissue 
to  permit  local  anesthetics  to  spread  faster 
over  larger  areas,  and  penetrate  deeper;  the 
many  new  delayed  release  preparations  of 
the  coated  pellet  type  such  as  the  spansules 
versus  the  triple  layered  tablet  type.  The 
use  of  many  new  wetting  and  surface  action 
agents  as  emulsifiers  and  aids  to  the  suspend- 
ing of  powders,  and  when  taken  internally, 
as  surface  actants  effecting  the  mucous  lining 
of  the  intestine. 

Pharmaceutical  Education  Must  Be  Extensive 

I have  tried  to  point  out  to  you  the  types 
of  service  which  the  layman  and  the  medical 
profession  are  in  dire  need  of,  if  their  best 
interest  is  to  be  served.  I do  not  have  to  point 
out  to  you  now  that  the  education  of  the  per- 
son equipped  to  do  this  job  must  be  exten- 
sive in  both  the  physical  sciences  (chemistry, 
mathematics  and  physics)  and  in  the  bio- 
logical sciences  (physiology,  bacteriology  and 
pharmacology).  The  sequence  of  courses  in 
the  development  of  these  areas  is  of  utmost 
importance  and  the  application  to  pharmacy 
must  be  interwoven  with  the  development 
of  these  subjects. 

In  order  to  adequately  understand  and 
appreciate  the  science  of  pharmacology  and 
to  apply  it  intelligently  to  pharmaceutical 
preparations,  the  minimum  biological  course 
preparation  must  be  botany,  zoology,  bacter- 
iology, biochemistry,  physiology,  and  then 
pharmacology.  The  minimum  course  prepara- 
tion in  the  physical  sciences  must  include 
general . chemistry,  quantitative  analysis,  or- 
ganic chemistry,  physical  chemistry,  physics 
and  college  mathematics.  This  plus  the 
necessary  professional  courses  adds  up  to  an 
imposing  number  of  credits.  Also,  due  to  the 
laboratories  connected  with  these  sciences, 
considerable  time  is  consumed  and  the  cour- 
ses must  be  spread  over  a considerable  num- 
ber of  semesters  if  a student  is  to  survive. 

Pharmacy  as  a profession  is  also  concerned 
with  drugs  as  commodities.  The  pharmacist 
of  necessity  primarily  receives  his  income 
from  the  sale  of  these  materials.  In  other 
words,  by  the  very  nature  of  the  profession 
the  pharmacists’  income  must  be  derived  pri- 
marily from  profit  on  the  sale  of  “goods” 
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rather  than  from  a fee  as  a result  of  a service 
rendered  because  of  the  knowledge  involved. 

A professional  fee  may  be  reflected  in  the 
price  of  the  commodity.  However,  up  to  the 
present  time  the  precedent  for  a pharmacist 
to  charge  for  professional  advice  without  the 
accompanying  sale  of  a commodity  has  not 
been  established.  This  very  fact  then  forces 
the  profession  to  observe  business  laws  and 
principles  and  to  operate  the  pharmacy  in  a 
business-like  manner.  It  is  only  reasonable 
that  the  pharmacist  should  receive  a min- 
imum of  training  in  this  area  in  addition  to 
his  professional  training.  It  is  inconceivable 
to  me,  however,  that  anyone  should  think 
in  terms  of  business  training  as  substitute 
for  professional  training.  On  the  contrary, 
the  business  training  should  be  a facilitating 
adjunct  which  should  make  possible  an  im- 
proved professional  service.  This  cannot  be 
accomplished  by  replacing  professional  edu- 
cation with  business  training  and  in  so  do- 
ing reduce  the  competency  of  the  individual 
to  perform  professional  services.  Reducing 
the  profession’s  activities  and  responsibilities 
regarding  drugs  to  a purely  business  level  is 
not  the  cure  for  our  present  day  ills. 

Now  last  but  just  as  important,  the  public 
needs  and  has  the  right  to  expect  leadership 
from  its  professional  people.  This  responsi- 
bility the  pharmacist  must  share  with  the 
other  professions.  It  is  in  this  area  that  the 
pharmacist  must  establish  himself  as  a per- 
son interested  in  the  welfare  of  his  commun- 
ity and  demonstrate  this  interest  by  giving 
generously  of  himself  to  community  prob- 
lems and  government.  People  expect  profes- 
sional competency  and  have  few  doubts  about 
this  capacity  in  a professional  person.  It  is  in 
these  other  activities  that  real  confidence  in 
you  as  a responsible  person  is  built.  I em- 
phasize this  point  to  illustrate  the  fact  that  a 
curriculum  in  this  day  and  age  designed  to 
train  professional  people  which  does  not  pre- 
pare these  persons  to  assume  the  extra  re- 
sponsibilities of  citizenship  and  community 
leadership  is  as  outmoded  as  the  Model  T in 
this  Rocket  age. 

From  the  educational  point  of  view  this 
all  adds  up  to  a period  of  long  and  rigorous 
training  for  this  person,  the  pharmacist,  if  he 
is  going  to  be  able  to  develop  to  the  point 
where  he  will  perform  these  services  for  the 
layman,  physician  and  community. 


Two  Years  Pre-pharmacy  Advantageous 

The  pharmaceutical  curriculum  from  the 
purely  organizational  standpoint  must  be  ar- 
ranged in  the  same  pattern  as  the  other  pro- 
fessional curricula  — ■ namely,  training  on  a 
pre-professional  basis  which  qualifies  the  per- 
son for  training  in  the  professional  curri- 
culum. Here  most  professional  curricula  re- 
quires two  years  of  pre-professional  training 
followed  by  two,  three  or  even  four  years  of 
professional  training. 

The  advantage  to  the  profession  and  to  the 
professional  school  in  accepting  students 
after  two  years  of  collegiate  training  are 
many  and  extremely  important. 

1.  It  assures  the  profession  and  the  school 
of  a qualified  student  — one  who  has  demon- 
strated his  ability  to  do  collegiate  work  in  the 
basic  sciences  upon  which  the  professional 
training  is  based. 

2.  The  school  is  assured  of  a more  mature 
individual  — one  who  will  be  sure  pharmacy 
is  the  field  in  which  he  wants  to  seek  his 
career  and  one  who  will  be  more  diligent  in 
applying  himself  to  the  rigorous  discipline  of 
a professional  curriculum. 

3.  The  profession  will  be  assured  of  an 
older  and  more  mature  graduate  who  will 
adopt  himself  readily  to  the  profession’s  re- 
quirements and  acquire  the  confidence  neces- 
sary to  make  decisions  involving  professional 
judgment  without  a long  period  of  orienta- 
tion. 

4.  The  student’s  professional  training  will 
be  primarily  professional  in  nature  and  not 
be  interrupted  by  the  requirements  of  basic 
science  courses.  At  the  present  time  in  our 
four-year  program,  we  actually  have  only 
two  years  of  professional  training.  This  is  not 
nearly  sufficient  to  develop  a person  capable 
of  meeting  the  stated  educational  objectives. 

5.  The  element  of  “time”  in  any  profes- 
sional education  program  is  extremely  im- 
portant. Any  professional  course  of  training 
must  give  the  student  time  to  digest,  absorb, 
and  deposit  the  factual  knowledge  in  its 
proper  place  in  order  that  it  may  be  recalled 
and  applied  to  the  problems  of  pharmaceu- 
tical systems. 

The  common  complaint  of  the  speeded  up 
educational  programs  of  the  war  years  was 
that  the  students  could  not  assimilate  the 
knowledge  and  learn  its  application  in  the 
short  time  they  were  exposed  to  it.  Every 
student,  if  he  is  to  become  mature  in  his  pro- 
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fessional  knowledge,  must  be  exposed  fre- 
quently to  the  applications  of  the  sciences 
upon  which  his  profession  is  based  and  over  a 
long  period  of  time.  We  can  truthfully  say  — 
“Time  is  of  the  essence  in  any  professional 
education  program.” 

I hope  that  I have  clearly  and  forthrightly 
stated  the  aims  and  ideals  of  all  of  you  for 
the  pharmacist  of  the  future.  Dr.  Elliot,  for- 
mer president  of  Purdue  University  and  di- 
rector of  the  Pharmaceutical  Survey,  has 
described  this  person,  the  ideal  pharmacist, 
beautifully.  In  the  very  concise  manner  of 
which  he  is  capable,  he  states  in  one  para- 
graph what  I have  explained  so  far.  It  reads 
as  follows:  “The  pharmacist  must  be  a pro- 
fessional man  who  understands  thoroughly 
what  he  is  doing,  who  comprehends  the  scien- 
tific basis  of  drugs  and  drug  action,  who  is 
able  to  evaluate  critically  the  products  he 
handles,  who  is  competent  to  advise  phys- 
icians and  members  of  the  other  health  pro- 
fessions concerning  drugs  and  their  uses,  and 
who  works  at  his  profession  creatively  and 
advances  its  services.” 

Objectives  of  Pharmaceutical  Education 

In  constructing  a program  of  education  for 
the  pharmacist,  the  aims  and  objectives  to  be 
attained  and  the  goals  to  be  achieved  have 
to  be  stated  clearly  and  in  detail.  We  cannot 
say  that  the  purpose  of  a course  of  study  in 
pharmacy  is  to  prepare  pharmacists.  We 
must  define  the  duties  and  responsibilities; 
we  must  define  what  kind  of  a person  the 
pharmacist  is  to  be.  This  the  Pharmaceutical 
Survey  did  and  did  admirably  and  I don’t  be- 
lieve any  address  on  pharmaceutical  educa- 
tion would  be  complete  without  repeating 
the  stated  objectives,  e.g.  The  undergraduate 
program  for  the  education  and  professional 
preparation  of  pharmacists  include: 

A.  Selecting,  screening,  and  graduating 
those  students  possessing  the  technical 
abilities,  personal  character,  and  social 
outlook  required  for  the  practice  of 
the  profession  of  pharmacy. 

B.  Preparing  students  to  procure,  develop, 
prepare,  preserve,  standardize,  test, 
and  dispense  substances  and  articles 
used  in  the  diagnosis,  treatment,  and 
prevention  of  disease. 

C.  Developing  ability  in  students  to  utilize 
properly  the  Pharmacopoeia  of  the 
United  States,  The  National  Form- 


ulary, New  and  Nonofficial  Remedies,  ] 
and  other  recognized  reference  works  | 
on  drugs.  | 

D.  Grounding  students  in  the  principles  i 

and  practices  of  organizing  and  admin-  | 
istering  a pharmacy.  { 

E.  Making  students  fully  conscious  of  the 
ethical  standards  to  be  met  by  the  ' 
pharmacist. 

F.  Qualifying  students  to  cooperate  with 

members  of  the  other  health  profes-  ' 
sions  and  to  consult  with  them;  to 
furnish  accurate,  objective,  and  scien-  ^ 
tific  information  to  physicians  and  [ 
members  of  other  health  professions  * 
concerning  drugs  and  their  action.  ? 

G.  Preparing  students  to  provide  profes-  | 
sional  services  to  the  public  appro-  i 
priate  to  the  basic  functions  of  phar-  |j 
macy  in  its  role  as  a health  profession.  jj 

H.  Equipping  and  stimulating  students  to  i 

contribute  to  the  profession  by  par-  ' 
ticipating  in  its  various  organizational, 
literary,  teaching,  research,  and  other 
activities.  ! 

I.  Providing  students  with  an  adequate  i 
foundation  for  graduate  work  in  the  ^ 
various  subjects  of  the  curriculum.  j 

J.  Preparing  students  to  assume  the  re-  j 
sponsibilities  of  citizenship  befitting  | 
professionals. 

K.  Enriching  the  life  of  the  students  , 
through  greater  understanding  and  ap-  ; 
preciation  of  the  culture,  values,  and  ; 
problems  of  our  civilization. 

When  discussing  pharmaceutical  education 
and  the  length  of  time  necessary  to  train 
pharmacists,  agreement  must  be  had  on  these 
matters  first.  Otherwise  there  can  be  no  basis  i 
for  a common  understanding  of  the  types  and  ' 
quantity  of  education  necessary  to  prepare  ; 
pharmacists.  Those  who  have  been  enthus-  i 
iastic  about  the  necessity  for  an  increase  in 
the  depth  and  scope  of  pharmaceutical  edu-  i 
cation  had  in  mind  the  public’s  requirement  1 
for  services  of  this  professional  level.  I am  A 
sure  those  who  have  disagreed  about  the  need  il 
for  further  education  of  the  pharmacist  were  i 
not  saying  that  the  objectives  just  stated  i> 
could  be  achieved  in  the  present  period  of  | 
training.  Instead  they  have  questioned  the  ; ^ 
need  for  a professional  person  capable  of  per-  ■ | 
forming  the  professional  services  stated  in  i 
the  objectives  of  pharmaceutical  education. 

(Continued  on  Page  231) 
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RESERPINE  WITH  MEBARAL 

Description:  Each  tablet  contains  reserpine 
0.15  mg.  and  Mebaral  30  mg.  Reserpine  is  a 
pure  crystalline  alkaloid  of  Rauwolfia 
serpentina  root.  Mebaral  is  mephobar- 
bital  (N-methylethylphenyl  barbituric 
acid). 

Action  and  Uses:  Reserpine  with  Mebaral 
produces  immediate  and  sustained  tran- 
quillity through  two  sites  of  central  ner- 
vous system  action  — cortical  and  hypo- 
thalamic — permitting  more  effective 
management  of  anxiety  and  tension  states. 
It  does  not  impair  mental  efficiency.  Neuro- 
muscular tension  is  alleviated  so  that  pa- 
tients frequently  sleep  better  without  re- 
course to  potent  hypnotic  agents.  Psycho- 
therapeutic approach  to  basic  emotional 
difficulties  is  facilitated.  In  benign  essential 
j hypertension  control  of  emotional  lability 
as  well  as  gentle,  sustained  antipressor  ac- 
tion  is  obtained  quickly.  Blood  pressure 
alterations  in  persons  with  normal  pressure 
i are  rarely  significant. 

For  the  management  of  anxiety  and 
tension  states,  premenstrual  tension,  meno- 
pausal syndrom  as  well  as  for  essential  hy- 
pertension, angina  pectoris  and  other  dis- 
orders where  an  immediate  and  sustained 
tranquilizing  effect  is  desirable. 

Dosage:  The  usual  dose  is  one  tablet  three 
times  daily.  Initially  some  patients  may 
I require  somewhat  larger  doses. 

I How  supplied:  Bottles  of  100  tablets. 

Source:  Winthrop  Laboratories. 

STERISIL  VAGINAL  GEL 

I Description;  A “synthobiotic”  agent  in  gel 
form. 

^ Uses:  Treatment  of  vaginitis  and  cervicitis  of 
trichomonal  and  monilial  origin.  Effective 
also  against  the  recently  discovered  path- 


ogen, hemophilus  vaginalis,  now  believed 
to  be  etiologically  responsible  for  so-called 
“nonspecific”  vaginitis. 

Dosage:  Topically  inserted.  Instructions  for 
use  on  each  package. 

How  supplied:  Wz  ounce  tubes  with  six  dis- 
posable applicators  in  each  package. 

Source:  Warner-Chilcott  Laboratories. 

DEMEROL  WITH  SCOPOLAMINE 

Description:  Demerol  with  Scopolamine  solu- 
tion for  injection.  Each  cubic  centimeter 
contains  50  mg.  Demerol  hydrochloride 
and  0.2  mg.  (1/300  grain)  scopolamine  hy- 
drobromide. 

Action  and  Uses;  Demerol  hydrochloride  has 
three  main  actions:  analgesic,  antispas- 
modic  and  sedative.  The  analgesic  action 
approaches  that  of  morphine  in  effective- 
ness. The  antispasmodic  action  contributes 
to  the  rapid  and  often  dramatic  relief  of 
colicky  pain,  without  the  undesirable  con- 
stipation commonly  seen  after  opiate 
therapy.  The  sedative  action  is  definite 
but  not  marked. 

Scopolamine  exerts  a central  sedative 
and  tranquilizing  effect  usually  causing 
euphoria,  drowsiness  and  a dreamless  sleep 
followed  by  amnesia.  Occasionally,  how- 
ever, idiosyncrasy  may  be  encountered, 
producing  the  paradoxical  effect  of  excite- 
ment, restlessness,  hallucinations  and  de- 
lirium. 

Scopolamine  stimulates  respiration,  in- 
creasing respiratory  rate  and  minute 
volume.  It  counteracts  respiratory  depres- 
sion produced  by  narcotics  or  barbiturates. 
Like  atropine,  scopolamine  also  helps  to 
prevent  laryngospasm  induced  by  intraven- 
ously administered  thiopental  sodium. 

Demerol  with  Scopolamine  is  particu- 
larly useful  for  preoperative  medication 
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as  well  as  for  obstetric  analgesia  and 
amnesia. 

Dosage:  Demerol  with  Scopolamine  is  admin- 
istered by  intramuscular  or  subcutaneous 
injection. 

Preoperative  Dose:  For  adults  the  dosage 
ranges  from  1 to  2 cc.  from  thirty  to  ninety 
minutes  before  beginning  of  anesthesia. 
For  infants  and  children  the  following 
doses  have  been  recommended:  From  1 to 
2 years,  0.25  cc.;  3 to  4 years,  0.33  cc.;  5 to 
6 years,  0.5  cc.;  7 to  8 years,  0.75  cc.;  9 to  12 
years,  1 cc.;  13  years,  1.5  cc. 

Obstetrics:  The  average  dose  of  Demerol 
with  Scopolamine  is  2 cc.  The  first  dose 
should  be  administered  when  the  patient 
begins  to  complain  of  pain  regardless  of 
the  state  of  dilatation  of  the  cervix.  The 
same  dose  may  be  repeated  every  four 
hours  as  long  as  there  is  need  for  continuing 
the  medication. 

How  supplied:  Vials  of  30  cc.  Subject  to  regu- 
lations of  the  Federal  Bureau  of  Narcotics. 

Source:  Winthrop  Laboratories. 

DEMEROL  WITH  ATROPINE 

Description:  Demerol  with  Atropine  solution 
for  injection.  Each  cubic  centimeter  con- 
tains 50  mg.  Demerol  hydrochloride  and 
0.2  mg.  (1/300  grain)  atropine  sulfate. 

Action  and  Uses:  Demerol  hydrochloride  has 
three  main  actions:  analgesic,  antispas- 
modic  and  sedative. 

Atropine  has  a widespread  inhibitory 
effect  on  parasympathetic  nerves.  Its  most 
important  actions,  used  in  combination 
with  Demerol,  are  suppression  of  excessive 
salivary  and  bronchial  secretions,  relief 
of  cardiospasm  and  pylorospasm,  and  re- 
duction of  hypermotility  of  the  gastro- 
intestinal, and  biliary  tracts,  as  well  as  the 
ureters. 

For  preoperative  medication,  gastro- 
intestinal, biliary  and  renal  colic,  acute 
cardiospasm  and  pylorospasm. 

Dosage:  Demerol  with  Atropine  is  adminis- 
tered by  subcutaneous  or  intramuscular  in- 
jection. The  preoperative  dose  is  the  same 
as  that  for  Demerol  with  Scopolamine.  For 
gastro-intestinal  colic,  acute  cardiospasm 
and  pylorospasm,  the  adult  dose  ranges 
from  1 to  3 cc.  (50  to  150  mg.  Demerol  HCl 
with  from  1/300  to  1/100  grain  atropine  sul- 
fate; for  biliary  and  renal  colic  the  dose  is 
usually  2 or  3 cc.  (100  to  150  mg.  Demerol 


HCl  with  from  1/150  to  1/100  grain  atro- 
pine sulfate). 

How  supplied:  Ampuls  of  2 cc.,  boxes  of  25. 
Subject  to  regulations  of  the  Federal  Bur- 
eau of  Narcotics. 

Source:  Winthrop  Laboratories. 

A.P.C.  WITH  DEMEROL  TABLETS 

Description:  Each  tablet  contains:  Aspirin  200 
mg.;  Phenacetin  150  mg.;  Caffeine  30  mg.; 
and  Demerol  (brand  of  meperidine)  HCl 
30  mg. 

Action  and  Uses:  Provides  a rapid,  potent 
and  prolonged  level  of  analgesia  with  mild 
sedation,  spasmolytic  and  antipyretic  action 
for  the  relief  of  pain.  Specific  conditions  in 
which  A.P.C.  with  Demerol  may  be  admin- 
istered are:  arthritis,  neuritis,  migraine, 
cardiovascular  pain,  gallbladder  disease, 
renal  colic,  toothache,  neoplasm,  trauma, 
minor  surgery,  instrumentation. 

Dosage:  The  usual  adult  dose  is  1 or  2 tablets 
by  mouth,  repeated,  if  necessary,  at  inter- 
vals of  from  three  to  four  hours. 

Warning:  May  be  habit  forming.  With  regard 
to  the  addiction  liability  of  Demerol  hydro- 
chloride, it  is  stated  in  New  and  Nonofficial 
Remedies  1955,  page  26:  “The  drug  pos- 
sesses moderate  addiction  liability  evi- 
denced by  withdrawal  symptoms  observed 
in  susceptible  individuals.  The  develop- 
ment of  tolerance  to  the  drug  has  been 
demonstrated  in  man,  and  it  may  be  sub- 
stituted for  morphine  to  prevent  the  mor- 
phine withdrawal  syndrome.  The  develop- 
ment of  psychic  dependence  on  meperidine 
hydrochloride  also  is  likely  since  the  drug 
produces  in  some  individuals  a euphoria 
that  lasts  for  an  hour  or  more,  depending 
on  the  dose.” 

A full  discussion  of  addiction  liability  is 
included  in  the  booklet  “Demerol  Hydro- 
chloride — Analgesic,  Spasmolytic,  Seda- 
tive.” (Available  on  request.) 

Side  Effects:  Although  the  dosage  of  each 
component  is  low,  idiosyncrasies  to  any 
drug  may  occur,  and  these  may  include 
allergic  pruritus,  urticarcia  and  sneezing. 

A.P.C.  with  Demerol  hydrochloride  is 
generally  well  tolerated  and  nontoxic  in 
therapeutic  doses.  Side  effects  may  occur 
with  large  doses  more  frequently  in  am- 
bulatory patients  (who  should  therefore  be 
specifically  cautioned)  than  in  those  con- 
fined to  bed.  Dizziness  is  the  most  common 
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reaction,  with  nausea  or  vomiting  occurring 
less  frequently.  Flushing  of  the  face, 
sweating  and  dryness  of  the  mouth  are 
sometimes  noted.  A.P.C.  with  Demerol 
does  not  cause  constipation  or  interfere 
with  micturition. 

How  supplied:  Bottles  of  100  tablets,  scored. 

Source;  Winthrop  Laboratories. 

PEDIATRIC  PIPTAL 

Description;  A solution  containing  in  each  cc. 
4 mg.  of  Piptal  (N-ethyL3-piperidylben- 
zilate  methobromide)  and  6 mg.  of  pheno- 
barbital. 

Action  and  Uses;  Pediatric  Piptal  relieves  the 
pain  and  spasm  of  hypermotile  and  spastic 
states  of  the  gastrointestinal  tract  in  in- 
fants and  children.  It  may  be  used  for  the 
relief  of  colic,  pylorospasm,  regurgitation 
and  other  functional  disorders  of  infants 
and  children.  The  drowsiness  and  dryness 
commonly  associated  with  the  use  of  bella- 
donna alkaloids  or  synthetic  anticholinergic 
agents  combined  with  sedatives  in  pediatric 
practice  have  not  been  encountered. 

Dosage:  For  colic,  administered  by  dropper 
directly  into  the  mouth  of  the  infant  in 
doses  of  0.5  cc  fifteen  minutes  before  feed- 
ing, on  a demand  feeding  schedule.  In 
other  functional  disorders  of  the  G.I.  tract, 
Pediatric  Piptal  is  administered  in  doses  of 
0.5  to  1 cc.,  q.i.d. 

How  supplied;.  Available  in  30  cc.  dropper 
bottles,  with  droppers  calibrated  to  deliver 
0.5  cc. 

Source:  Lakeside  Laboratories. 


FIVE  YEAR  PHARMACY  CURRICULUM— 

(Continued  from  Page  228) 

There  is  no  doubt  that  the  objectives  as 
stated  can  be  best  carried  out  under  a pro- 
gram of  training  involving  five  or  six  acad- 
emic years.  I would  challenge  anyone  to 
evolve  a curriculum  around  a period  of  four 


academic  years  that  was  educationally  sound. 
Where  we  can  differ  is  on  the  functions,  aims 
and  ideals  of  a pharmacist.  In  this  matter, 
however,  I assure  you  you  will  be  selling  out 
the  rights  of  the  pharmacists  of  the  future  to 
professional  status  if  you  settle  for  anything 
less  than  what  I have  brought  out  in  this 
paper. 

I would  like  to  close  with  this  thought, 
pharmacy  is  a profession,  and  pharmacists 
are  professional  people  only  when  they  are 
concerned  with  how  drugs  are  sold,  by  whom 
they  are  sold,  to  whom  they  are  sold,  and  in 
what  condition  the  drug  is  when  sold;  not 
when  they  are  concerned  only  with  where 
drugs  are  sold. 
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CAA  APPROVED 
TESTED  FOR  3600  LBS. 
MINIMUM 


AUTOMOTIVE  SEAT  BELTS 

Available  to  all  who  read  this  ad  at  a 
discount  of  25%.  This  is  the  type  of 
seat  belt  recommended  in  the  article  on 
auto  accidents  in  the  April  ’55  issue  of 
the  S.  D.  Journal  of  Medicine  and 
Pharmacy. 


Order  on  your  letterhead  from:  Auto- 
motive Associates,  2101  South  Faris, 
Sioux  Falls,  S.  D.  Colors-  grey  and 
green. 

Price  — standard  — $9.95 

(airplane  type  buckle) 

(Nylon  and  rayon  webbing) 


deluxe  — $12.95 

(New  type  buckle  — all  nylon  webbing) 
Deduct  25%  discount  when  ordering 
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SCHOLASTIC  HONORS 
AWARDED 

Six  outstanding  pharmacy 
students  received  awards  for 
high  scholastic  achievement 
at  the  April  Rho  Chi  Ban- 
quet. 

Named  as  the  outstanding 
freshman  pharmic  was  Mary 
Vande  Voorde,  Chamberlain, 
who  received  a copy  of  the 
National  Formulary. 

Merle  Amundson,  Colton, 
was  given  a copy  of  the 
United  States  Pharmacopeia 
for  the  highest  scholastic 
standing  in  the  sophomore 
class. 

Merck  Awards  were  given 
to  seniors  Marvin  Brown, 
Conde,  and  John  Kramer, 
Brookings.  These  awards 
each  consisted  of  copies  of 
the  Merck  Manual  and 
Merck  Index. 

The  Lehn  and  Fink  Gold 
Medal  was  awarded  to  Hilde- 
garde  Skage  of  Toronto  and 
Leo  Senger,  Bismarck,  N.  D., 
received  the  Bristol  Award 
— a copy  of  the  Modern  Drug 
Encyclopedia. 


FORTY-TWO 
PHARMACY  SENIORS 
GRADUATE 

Members  of  one  of  the 
largest  graduating  classes  in 
the  history  of  the  Division  of 
Pharmacy,  South  Dakota 
State  College  received  dip- 
lomas June  4 at  the  70th  an- 
nual commencement  exer- 
cises. 

The  new  pharmacists  were 
granted  the  Bachelor  of 
Science  in  Pharmacy  degree 
upon  completion  of  the  reg- 
ular curriculum.  In  addition, 
some  of  the  graduates  have 
completed  the  required  year 
of  pharmacy  apprentice 
training. 

The  State  Board  of  Phar- 
macy written  and  practical 
examinations  were  given  to 
these  graduates  June  5,  6 and 
7.  Those  graduates  who  had 
completed  their  apprentice- 
ship took  both  examinations, 
while  those  who  had  not 
completed  apprentice  train- 
ing will  take  the  practical 
examinations  next  year. 


Forty  graduates  have  ac- 
cepted positions  in  retail 
pharmacy  and  two  will  study 
for  advanced  degrees. 


GRADUATE  ASSISTANT 

APPOINTED 

John  Bor  chert  has  been 
appointed  as  graduate  assist- 
ant in  pharmaceutical  chem- 
istry at  South  Dakota  State 
College,  President  John  W. 
Headley  announced  follow- 
ing approval  of  the  Regents 
of  Education. 

He  received  the  Bachelor’s 
degree  from  State  College  in 
pharmacy  and  graduated 
from  Mapleton,  Minn.,  high 
school. 

Mr.  Borchert  will  assist 
half-time  in  the  quantitative 
pharmaceutical  analysis  and 
biochemistry  courses  while 
studying  toward  a Master  of 
Science  in  Pharmacy  degree 
with  a major  in  pharmaceu- 
tical chemistry. 
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POSITIVE  HETEROPHIL  ANTIBODY 
REACTION  IN  COLORADO  TICK  FEVER 
Report  of  Case  Originating  in  South  Dakota 
By  Gordon  S.  Paulson,  M.D. 

Rapid  City,  S.  D. 


The  presentation  of  the  following  case  his- 
tory has  been  motivated  for  the  dual  purpose 
of  reporting  a positive  heterophil  antibody 
reaction  in  a proved  case  of  Colorado  tick 
fever  and  of  reemphasizing  the  fact  that  this 
disease  entity  exists  outside  of  the  strict  con- 
fines of  the  Rocky  Mountain  area. 

P.  M.  a 46  year  old  itinerant  woodcutter 
was  brought  by  the  county  sheriff  as  an 
emergency  to  the  hospital  on  May  19,  1955. 
The  history  which  he  presented  was  not  en- 
tirely clear,  but  it  appeared  that  he  had  been 
wandering  about  the  Black  Hills  (South  Da- 
kota) for  several  weeks  during  which  time  he 
had  “camped  out,”  sleeping  on  the  ground 
most  of  the  time.  About  a week  prior  to  his 
admission,  he  had  noted  a number  of  wood 
ticks  upon  his  body  and  for  five  or  six  days 
he  had  complained  of  generalized  myalgia, 
fever,  chilliness  and  occasionally  nausea.  He 
stated  that  his  temperature  had  been  103  F. 
a few  days  before  hospitalization.  There  had 
been  no  shaking  chills.  He  had  had  a chronic 
cough  for  several  years  and  this  had  been 
somewhat  aggravated  during  the  present  ill- 
ness. There  had  been  no  pleurisy.  He  denied 
having  had  any  asthmatic  episodes  in  the 
past.  The  family  history  and  system  review 
were  noncontributory. 

The  physical  examination  was  that  of  a 
lean,  unkempt  man  of  46  years  who  was 
acutely  ill  at  the  time  of  the  initial  examina- 
tion. The  blood  pressure  was  105  systolic  and 
70  diastolic.  The  head  was  negative.  The 


neck  was  supple  and  there  was  no  goiter  or 
lymphadenopathy.  The  pupillary  reactions, 
the  extraocular  movements,  and  the  throat 
were  normal.  The  heart  was  normal  in  size, 
sounds  and  rhythm.  Auscultation  of  the  chest 
revealed  numerous  coarse  expiratory  sibilant 
rales  through  out  both  lungs.  No  masses  or 
areas  of  tenderness  were  elicited  in  the  exam- 
ination of  the  abdomen.  The  genitalia,  rec- 
tum, prostate,  and  vascular,  neurological,  and 
skeletal  systems  were  not  remarkable.  No 
cutaneous  eruption  was  noted. 

The  temperature  was  102.6  on  admission. 
The  following  morning  it  was  99.  The  after- 
noon following  admission  it  was  100.6  and 
thereafter  normal  for  the  duration  of  the  hos- 
pitalization. No  skin  rash  appeared  at  any 
time. 

Treatment  consisted  in  amodrine  tablets 
for  the  asthmatic  component  of  the  disease 
and  terramycin.  Recovery  was  progressive 
and  uneventful  and  he  was  dismissed  from 
the  hospital  on  the  seventh  hospital  day. 

A chest  x-ray  taken  at  the  time  of  admis- 
sion was  interpreted  as  normal.  A urinalysis 
the  same  day  was  likewise  negative.  The 
erythrocyte  count  was  5,100,000  per  cu.  mm. 
and  the  hemoglobin  16  grams  per  100  c.c.  The 
sedimentation  rate  was  15  mm.  in  one  hour 
(Westergren)  and  a routine  VDRL  on  May 
20th  was  negative. 

The  leucocyte  count  on  the  day  of  admission 
was  2900  per  100  cc.  with  45  lymphocytes,  3 
monocytes,  one  eosinophil,  28  segmented  neu- 
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trophils,  and  23  stab  forms.  A blood  culture 
drawn  the  same  day  was  later  reported  nega- 
tive. 

On  May  20,  the  second  hospital  day,  the 
leucocytes  were  counted  at  4450  per  100  c.c. 
with  66  lymphocytes,  21  segmented  neutro- 
phils, and  13  stab  forms.  On  May  23,  the  leu- 
cocyte count  was  6,000  with  56  lymphocytes, 
6 monocytes,  one  eosinophil,  20  segmented 
forms  and  17  stab  forms.  Of  special  interest 
was  a positive  heterophil  antibody  agglutina- 
tion in  a dilution  of  1:896  on  May  22.  A blood 
smear  was  interpreted  on  May  23  as  contain- 
ing “atypical  lymphocytes  consistent  with  a 
diagnosis  of  infectious  mononucleosis.”  Un- 
fortunately, the  slide  was  discarded  soon 
afterwards  precluding  further  study  deemed 
desirable  in  light  of  further  developments. 

On  May  24,  a second  heterophil  antibody 
test  was  reported  positive  in  a dilution  of 
1:896.  Additional  differential  studies  done  at 
this  time  using  guinea  pig  kidney  and  beef 
red  cell  antigens  revealed  absorption  by  both. 

On  the  second  and  seventh  hospital  days, 
blood  was  sent  to  the  Rocky  Mountain  Lab- 
oratory of  the  National  Microbiological  In- 
stitute at  Hamilton,  Montana  and  the  results 
of  their  investigations  are  listed  in  Table  I. 
The  workers  at  Hamilton  did  not  consider 
the  results  of  these  tests  conclusive  from  an 
immunologic  point  of  view,  but  later  they  re- 
ported having  isolated  the  virus  of  Colorado 
tick  fever  from  both  blood  specimens  using 
the  suckling  mouse  technique.  It  is  felt  that 
this  constitutes  conclusive  evidence  confirm- 
ing the  diagnosis  of  Colorado  tick  fever  so 
strongly  suggested  by  clinical  evidence  pre- 
viously. 


An  anemnestic  rise  in  complement  fixation 
titres  for  Rocky  Mountain  spotted  fever,  Q 
fever,  and  psittacosis  as  well  as  a rise  in  the 
titre  for  Colorado  tick  fever  is  noted  in  Table 

I. 

DISCUSSION 

At  the  onset  it  is  worthy  of  emphasis  that 
Colorado  tick  fever  belies  its  name  and  occurs 
outside  the  Rocky  Mountain  area  proper.  It 
has  been  reported  as  having  been  contracted 
within  the  states  of  California,  Idaho,  Mon- 
tana, Nevada,  Oregon,  Utah,  Washington,  and 
Wyoming  as  well  as  its  namesake  Colorado,  i 
In  1955  the  workers  at  Hamilton  isolated  the 
virus  from  the  blood  of  two  patients  who  ap- 
parently acquired  the  infection  in  South 
Dakota. 2 (The  two  cases  referred  to  here  in- 
clude the  patient  discussed  in  this  paper). 
Although  the  exact  whereabouts  of  patient 
P.  M.  prior  to  the  onset  of  the  illness  des- 
cribed here  are  not  known,  the  patient’s  own 
account  and  the  opinion  of  his  employer  prior 
to  the  appearance  of  symptoms  support  the 
supposition  that  he  had  been  in  the  Black 
Hills  of  South  Dakota  for  several  week  be- 
fore becoming  ill.  “P.  M.”  continued  to  pur- 
sue his  itinerant  career  immediately  upon 
dismissal  from  the  hospital  and  was  unavail- 
able for  confirmation  of  his  history  or  for 
further  serologic  tests.  Colorado  tick  fever 
therefore  is  another  of  those  unusual  diseases 
that  must  be  suspected  to  be  found  and  be 
logically  sought  anywhere  the  proper  reser- 
voir and  vector  ticks  exist. 

The  only  tick-transmitted  virus  disease  ex- 
tant in  the  Western  Hemisphere,  this  entity 
is  distinguished  from.  Rocky  Mountain  Spot- 
ted Fever  by  the  absence  of  the  spotted  fever 


TABLE  I 


First  blood  specimen:  May  20. 

(Complement  Fixation  Titres) 

1:8 

16 

32 

64 

128 

Rocky  Mountain  Spotted  Fever 

0 

0 

0 

0 

0 

Q Fever 

0 

0 

0 

0 

0 

Psittacosis 

4 

2 

0 

0 

0 

Colorado  Tick  Fever 

4 

2 

0 

0 

0 

Second  blood  specimen:  May  25 

(Complement  Fixation  Titres) 

1:8 

16 

32 

64 

128 

Rocky  Mountain  Spotted  Fever 

4 

4 

0 

0 

0 

Q Fever 

4 

4 

0 

0 

0 

Psittacosis 

4 

4 

4 

4 

tr 

Colorado  Tick  Fever 

4 

4 

4 

4 

0 
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rash  and  by  the  uniform  recovery.  The  virus 
has  been  isolated  from  the  tick  Dermacentor 
andersoni  in  the  vicinity  of  Denver  and  from 
Dermacentor  variabilis  from  eastern  Long 
Island,  New  York.  There  is  a close  coinci- 
dence between  the  areas  in  which  Dermacen- 
tor andersoni  exists  and  the  area  in  which 
the  virus  has  been  isolated  clinically.  The  in- 
cidence of  the  disease  also  coincides  with  the 
season  when  Dermacentor  andersoni  is  most 
active.  1 Dermacentor  andersoni  therefore  is 
probably  both  the  reservoir  and  the  vector.3 
The  disease  has  been  described  in  the  Rocky 
Mountain  area  ever  since  the  advent  of  the 
white  man,  but  as  “mountain  fever”  was 
probably  often  confused  with  diseases  such 
as  typhoid  and  malaria.  Becker  is  credited 
with  establishing  the  clinical  picture  of  the 
disease  and  naming  it  in  1926.3 

The  onset  of  the  illness  is  usually  sudden 
after  an  incubation  period  of  four  or  five 
days.  The  initial  symptoms  include  severe 
headache,  generalized  pains,  nausea,  and  oc- 
casional vomiting,  lasting  for  about  two 
days.''  Chilliness  is  common  but  frank  chills 
have  been  rare.  The  temperature  frequently 
reaches  a level  of  102  to  104  F.  Photophobia, 
painful  ocular  movements,  and  retroorbital 
pain  have  also  been  noted  in  the  initial 
phase. 3 

Classically  the  initial  phase  is  followed  by 
an  essentially  afebrile  and  asymptomatic  re- 
mission of  two  or  three  days  duration,  fol- 
lowed again  by  an  exacerbation  of  the  disease 
for  two  or  three  days  more. 

Leucopenia  is  a constant  finding  and  values 
of  2000  or  3000  per  cu.  mm.  are  common.'' 
Lloyd  has  called  attention  to  the  relative  in- 
crease in  stab  forms  and  states  that  the  blood 
picture  returns  to  normal  within  a week. 
The  left  shift  in  the  leucocyte  picture  was 
clearly  demonstrated  by  the  case  presented 
here.  The  lymphocytosis  in  the  case  presen- 
ted here  has  not  been  emphasized  in  the 
literature  available  for  review.  Lloyd  states 
that  the  saddle-back  temperature  curve  des- 
cribed above  is  present  in  90  percent  of  the 
cases.  The  failure  of  the  present  case  to  illus- 
trate this  type  of  temperature  curve  may  be 
due  to  its  representing  one  of  the  “ten  per- 
cent” or  it  may  be  due  to  the  first  hump  of 
the  temperature  curve  having  occurred  be- 
fore admission  to  the  hospital.  It  is  stated 
that  an  indolent  ulcer  has  been  known  to 


occur  at  the  site  of  the  tick  bite  and  that  one 
attack  confers  immunity. 3 

Previous  reports  have  it  that  the  physical 
examination  is  classically  negative  and  it  is 
of  differential  importance  that  no  rash  is 
present  in  the  typical  case. 3 The  occurence 
of  typical  asthmatic  breathing  in  the  case  pre- 
sented is  possibly  a new  observation.  Eklund, 
Kohls  and  Brennan  state  that  central  ner- 
vous system  involvement  occurs  occasion- 
ally, manifested  by  delirium,  disorientation, 
or  a picture  suggestive  of  meningitis  or  en- 
cephalitis. ^ No  deaths,  however,  have  been 
attributed  to  this  disease. 3 

As  far  as  can  be  ascertained,  the  presence 
of  an  increased  heterophil  antibody  titre  has 
not  been  previously  reported  in  Colorado 
tick  fever. 2 It  is  admittedly  very  possible 
that  this  was  an  incidental  finding  without 
any  direct  relation  to  the  specific  disease  en- 
tity discussed.  If  so,  however,  the  true  cause 
was  not  apparent  from  examination  and 
study  of  the  patient.  Its  close  resemblance 
to  the  serum  sickness  type  of  heterophil  re- 
action is  not  supported  by  any  evidence  in 
the  history  for  a cause  of  “serum  sickness.” 

The  superficial  serological  and  hemato- 
logical similarities  between  the  case  pre- 
sented here  and  infectious  mononucleosis 
make  a brief  summary  of  the  similarities  and 
points  of  difference  appropriate.  It  is  not 
contended  that  Colorado  tick  fever  and  infec- 
tious mononucleosis  have  anything  in  com- 
mon, however,  other  than  a viral  origin. 
Lymphocytosis  and  abnormal  lymphocytes 
(virocytes)  have  been  reported  in  a number 
of  diseases  other  than  infectious  mononucleo- 
sis, many  of  which  have  a viral  etiology. 
Acute  virus  hepatitis,  virus  pneumonia,  ru- 
bella, rubeola,  roseola  infantum,  herpes  zos- 
ter, herpes  simplex,  influenza  type  B,  upper 
respiratory  infections,  undulant  fever,  rickett- 
sial pox,  and  allergic  states  have  been  listed. ^ 
To  these  might  be  added  Colorado  tick  fever. 
In  general,  it  might  be  said  that  the  hemato- 
logic changes  encountered  in  the  above  listed 
conditions  differ  from  those  encountered  in 
infectious  mononucleosis  principally  in  de- 
gree.'^ 

The  development  of  the  heterophil  anti- 
body test  constituted  a distinct  advance  in 
the  specific  diagnosis  of  infectious  mononu- 
cleosis and  properly  interpreted,  along  with 
differential  absorption  refinements  to  be  des- 
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TABLE  II 

Type  serum 


Agglutinin  absorbed  by 

Beef  cells  Guinea  pig  kidney 

yes 


no 

yes 

yes 


yes 

no 


Normal 

Serum  sickness 
Infectious  mononucleosis 


cribed  below,  can  be  used  as  a near  specific 
test  for  the  presence  of  infectious  mononu- 
cleosis. Although  not  invariably  so,  titres  of 
1:896  and  higher  are  likely  to  represent  infec- 
tious mononucleosis.  Elevated  titres,  usually 
varying  between  1:56  and  1:896  have  been  en- 
countered in  some  cases  of  virus  hepatitis, 
virus  pneumonia,  lymphomatous  disease,  leu- 
kemia, polycythemia,  tuberculosis,  and  no 
doubt  other  conditions. The  heterophil  titre 
in  infectious  mononucleosis  may  vary  all  the 
way  from  distinctly  low  to  very  high,  usually 
at  the  upper  end  of  the  spectrum.  Of  more 
value  than  the  titre  alone  in  the  diagnosis  of 
infectious  mononucleosis  is  the  allegedly 
specific  behavior  of  the  agglutinin  in  the 
presence  of  guinea  pig  kidney  and  of  beef  red 
cells.  The  heterophil  agglutinin  associated 
with  infectious  mononucleosis  is  absorbed  by 
beef  cells  but  not  by  guinea  pig  kidney;  the 
heterophil  agglutinin  associated  with  serum 
sickness  is  absorbed  by  both  beef  red  cells 
and  by  guinea  pig  kidney;  the  normal  hetero- 
phil agglutinins,  sometimes  found  in  moder- 
ately increased  titre  in  the  conditions  listed 
above  are  absorbed  by  guinea  pig  kidney  but 
not  by  beef  red  cells.  These  points  have  been 
summarized  by  Leibowitz  in  Table  II.  The 
heterophil  reaction  described  in  the  present 
case  of  Colorado  tick  fever  follows  the  pat- 
tern expected  in  serum  sickness,  rather  than 
that  usually  found  in  virus  diseases. 


It  is  emphasized  again  that  the  above  dis- 
cussion on  the  interpretation  of  the  heterophil 
antibody  agglutination  test  is  presented  as  an 
interesting  subject  for  speculation  and  com- 
parison and  that  no  claim  is  made  that  there 
is  any  basic  relationship  between  infectious 
mononucleosis  and  Colorado  tick  fever.  It 
might  be  of  interest  if  other  physicians  at- 
tending cases  of  Colorado  tick  fever  would 
test  for  heterophil  agglutinins,  using  the  dif- 
ferential absorption  technics  as  well,  in  an 
attempt  to  test  the  validity  of  the  serological 
observations  made  in  this  case. 

It  would  appear  that  the  prompt  recovery 
noted  in  this  case  represents  the  normal 
course  of  the  disease,  and  was  not  the  result 
of  the  antibiotic  administered. 

SUMMARY 

1.  A case  of  virologically  proved  Colorado  tick 
fever,  probably  contracted  in  South  Dakota  is 
presented. 

2.  The  association  of  a high  heterophil  antibody 
titre  with  the  reported  case  of  Colorado  tick 
fever  is  described  and  discussed. 
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OCCUPATIONAL  HEALTH  PROGRAMS 
OF  OFFICIAL  AGENCIES* 

Donald  J.  Birmingham,  M.D. 
Cincinnati,  Ohio** 


I am  pleased  to  take  part  in  this  rural 
health  meeting  as  a representative  of  the 
Public  Health  Service.  You  already  have 
heard  about  the  activities  of  the  South  Da- 
kota Department  in  rural  occupational  health. 
Therefore,  my  purpose  is  to  tell  you  about 
some  of  the  things  that  the  Public  Health 
Service  has  done  about  occupational  health 
in  general  and  how  these  may  be  applied  to 
the  workers  in  agriculture  in  particular. 

Fifty  years  ago,  little  thought  was  given 
to  the  health  and  safety  of  the  American 
workman.  When  a man  accepted  a job  in  an 
industrial  plant,  his  chances  of  being  injured, 
crippled,  or  possibly  killed  were  many  times 
greater  than  they  are  today.  If  he  survived 
these  immediate  hazards,  there  was  an  ad- 
ditional possibility  that  he  would  be  disabled 
at  some  future  time  by  some  disease  brought 
about  by  his  occupation. 

Through  the  application  of  occupational 
health  and  safety  measures  developed  by  in- 
dustry with  the  aid  of  governmental  agencies, 
labor  unions,  university  laboratories,  and  the 
health  professions,  the  average  industrial 
plant  has  become  a much  safer  place  than  the 
home  or  highway  or  many  non-industrial  en- 
vironments. 

In  the  past  15  years,  the  modern  large  farm 
has  become  more  and  more  like  an  industrial 
establishment.  The  tremendously  expanded 
use  of  mechanized  equipment  and  the  em- 
ployment of  a host  of  chemicals  to  aid  in  agri- 
culture have  radically  altered  the  traditional 
methods  of  sowing,  fertilizing,  protecting, 
harvesting,  and  processing  farm  products.  By 
the  same  token,  this  change  in  farming  has 
augmented  the  hazardous  elements  in  the 
agricultural  environment. 

* The  above  and  following  papers  are  a continua- 
tion from  the  June  1956  issue  of  speeches  pre- 
sented at  the  South  Dakota  Rural  Health  Confer- 
ence, Huron,  South  Dakota,  Thursday,  March  29, 
1956,  sponsored  by  the  South  Dakota  State  Medical 
Association  and  the  South  Dakota  State  Depart- 
ment of  Health  in  cooperation  with  Farm  and 
Health  agencies  throughout  the  State. 

“Medical  Director,  Chief  Dermatologist 
Occupational  Health  Program 
Public  Health  Service 
U.  S.  Deparment  of  Health,  Education 
and  Welfare 


Relation  of  Industrial  Hygiene  to  Agriculture 

The  methods  which  governmental  and  pri- 
vate occupational  health  agencies  have  de- 
veloped to  bring  health  and  safety  to  the  fac- 
tory can  be  applied  to  study  and  render  safe 
the  handling  of  agricultural  materials  such  as 
new  fertilizers,  pesticides,  fumigants,  power- 
ful chemical  agents,  and  machine  implements 
which  are  capable  of  causing  injury  and 
death. 

Recently,  the  Occupational  Health  Pro- 
gram was  asked  to  prepare  for  the  U.  S.  De- 
partment of  Agriculture  an  outline  of  the 
proper  industrial  health  procedures  to  be  fol- 
lowed in  the  inspection  of  grain  supplies 
which  had  been  fumigated  by  methyl  bro- 
mide. Here  was  an  instance  where  indus- 
trial health  techniques  developed  from  the 
study  of  toxic  gases  were  directly  applicable 
to  an  agricultural  hazard.  The  measures  to 
protect  personnel  were  derived  from  tested 
and  proven  preventive  techniques. 

Another  example  of  typical  State  activity 
linking  industrial  and  agricultural  hygiene 
was  an  investigation  of  airplane  crashes 
which  occurred  with  disturbing  frequency 
when  aircraft  were  being  used  to  dust  crops. 

Now  it  is  difficult  to  associate  airplane 
crashes  with  agricultural  hazards  readily 
until  the  industrial  hygienist  is  brought  into 
the  picture.  His  first  thought,  quite  naturally, 
turns  to  the  chemicals  used  in  dusting  the 
crops. 

Again,  calling  upon  the  various  professional 
skills  contained  within  a well-integrated 
occupational  health  program,  the  industrial 
hygienist  seeks  to  establish  the  cause  and 
effect  factors  in  the  death  of  the  pilot. 

In  one  series  of  crop  dusting  accidents,  it 
was  learned  that  the  chemical  being  dusted 
acted  similarly  to  a nerve  gas,  depriving  the 
pilot  of  muscular  control  even  to  creating 
severe  visual  disturbance.  Flying  a straight 
course  was  not  too  difficult,  despite  ham- 
pered coordination,  but  when  the  pilot  was 
called  upon  to  make  the  precise  motions  re- 
quired in  a tight  low-level  turn  at  the  end  of 
a dusting  run,  even  a small  quantity  of  the 
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toxic  dust  could  slow  his  reactions,  causing 
error  and  death. 

The  next  step  for  the  industrial  hygienist 
was  to  devise  protective  measures  and  pro- 
cedures for  the  pilot  and  dusting  crews  and  to 
train  the  personnel  in  their  use.  Finally,  clin- 
ical research  performed  on  animals  and  man 
showed  these  chemicals  to  be  anti-cholinergic 
in  their  action,  and  thus  appropriate  antidotal 
remedies  were  developed. 

The  Occupational  Health  Program  of  the 

Public  Health  Service 

With  these  examples  of  inter-relationship 
between  industry  and  agriculture  as  a back- 
ground, I would  like  to  discuss  the  occupa- 
tional health  activities  of  official  government 
agencies. 

The  Public  Health  Service,  Department  of 
Health,  Education,  and  Welfare,  has  been  con- 
cerned with  occupational  health  problems 
since  the  beginning  of  the  20th  century. 
World  War  I created  a grave  need  for  per- 
sonnel trained  in  the  detection  and  preven- 
tion of  occupational  diseases.  Since  that  time, 
the  Federal  scientists  in  this  field  have  en- 
gaged in  research  and  field  investigations  of 
clinical,  toxicologic,  and  engineering  nature 
to  study  toxic  dusts  and  a multitude  of  chem- 
icals capable  of  injuring  the  lungs,  skin,  kid- 
neys, liver,  musculo-skeletal  system,  and 
other  organs.  More  recently,  problems  of 
radiation  and  air  pollution  as  they  effect  the 
working  population  are  receiving  increased 
attention. 

As  far  back  as  1940,  occupational  health 
scientists  in  the  Public  Health  Service  com- 
pleted a three  year  study  of  the  effects  of 
lead  arsenate  exposure  on  orchard  workers 
and  on  consumers  of  sprayed  fruits.  This  was 
one  of  the  first  agricultural  applications  of 
the  knowledge  and  skills  of  industrial  hy- 
giene. 

For  many  years,  we  have  been  studying  the 
cutaneous  effects  of  numerous  chemicals  in- 
cluding plant  poisons,  antimildew  agents,  in- 
secticides, and  other  materials  which  come 
into  contact  with  the  skin.  Visits  to  factories 
manufacturing  these  compounds  have  pro- 
vided an  immeasurable  wealth  of  knowledge 
concerning  their  effects  upon  the  human 
body.  These  investigations  have  led  to  the  de- 
velopment of  proper  preventive  techniques. 
Studies  on  poison  ivy  and  other  poisonous 
plant  dermatoses  have  contributed  to  the  de- 


velopment of  protective  ointments  and 
proper  cleansing  techniques  to  combat  poison 
ivy  dermatitis.  This  research  had  many  prac- 
tical applications  dealing  with  proper  skin 
cleansers,  effective  protective  clothing,  ap- 
propriate ventilation  control  measures,  and 
other  devices  intended  to  prevent  disease. 

General  interest  in  the  toxic  potential  asso- 
ciated with  many  chemicals  has  brought 
about  an  improved  labeling  schedule  to  which 
the  major  chemical  producers  closely  adhere. 
Further,  understanding  the  harmful  capacity 
of  chemicals  and  other  products  has  led  to  the 
establishment  of  various  standards  commit- 
tees which  tirelessly  continue  to  review 
standard  practices  and  procedures  for  pre- 
venting occupational  injury  and  disease. 

The  Occupational  Health  Program  today  is 
under  the  Public  Health  Service,  a part  of  the 
Department  of  Health,  Education,  and  Wel- 
fare. In  administration,  the  Program  comes 
under  the  jurisdiction  of  the  Bureau  of  State 
Services  and  the  Division  of  Special  Health 
Services.  With  an  annual  budget  of  about 
$550,000,  the  Program  has  about  80  persons, 
50  of  them  trained  occupational  health  spec- 
ialists. 

The  Program’s  physical  plant  includes  an 
administrative  headquarters  in  Washington, 
a central  laboratory  in  Cincinnati,  known  as 
the  Occupational  Health  Field  Headquarters, 
and  a field  station  in  Salt  Lake  City  to  serve 
the  Western  States.  The  field  station  also  is 
the  headquarters  for  the  health  study  of 
uranium  miners  and  millers  under  way  since 
1950.  The  Washington  headquarters,  in  ad- 
dition to  coordinating  Program  work  with 
other  government  agencies  and  providing  ad- 
ministrative consultation  and  information 
service,  is  concerned  with  a broad  study  of 
the  cost  of  sickness  and  injury  among 
workers  and  of  the  costs  and  benefits  of  em- 
ployee health  programs.  A physician,  a sta- 
tistician, and  a health  economist  in  Wash- 
ington are  currently  engaged  in  a long-range 
study  calling  upon  university  and  community 
resources  in  many  parts  of  the  country  to 
gather  accurate  figures  on  the  cost  of  sickness 
and  the  maintenance  of  health  in  industrial 
plants. 

Much  of  the  scientific  work  of  the  Program 
is  conducted  in  the  Cincinnati  laboratory. 
That  staff,  headed  by  a physician,  includes 
medical  specialists  in  dermatology,  toxicol- 
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ogy,  radiation,  and  other  specialties,  as  well 
as  physicists,  chemists,  electronic  physicists, 
statisticians,  engineers,  biologists,  physio- 
logists, and  other  personnel  trained  in  the 
health  sciences  and  allied  fields.  The  person- 
nel of  the  Program  work  closely  with  the  na- 
tion’s top  authorities  in  universities,  in  State 
and  local  health  and  labor  departments,  in 
other  Federal  laboratories,  and  in  private  in- 
dustry. 

Here  are  some  typical  problems  under 
study  in  Cincinnati:  Some  time  ago,  the  City 
of  Baltimore  asked  the  Cincinnati  laboratory 
to  devise  a simple  screening  method  to  deter- 
mine micro  quantities  of  lead  in  blood.  The 
Baltimore  officials  explained  that  the  current 
chemical  methods  for  determining  blood  lead 
were  unsatisfactory,  since  it  was  planned  to 
do  the  screening  on  large  groups  of  children. 
To  do  the  usual  chemical  analyses  requires  at 
least  10  cc’s  of  blood,  and  to  obtain  this 
amount  of  blood  from  a child  is  a difficult 
and  time-consuming  procedure.  Baltimore 
officials,  therefore,  asked  if  we  could  deter- 
mine blood  lead  using  as  little  as  two  drops 
of  blood.  For  some  months  now,  the  analyti- 
cal chemistry  branch  of  our  Toxicology  Serv- 
ices has  been  working  out  the  details  for  de- 
termining spectrographically  the  amount  of 
lead  in  two  drops  of  blood. 

The  Engineering  Services  is  in  the  midst 
of  a long-range  study  of  the  effects  of  noise 
on  hearing.  In  close  cooperation  with  the 
Federal  Bureau  of  Prisons,  we  have  been  ob- 
taining serial  audiograms  on  a group  of  ap- 
proximately 1,000  men  employed  in  industries 
at  four  Federal  penitentiaries.  At  the  same 
time,  other  engineers  are  making  measure- 
ments of  noise  conditions  in  the  areas  in 
which  the  prisoners  work.  Medical  study  of 
hearing  changes,  coupled  with  the  engineer- 
ing analysis  of  the  worker’s  environment, 
may  shed  new  light  on  industrial  noise  and 
its  control. 

Just  being  completed  is  a two  year  study 
of  pneumoconiosis  among  workers  in  the  dia- 
tomite  mining  and  processing  industry  in 
the  far  West.  At  the  same  time,  the  Pro- 
gram and  several  State  health  departments 
are  planning  for  a long-term  follow-up  of 
Workers  who  took  part  in  the  study,  whether 
they  remain  diatomite  workers  or  leave  the 
industry. 

In  Salt  Lake  City,  the  major  project  is  the 


study  of  radiation  hazards  associated  with 
the  mining  and  milling  of  uranium.  The  Colo- 
rado Plateau,  144,000  square  miles  of  rugged 
highlands,  has  been  the  scene  of  an  extensive 
and  exhaustive  study  of  miners,  millers,  and 
their  working  environment  carried  on  by  the 
Program,  the  Atomic  Energy  Commisison, 
the  U.  S.  Bureau  of  Mines,  and  the  health  and 
other  departments  of  the  States  concerned. 

This  study  already  has  been  in  progress 
for  five  years,  but  will  have  to  be  continued 
for  a period  of  several  years,  since  uranium 
mining  experiences  in  Europe  demonstrated 
that  10  to  17  years  may  elapse  between  the 
beginning  of  employment  and  the  appear- 
ance of  radiation  injury  symptoms  and  signs. 
Part  of  the  long-term  follow-up  included  a 
medical  survey  of  1,300  miners  in  1955.  These 
men  and  others  will  be  examined  periodically 
during  the  study.  Simultaneously,  atmos- 
pheric concentrations  of  radioactive  mater- 
ials are  being  reduced  to  much  lower  levels 
by  means  of  better  ventilation  practices  with- 
in the  mines. 

The  continuing  interest  in  silicosis  led  last 
year  to  the  collection  of  data  to  determine 
the  nature  and  extent  of  silicosis  as  it  exists 
today.  Information  covering  the  five  year 
period  (1950-1954)  is  being  obtained  from 
workmen’s  compensation  agencies  on  claims 
and  compensated  silicosis  cases,  from  State 
industrial  hygiene  agencies  that  perform 
routine  x-rays  on  workers  in  duty  trades, 
from  hospital  and  vital  statistics  records,  and 
from  other  sources.  The  study  will  help  to 
answer  such  questions  as: 

1.  What  are  the  characteristics  and  what 
is  the  extent  of  the  current  silicotic 
population? 

2.  Is  a significant  number  of  new  cases 
developing  among  workers  entering  the 
dusty  trades  in  the  last  20  years? 

3.  What  aspects  of  the  problem  need 
further  study? 

These  are  examples  of  some  of  the  studies 
conducted  by  the  Program.  At  the  same  time, 
personnel  of  the  Washington,  Cincinnati,  and 
Salt  Lake  City  offices  are  responsible  for 
broad  consultation  and  teaching  programs. 
For  example,  at  the  request  of  the  State  Med- 
ical Society  of  a Western  State,  Program  per- 
sonnel conducted  a complete  survey  of  the 
existing  occupational  health  resources  and 
occupational  health  needs  of  that  State. 
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The  personnel  of  the  Cincinnati  laborator- 
ies annually  present  a two  week  course  in  the 
most  recent  developments  of  industrial  hy- 
giene. The  course  is  attended  by  industrial 
hygienists  from  all  over  the  country.  Each 
year,  in  cooperation  with  the  Department  of 
Dermatology  of  the  University  of  Cincinnati, 
our  personnel  have  presented  an  intensive 
one  week  course  on  the  occupational  diseases 
of  the  skin.  The  personnel  of  the  laboratory 
also  are  called  upon  to  lecture  on  their  spec- 
ialties at  the  University  of  Cincinnati  College 
of  Medicine’s  Institute  of  Industrial  Health, 
at  other  universities,  at  major  health  confer- 
ences, and  at  Army,  Navy,  Air  Force,  and 
State  meetings. 

The  Program  also  has  loaned  personnel  and 
equipment  for  special  projects  of  State  occu- 
pational health  agencies,  has  given  advice  on 
the  use  of  specialized  scientific  equipment, 
and  has  provided  analytical  services  where 
necessary.  It  becomes  apparent,  therefore, 
that  the  Occupational  Health  Program,  with- 
in the  limitations  of  the  Federal  government, 
has  undertaken  a large-scale  operation  to 
provide  the  maximum  in  consultative  serv- 
ices to  the  States  in  all  matters  relating  to  in- 
dustrial health. 

Occupational  Health  Programs  in  the  States 

Responsibility  for  applying  principles  of 
good  industrial  hygiene  practice  and  for  pro- 
tecting the  health  of  the  worker  lies  with 
State  and  local  agencies.  To  view  the  current 
status  of  official  occupational  health  pro- 
grams in  proper  perspective,  it  may  be  well 
first  to  trace  the  growth  of  the  programs. 
Taking  a long  backward  look,  we  find  that 
the  first  State  industrial  hygiene  programs 
were  established  in  New  York  and  Ohio  in 
1913.  In  the  succeeding  20  years,  two  more 
States,  Connecticut  and  Mississippi,  initiated 
programs.  The  mounting  silicosis  problem  in 
the  1930’s,  the  passage  of  the  Social  Security 
Act,  and  the  country’s  participation  in  na- 
tional defense  activities  and  eventual  entrance 
into  World  War  H,  participated  the  establish- 
ment of  programs  in  almost  all  the  rest  of  the 
States. 

Currently,  occupational  health  agencies  are 
supported  by  41  State  governments.  South 
Dakota  being  one.  Local  units  also  are  op- 
erating in  some  20  of  the  larger  cities.  With 
the  exception  of  a few  State  units  that  are 
part  of  labor  departments,  these  agencies 


SOUTH  DAKOTA 
function  within  the  framework  of  health  de- 
partments. Their  total  professional  staff  con- 
sists of  375  persons,  comprising  specially- 
trained  physicians,  engineers,  chemists,  and 
nurses.  While  medical  personnel  are  not 
found  in  all  of  these  agencies,  the  basic  staff 
always  includes  an  industrial  hygiene  en- 
gineer. Consequently,  as  a minimum,  all 
agencies  are  equipped  to  provide  consulta- 
tive service  to  industry  on  the  toxicity  of 
materials  and  processes,  and  on  methods  of 
controlling  environmental  hazards.  Assist- 
ance in  the  detection  and  treatment  of  occu- 
pational disease  is  provided  by  those  agencies 
having  staff  physicians.  Laboratory  services 
are  generally  available  for  analysis  of  both 
clinical  and  environmental  specimens.  The 
development  and  organization  of  in-plant 
medical  and  nursing  services  is  also  an  im- 
portant activity  of  the  fully  staffed  occupa- 
tional health  agency.  In  addition  to  the  usual 
plant  studies  and  services,  a number  of  the 
States  do  a considerable  amount  of  work  in 
air  pollution  control  and  radiological  health. 
Activities  of  State  Agencies  in  Agricultural 

Health 

The  activities  of  State  agencies  in  control 
of  occupational  health  hazards  in  agriculture 
have  been  limited.  To  my  knowledge,  Cali- 
fornia and  South  Dakota  are  the  first  States 
to  give  full  recognition  to  the  health  prob- 
lems of  farmers.  Many  other  States  have  de- 
veloped limited  plans  for  dealing  with  agri- 
cultural health  problems,  but  unfortunately 
their  staffs  have  been  consistently  under- 
manned and  too  engrossed  with  acute  prob- 
lems of  industry  to  give  sufficient  attention 
to  problems  on  the  farm. 

The  chief  emphasis  on  problems  of  agricul- 
ture has  been  in  relation  to  insecticide  and 
pesticide  chemicals,  weed  killers,  hormone 
sprays,  and  potent  new  fertilizers.  Some 
State  agencies,  however,  give  assistance  to 
physicians  in  the  diagnosis  and  management 
of  known  or  suspected  cases  of  insecticide 
poisoning  by  performing  periodic  cholines- 
terase tests  on  farm  and  orchard  workers  as 
part  of  a medical  supervision  program. 
Similar  studies  are  carried  out  for  airplane 
pilots  who  apply  organic  phosphate  insec- 
ticides. Literature  on  the  dangers  of  the  use 
of  these  insecticides,  as  well  as  other  agricul- 
tural chemicals,  is  distributed  freely  to  all 
persons  who  may  use  or  come  in  contact  with 
them. 
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In  other  fields,  a few  States  have  conducted 
investigations  of  exposure  to  mercury  and 
chemicals  used  in  seed  treatment.  One  of 
South  Dakota’s  neighbors  recently  reported 
a case  of  chronic  mercury  poisoning  in  a 
worker  who  was  treating  seed  with  cerasan. 

As  it  has  people  in  all  walks  of  life,  the 
“do-it-yourself”  movement  has  affected  the 
farmer.  Perhaps  not  so  much  as  the  city 
dweller,  because  the  farmer  always  has  had 
some  “do-it-yourself”  tendencies.  But  new 
products  and  new  methods  of  home  manufac- 
ture have  come  to  farm  and  city  home  alike, 
with  attendant  injuries  from  solvents,  cutting 
oils,  plastics,  and  other  chemical  compounds, 
home  welding  equipment,  wood  and  metal- 
working machinery,  and  the  like.  State 
agencies  may  anticipate  an  increasing  num- 
ber of  farm  problems  from  these  activities. 

The  full  seriousness  of  the  occupational 
disease  and  accident  problem  in  agriculture 
has  never  been  accurately  determined.  Cali- 
fornia’s Bureau  of  Adult  Health  reports  that 
in  1954,  of  23,101  occupational  disease  reports, 
3,143  involved  agricultural  workers.  These  in- 
cluded dermatoses,  infectious  diseases,  effects 
of  sun  and  heat,  welding  conjunctivitis, 
chemical  burns,  poisonings  by  pesticides  and 
other  organic  chemicals,  and  many  other  mis- 
cellaneous injuries. 


The  National  Safety  Council’s  statistics  on 
farm  accidents  graphically  show  that  such 
mishaps  constitute  one  of  the  most  serious  of 
all  industrial  problems.  Workers  in  agricul- 
ture have  a higher  occupational  accident 
death  rate  (60  fatal  work  accidents  per  100,- 
000)  than  workers  in  industry  (25  per  100,000). 
The  agricultural  rate  is  exceeded  only  by  the 
death  rates  in  mining  (107  per  100,000)  and 
construction  (74  per  100,000). 

It  is  obvious  that  there  is  an  urgent  need 
for  industrial  hygienists  to  bring  more  of 
their  talents  to  bear  on  the  occupation  haz- 
ards of  agriculture.  But  because  of  the  short- 
age of  personnel,  the  success  of  such  a pro- 
gram may  have  to  depend  upon  lay  and  pro- 
fessional support  outside  of  government 
agencies.  For  example,  the  State  university 
of  Iowa  has  recently  created  the  Institute  of 
Agricultural  Medicine  which  should  bring 
about  a general  upsurge  of  interest  in  a 
problem  which  has  been  always  with  us,  but 
sadly  neglected. 

To  sum  up.  State,  local  and  Federal  govern- 
ment agencies,  lay  and  professional  groups, 
can  form  a valuable  alliance  to  promote 
better  health  for  people  on  the  farm,  as  has 
been  done  for  those  in  the  plant,  the  office, 
and  the  home. 


THE  ROLE  OF  THE  GENERAL 
PRACTITIONER  IN  RURAL  HEALTH 
A.  P.  Peeke,  M.D.,  Volga,  S.  D.* 


The  role  of  the  general  practitioner  has 
many  facets.  Medically  speaking  he  is  the 
backbone  of  the  practice  of  medicine.  Gen- 
erally speaking  he  is  the  most  effective  one- 
man  show  in  the  business.  He  is  not  only 
capable,  but  can  take  care  of  85  to  90  of  the 
medical  problems  for  his  patients  in  a most 
creditable  manner.  It  is  not  his  province  to 
supplant  the  specialist,  but  he  is  the  one  man 
that  can  best  advise  his  patient  when  a spec- 
ialist’s care  is  needed  and  as  to  which  spec- 
ialist he  should  go.  There  are  many  reasons 
why  the  general  practitioner  is  so  valuable. 
He  knows  the  patient  as  no  one  else  does. 
He  knows  his  patient  as  an  individual,  he 
knows  his  family  and  occupation  having 

*Chairman,  Committee  on  Rural  Health,  S.  D. 
Medical  Association. 


lived  with  him  in  the  community.  He  knows 
how  he  ticks,  the  things  he  likes  and  dislikes; 
he  knows  his  associates,  his  attitudes  toward 
his  job,  boss,  politics,  religion,  his  wife,  and 
his  mother-in-law.  By  being  in  a rural  com- 
munity the  general  practitioner  grows  up 
with  these  people  and  grows  to  know  them 
so  intimately,  he  is  in  a better  position  to 
know  what  is  the  matter  with  his  patient. 
When  a patient  seeks  a specialist’s  help  on 
his  own  he  may  consult  many  specialists, 
only  to  find  that  each  new  one  he  goes  to,  has 
to  give  him  another  complete  physical  exam- 
ination with  a loss  of  time  and  great  expense. 

The  general  practitioner  must  study  the 
quantities  of  the  periodicals  that  come  over 
his  desk  each  week  to  keep  up  with  the 
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newer  drugs,  better  techniques  and  treat- 
ments that  are  constantly  being  improved  so 
his  patients  may  have  the  benefit  of  them. 

The  American  Academy  of  General  Practice 
is  the  only  medical  organization  that  requires 
its  members  to  continue  study,  attend  lec- 
tures, continuation  of  study  courses,  write 
papers,  and  attend  hospital  staff  meetings 
and  medical  conventions  for  credit.  They 
must  have  an  average  of  50  credit  hours  a 
year  and  report  every  three  years.  If  they 
fall  short,  they  are  dropped  from  the  organ- 
ization. This  past  year  out  of  a total  of  20,000 
members,  127  were  dropped.  So  you  see,  our 
role  as  a general  practitioner  in  a rural  com- 
munity is  to  improve  and  bring  the  best  med- 
ical care  we  can  to  the  rural  community. 

Health  is  a state  of  physical,  mental,  and 
emotional  well  being  during  our  whole  life 
time.  Each  period  has  its  special  problems. 
Our  aim  is  the  prevention  of  disease,  emo- 
tional tension,  and  accidents  so  that  we  can 
enjoy  health  at  its  best  in  all  these  ages.  One 
thinks  of  a doctor  as  the  one  most  responsible 
for  the  health  problem.  We  really  only  have 
a part  in  it.  We,  as  a profession,  devote  our 
working  hours  to  it,  but  if  it  were  not  for 
other  lay  and  government  organizations  who 
are  interested  in  health,  we  could  not  get  the 
job  done.  Let  us  sketchily  show  the  part 
played  by  various  organizations  as  a child 
grows  up.  I don’t  know  whether  I should 
start  with  the  chicken  or  the  egg.  Well,  lets 
start  with  the  expectant  mother.  As  a per- 
sonal historical  setting,  let  me  relate  that 
when  I started  practice  26  years  ago  this 
April  6th,  I was  in  a community  with  a hos- 
pital which  was  put  up  in  1909  by  the  fore- 
sight and  energy  of  the  doctors  and  a few 
businessmen.  Most  of  the  deliveries  were 
done  in  the  home.  The  doctor  only  brought 
his  serious  and  difficult  cases  to  the  hospital. 
I think  this  averaged  about  three  cases  a year. 

More  recently  in  one  year,  we  delivered 
186  babies.  Today  all  the  cases  are  delivered 
in  this  hospital.  We  have  not  had  a home 
case  in  five  years  and  we  have  not  had  a re- 
quest for  one.  When  I came  to  this  country  I 
recall  a young  woman  who  came  to  me  and 
asked  if  I gave  prenatal  care.  I told  her  I 
did  and  she  said  that  her  old  family  doctor 
laughed  at  her  and  chided  her  saying  that  it 
was  all  a kind  of  nonsense  to  go  through 
that,  and  that  when  she  began  to  have  labor 


pains  it  was  soon  enough  to  call  him.  She 
had  read  about  prenatal  care  and  wanted  it. 
We  indeed  have  been  indebted  to  the  Press, 
bridge  clubs,  and  ladies  aid  to  bring  about 
the  interest  and  attitude  of  mind  toward 
prenatal  care.  We  are  proud  to  say  that  in 
the  states  of  North  Dakota,  South  Dakota, 
Nebraska,  Iowa,  Minnesota,  and  Wisconsin 
that  our  maternal  and  child  mortality  is  the 
lowest  on  earth. 

I had  a patient  come  to  me  from  a large 
city  in  the  south,  and  her  obstetrician  had  re- 
ferred her  to  an  obstetrical  specialist  who 
lived  66  miles  away  because  when  he  looked 
up  in  the  list  of  Board  Certified  Obstetricians, 
there  were  only  three  listed  for  South  Dakota. 
This  patient,  naturally  had  the  idea  that  a 
child  could  not  be  born  without  aid  of  a 
specialist.  When  I showed  her  that  there 
were  only  three  board  obstetricians  deliver- 
ing a very  small  percentage  of  the  babies  in 
South  Dakota,  the  general  practitioner,  was 
playing  a very  creditable  role  in  Rural  Ob- 
stetrical Health. 

Preventive  medicine  is  one  of  the  most  im- 
portant departments  of  medicine.  If  we  don’t 
develop  a disease,  we  grow  up  strong  and 
vigorous  and  maintain  our  health.  This  is  the 
thing  we  are  all  striving  for.  I’m  preaching 
to  the  wrong  group  because  you  accept  it  and 
believe  in  it.  You  would  be  surprised  at  the 
objection,  obstruction,  and  delay  we  exper- 
ience when  we  try  to  further  preventive  med- 
icine. This  comes  from  many  sources.  Pro- 
gress is  impeded,  not  only  from  lack  of  infor- 
mation and  ignorance,  but  due  to  religion  and 
prejudice  and  loose  talk  by  politicians.  For 
example:  I feel  that  vaccinations  and  im- 
munization are  one  of  the  cheapest  and  most 
important  procedures  to  do.  We  have  prac- 
tically eliminated  smallpox  and  diptheria, 
killers  which  used  to  kill  half  of  the  popula- 
tion and  today,  if  the  immunization  programs 
were  carried  out,  we  would  seldom,  if  ever, 
see  a case  of  smallpox  or  diptheria.  We  are 
gradually  discovering  means  of  immuniza- 
tion against  a number  of  diseases.  Yet  when 
we  think  that  people  two  and  three  years 
ago  would  give  most  anything  if  they  could 
prevent  polio  from  striking  their  child  by 
vaccination,  today  they  are  confused  about 
the  advisability  of  it  because  there  was,  at 
one  time,  in  the  manufacture  of  vaccine 
some  batches  in  one  concern  which  proved  to 
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be  faulty.  Add  to  this  the  role  that  some 
opportunistic  politicians  contributed  to  the 
confusion.  They  themselves  did  not  create 
nor  discover  the  serum,  but  by  their  desire 
for  front  page  publicity  deprived  many  chil- 
dren from  getting  the  vaccine  a year  sooner. 
I’m  sure  there  were  some  afflicted  patients 
who  could  have  been  spared,  because  when 
we  do  not  have  epidemics  of  diptheria  and 
smallpox  and  whooping  cough,  people  be- 
come complacent  and  careless.  We  follow  the 
practice  of  vaccinating  for  diptheria,  whoop- 
ing cough,  and  tetanus,  starting  at  the  age  of 
six  weeks  or  sooner  and  getting  the  three 
shots  in  by  the  fifth  month  of  age  and  then 
vaccinate  for  smallpox.  I had  a patient  bring 
her  baby  of  a year  and  a half  in  to  the  office 
with  whooping  cough  and  it  was  a very  sick 
baby.  I asked  the  mother  how  it  happened 
that  we  slipped  up  on  vaccinating  the  child. 
She  said  her  husband  didn’t  believe  in  it  be- 
cause he  had  had  so  many  vaccinations  in 
the  army.  I asked  her  where  he  was,  and 
she  said,  “Out  in  the  waiting  room.”  I went 
out  and  asked  him  why  he  objected.  He  said, 
“Oh,  my  wife’s  folks  don’t  believe  in  vaccina- 
tion, and  that’s  why  the  child  wasn’t  vaccin- 
ated.” 

In  this  day  and  age  of  communication, 
radio,  television,  and  press,  and  all  agencies, 
we  still  have  people  with  closed  minds,  whom 
we  must  reach  by  personal  authoritative  per- 
suasion, and  this  is  the  role  of  the  general 
practitioner. 

Pre-school  vaccinations  serve  a very  good 
purpose.  These  “round-up”  type  of  vaccina- 
tions are  necessary,  but  is  a little  late.  It 
serves  as  a time  to  catch  up.  We  are  indebted 
to  school  boards,  P.T.A.,  school  and  county 
nurses  for  arranging  and  carrying  out  this 
procedure,  but  we  must  remember  we  are 
five  or  six  years  late  for  protection  of  those 
in  the  first  year  of  life,  when  whooping  cough 
and  diptheria  are  so  deadly.  This  is  a very 
important  role  of  the  general  practitioner. 

Speaking  of  polio,  I must  tell  this  one  to 
give  you  a sample  of  attitude,  perhaps  not 
too  prevalent,  but  amusing.  A prenatal  pa- 
tient came  into  my  office  and  I announced  to 
her  that  the  State  Department  of  Health  had 
polio  vaccine  available  for  all  children  under 
19  and  for  the  pregnant  woman  regardless 
of  age.  “Would  you  like  to  have  your  shot 
today?”  She  said,  “Oh,  no.  We  have  Polio 


Insurance.  We  paid  $10.00  for  it  and  it  will 
pay  $5,000.00  if  I get  Polio,  so  I’d  be  a fool  to 
take  the  shot.”  Eight  million  polio  shots  have 
been  successfully  given  now  and  it  is  to  date 
the  safest  vaccine  ever  made. 

I think  we  as  medical  practitioners  have  a 
great  debt  of  gratitude  to  the  public  health 
service  in  all  their  ramifications.  This  organ- 
ization was  originated  by  the  A.M.A.  years 
back.  We  take  credit  for  the  extended  life 
expectancy  from  30  to  62  years  in  the  past 
half  century.  This  wasn’t  accomplished  by 
Pill  Peddlers  and  Surgeons,  Physiotherapists 
or  even  Psychiatrists.  It  was  accomplished 
by  chemists,  bacteriologists,  and  sanitary 
engineers,  extension  workers,  and  city, 
county,  and  state  officials  who  worked  hand 
in  hand  with  the  general  practitioners  and 
lay  people.  It  may  well  have  happened  in 
this  manner;  namely,  a general  practitioner 
was  called  to  take  care  of  a patient  with 
typhoid  and  altered  these  agencies,  to  not 
only  take  care  of  the  present  problem  but 
to  insure  good  water  supply  and  sewage  dis- 
posal. Don’t  think  this  is  trite  and  old  stuff, 
not  creating  a problem  today.  Just  two 
years  ago,  after  a bitter  struggle,  my  com- 
munity put  in  sewers.  They  voted  down  a 
city  water  system  so  the  general  practitioners 
had  a role  in  this  respect. 

Accidents 

We  are  called  to  the  scene  of  the  accident 
or  the  unfortunate  victim  is  brought  to  us. 
Here  again  it  makes  me  ill.  I often  wish  we 
could  have  turned  back  time  and  started  all 
over  and  had  done  it  differently,  for  my 
feeble  surgical  attempts  will  never  make  this 
mangled  limb  or  hand  as  good  as  new.  May- 
be I’ll  have  to  amputate.  We  get  paid  for  our 
feeble  attempts,  and  I always  feel  that  it  isn’t 
enough  to  suture  and  repair  or  amputate. 
We  have  a greater  responsibility,  that  of  sav- 
ing this  man’s  limbs  before  it  happens,  or  get 
a lesson  from  this  accident,  and  never  let  it 
happen  to  anyone  else,  especially  the  younger 
generation. 

Last  fall  we  were  congratulating  ourselves 
as  a community,  in  not  having  had  any  ser- 
ious corn  picker  accidents,  when  who  should 
come  in,  but  one  of  the  most  conservative, 
cautious,  careful  farmers  of  my  acquaintance; 
with  hand  and  wrist  mangled  beyond  recog- 
nition or  chance  of  repair.  My  mind  was 
made  up.  I called  the  hospital  and  got  things 
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ready  and  sent  the  patient  over.  I called  the 
superintendent  of  the  high  school  and  asked 
permission  to  give  a talk  on  accident  preven- 
tion to  the  agriculture  class.  He  called  the 
agriculture  teacher  and  it  was  arranged  for 
4:00  P.M.  I never  felt  so  compelled  and  in- 
spired to  get  a message  across  to  those  boys 
as  I did  that  day.  They  were  sons  of  my 
friends.  I had  brought  them  into  the  world, 
and  so  help  me,  I was  going  to  try  to  keep 
them  whole,  intact,  all  in  one  piece,  to  carry 
on  throughout  their  life  whatever  I had  to 
do  to  impress  them.  After  the  talk  I brought 
out  a basin  covered  with  a towel.  I removed 
the  towel  and  showed  the  mangled  amputated 
hand,  mentioned  whose  it  was  and  just  how 
it  happened.  The  son  of  the  unfortunate  man 
was  in  the  class.  He  had  left  home  in  the 
morning  and  hadn’t  been  told  about  his 
father’s  accident  yet.  The  realness,  the  fact 
that  it  was  one  of  their  buddies’  father,  who 
was  injured,  and  how  it  might  have  been  any 
one  of  them,  really  impressed  them.  I closed 
by  saying,  “Always  shut  the  machine  off  be- 
fore cleaning  out  husks  or  repairing  it,  even 
if  it  takes  two  minutes,  two  hours,  two  days 
or  two  weeks.  No  one  can  grow  a hand, 
even  if  he  were  given  eternity  to  do  it  in.” 

Psychosomalic  Medicine 

A great  many  people  have  symptoms  of  di- 
sease, like  ulcers,  gallbladder  disease,  bowel 
trouble,  shortness  of  breath,  inability  to 
sleep,  no  appetite,  and  obesity  with  no  dem- 
onstrable organic  disease. 

Here  is  where  that  general  practitioner  in 
a rural  community  can  beat  the  specialist 
hand  down,  if  he  is  interested,  and  tries  hard 
to  solve  the  problem.  He  not  only  can  ask 
and  take  a better  history  but  perhaps  he 
knows  more  than  this  patient  is  telling  about 
her  trouble  with  her  husband  or  her  son  or 
daughter  whom  she  loves  and  protects,  but 
who  is  causing  her  a great  deal  of  anxiety 
and  loss  of  sleep.  Sure  you  can  sedate  her 
but  when  she  comes  out  of  sedation  she  still 
has  her  troubles,  her  family,  and  the  same 
problems.  We  have  to  go  the  second  mile  and 
try  to  adjust  things  at  home  before  she  can 
be  helped  with  any  degree  of  success.  This 
is  the  real  role  in  which  the  general  prac- 
titioner can  help. 

The  problem  of  the  aged  is  becoming  more 
acute  than  it  was  year  ago.  In  the  first  place 
we  have  more  old  people  now  than  we  used 


to.  There  are  more  people,  there  is  a housing 
shortage.  We  build  smaller  houses.  It  may 
be  because  we  cannot  afford  it  or  we  just 
built  it  that  way  and  when  mom  and  dad 
couldn’t  carry  on  in  their  own  home  we  just 
couldn’t  take  care  of  them  or  felt  it  was  an 
imposition  to  us  or  the  growing  children  to 
have  them  with  us.  Be  what  it  may  we  have 
to  care  for  them.  The  old  folks  may  also 
have  a side  to  this  picture.  They  would  like 
to  have  it  quiet  and  that  just  doesn’t  happen 
in  a little  house  with  children.  They  always 
“ran  the  roost”  and  told  their  son  or  daughter 
what  to  do.  When  old  age  caught  up  with 
them,  they  forgot  Susie  or  Johnny  were 
grown  up  and  should  have  the  say-so  of  what 
should  be  done  in  their  own  household.  Old 
people  whose  friends  and  neighbors  have 
preceded  them  in  death  get  lonesone  and 
would  rather  be  in  the  company  of  folks  their 
own  age.  These  old  people  have  informities 
of  old  age,  but  are  not  sick.  I feel  these  folks 
are  happier  if  they  could  be  housed  in  a home 
in  their  own  community  if  possible  with  folks 
of  their  own  age  and  among  friends  and  rela- 
tives. Sure,  we  may  have  more  fire  hazards 
in  a farm  building  than  in  a cold,  well  con- 
structed fireproof  building.  In  some  urban 
areas  such  a thing  is  the  only  thing  but 
for  old  people  who  have  lived  out  on  a farm 
or  ranch  it  is  like  fencing  them  in. 

The  general  practitioner  plays  an  import- 
ant part  not  only  in  seeing  to  it  that  these 
people  are  looked  after  for  sickness,  but 
that  they  have  clean  quarters  and  adequate 
food  and  recreation.  It  is  wonderful  thing 
that  the  state  inspects  and  supervises  these 
homes. 

Health,  diet,  illnesses  and  hospitals  are 
such  wonderful  topics  of  conversation. 
Sooner  or  later  in  a conversation  even  with 
strangers  it  usually  comes  around  to  one  of 
these  topics.  I just  got  back  from  a trip  to 
the  west  coast  and  it  was  amusing  to  hear 
the  conversation  of  people  in  front  or  behind 
or  across  the  aisle  talking.  They  usually  got 
around  to  one  of  those  topics. 

We  all  are  interested  in  health,  and  should 
be,  if  we  lose  it  we  have  nothing  that  we  can 
enjoy. 

We  have  many  organizations  which  have  a 
health  program  such  as:  Farm  Bureau,  Farm 
Union,  Grange,  Legion,  etc.  If  their  interest 
and  energy  could  be  properly  directed  we 
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would  have  a potent  force  for  maintaining 
and  conserving  health.  At  the  local  rural 
level  the  general  practitioner  should  and 
could  play  a most  important  role. 

I’m  sure  that  you  will  gather  that  the  gen- 
eral practitioner  has  many  roles  to  perform 


in  Rural  Health  in  more  or  less  his  special 
field  as  I have  pointed  out. 

Last  but  not  least,  he  should  never  excuse 
himself  as  being  too  busy  in  his  profession  to 
take  part  in  the  religious,  educational,  com- 
mercial, and  social  life  of  his  community. 


FARM  ACCIDENTS 
Louis  Lubinus  and  William  Peterson* 
Brookings,  S.  D. 


Thank  you  Mr.  Foster.  Good  afternoon, 
ladies  and  gentlemen.  It  gives  me  great 
pleasure  to  see  the  interest  being  shown  in 
the  rural  health  of  farm  people.  I was  born 
and  raised  on  the  farm,  know  farm  people 
very  well,  and  I appreciate  the  problems  of 
farm  people  so  far  as  rural  health  is  con- 
cerned. 

Many  of  us  have  heard  the  saying  that  the 
farm  is  certainly  a wonderful  place  to  bring 
up  a family.  Any  of  us  who  have  lived  on  a 
farm  or  worked  with  farm  people  agree 
wholeheartedly.  However,  from  the  stand- 
point of  safety,  the  farm  is  not  the  best  place 
to  live.  When  we  take  a look  at  the  national 
picture,  we  can  soon  see  that  this  is  not  the 
case.  There  are  only  two  industries  in  the 
U.  S.  which  have  more  deaths  per  100,000  em- 
ployees than  does  agriculture.  The  death  rate 
for  people  killed  on  the  job  on  the  farm  for 
1953  was  about  60  persons  per  100,000.  The 
mining  industry  showed  105  persons  killed 
per  100,000,  and  the  construction  industry 
showed  about  75  accidental  deaths  per  100,000 
workers.  In  the  transportation  industry  there 
were  only  40  deaths  per  100,000  employed. 
There  were  I2V2  persons  killed  per  100,000 
employed  in  the  manufacturing  industry. 
This  shows  that  industry  has  done  a great 
deal  more  about  occupational  hazards  than 
we  have  done  on  the  farm.  In  1954,  there 
14,000  deaths  from  farm  and  farm  home  acci- 
dents, or  about  1.7  deaths  for  100,000  farm 
residents.  In  addition  there  were  1,200,000 
injuries.  If  you  add  the  millions  of  dollars 
for  hospital  and  medical  treatment  plus  the 
many  hours  of  time  lost,  it  gets  to  be  a stag- 
gering figure.  It  has  been  estimated  that  the 
cost  ranges  from  $200  to  $450  per  farm  acci- 

*Extension Service,  S.  D.  State  College. 


dent.  3,800  farm  residents  lost  their  lives  at 
work  in  1954.  That  is,  farmers  during  the 
course  of  their  occupation.  In  addition  there 
were  3,500  accidental  deaths  in  the  farm 
home.  Also  there  were  5,900  farm  people 
killed  in  motor  vehicle  accidents.  So,  acci- 
dents take  a large  toll  of  farm  people  in  the 
U.  S. 

Now  what  is  our  S.  D.  situation?  It  is  quite 
hard  to  get  a hold  of  farm  statistics  but  in 
November  1952,  the  Agricultural  Engineering 
Department  of  S.  Dak.  State  College  set  up  a 
newspaper  clipping  survey,  to  try  to  get  at 
the  occurrance  of  these  farm  accidents.  That 
ran  through  October  30,  1953.  This  survey  is 
not  as  complete  as  we  would  like  to  see,  but 
we  think  that  we  had  pretty  good  statewide 
coverage.  We  tabulated  86  farm  residents 
killed  for  that  year.  346  farm  residents  were 
either  seriously  or  permanently  injured.  Of 
course,  we  don’t  know  how  many  minor  acci- 
dents there  were.  We  were  somewhat  sur- 
prised that  such  a large  share  of  these  mis- 
haps were  due  to  farm  machinery.  59%  of  all 
the  mishaps  involved  farm  machinery.  25% 
of  the  accidents  were  from  falls.  Farm  ma- 
chinery also  accounted  for  43%  of  all  the 
fatalities.  In  these  machinery  accidents  were 
19  tractor  fatalities  and  76  permanent  or 
serious  injuries  from  the  tractor  accidents 
and  this  represents  37%  of  the  total  machin- 
ery accidents.  2/3  of  the  fatalities  in  tractor 
accidents  were  the  result  of  overturning. 
45%  of  the  permanent  injuries  involving 
farm  machinery  were  attributed  to  com 
pickers.  I was  very  glad  to  see  the  illustra- 
tion earlier  involving  the  power  take-off 
accident.  We  know  that  they  are  also  im- 
portant in  machinery  accidents. 

Livestock  are  responsible  for  about  16%  of 
the  farm  accidents  and  about  V2  of  those  in- 
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volved  falls  from  horses.  I didn’t  think  there 
were  that  many  horses  left  in  South  Dakota, 
but  apparently  they  are  still  a hazard.  It  has 
been  brought  out  quite  pointedly  that  farm 
accidents  are  everybody’s  business.  Farm 
people  are  the  best  people  in  the  world,  and 
are  too  important  to  lose  in  accidents,  etc. 

You  have  probably  all  heard  of  the  3 E’s  in 
farm  safety.  They  are  engineering,  educa- 
tion, and  enforcement.  Engineering  has  im- 
proved a lot  in  the  last  quarter  of  a century, 
and  the  manufacturers  are  continually  con- 
cerned with  incorporating  safety  into  the 
design  of  these  machines  the  farmer  must 
use.  Power  take-off  shafts  are  universally 
guarded  with  shields.  Guards  also  cover 
more  and  more  moving  parts.  Of  course,  there 
are  limitations  to  how  much  engineering 
safety  can  go  into  farm  equipment.  Farm 
equipment  is  of  necessity  essentially  danger- 
ous. A reckless  operator  can  tip  any  type 
tractor.  If  a mower  can  cut  grass,  it  must 
also  be  able  to  cut  off  fingers.  Any  corn 
picker  to  be  effective  must  have  exposed 
snapping  rollers.  Anything  mechanical  is 
subject  to  being  a hazard.  Any  tillage  tool 
is  dangerous  to  fall  into  or  in  front  of  when 
in  motion.  So  there  are  limitations  to  the 
extent  of  engineering.  Enforcement  is  not 
the  answer,  because  in  a democracy  we  don’t 
like  to  push  enforcement  too  far.  Industry 
has  more  control  over  their  workers.  So  that 
leaves  us  with  education.  To  reduce  farm 
accidents  and  advance  farm  safety,  we  must 
depend  on  tirelessly  and  patiently  educating 
farm  operators  to  be  continually  safety  con- 
scious. It  is  our  hope  that  sometime  in  the 
near  future  we  can  see  a state  farm  com- 
mittee organized.  We  would  like  to  see  rep- 
resentatives from  all  major  farm  groups, 
medical  association,  state  dept,  of  agriculture, 
and  all  agencies  concerned  with  this  problem 
working  on  this  committee.  As  the  result  of 
the  state  wide  committee,  we  could  also  have 
some  local  committees.  A lot  of  states  have 
done  that  and  have  had  very  good  results. 
The  rate  of  farm  accidents  has  gone  down  as 
the  result  of  the  work  of  these  committees. 

Carrying  this  accident  picture  a little 
farther,  beyond  the  obvious  costs  which  are 
involved,  there  are  others  even  more  difficult 
to  pay  and  cannot  be  covered  by  an  insurance 
policy.  Lives  of  all  family  members  are 
changed  in  every  home  where  a serious  acci- 


dent occurs.  That  was  brought  out  earlier. 
The  greatest  tragedy  in  accidents  is  that 
most  of  them  could  have  been  prevented. 
Accidents  don’t  just  happen.  They  are  caused. 
I heard  one  farm  manufacturer’s  representa- 
tive talk  one  time,  and  he  said,  “From  some 
of  the  stories  that  go  around  one  would  think 
that  corn  pickers  go  up  and  down  the  fields 
looking  for  somebody  to  grab.”  That’s  not  the 
case.  These  accidents  could  be  avoided.  They 
don’t  just  happen. 

As  far  as  farm  home  accidents  are  con- 
cerned, falls  are  one  of  the  greatest  hazards, 
poorly  lighted  stairs,  trash  on  stairs,  poor 
ladders,  slippery  surfaces,  etc.  are  all  con- 
tributing causes.  Bathrooms  should  be 
equipped  with  rails  and  bath  mats.  Another 
cause  of  farm  home  accidents  is  burns  in 
using  fire  carelessly,  using  inflammables 
carelessly,  etc.  Another  cause  of  farm  home 
accidents  is  poisons.  Medicine  bottles  should 
be  clearly  identified  and  stored  out  of  reach 
of  children.  Many  insecticides  stored  in  the 
house  are  within  the  reach  of  children.  This 
needs  to  be  corrected.  There  have  even  been 
cases  of  children  being  poisoned  by  their 
mothers  cosmetics.  Other  home  accidents  in- 
volve cuts  from  knives,  broken  glass,  etc. 
Miscellaneous  home  accidents  include  such 
things  as  firearms,  choking  on  objects,  auto 
mishaps,  etc.  That  gives  you  a picture  of 
the  farm  accident  situation  both  nationally 
and  in  South  Dakota  and  some  of  the  causes. 
Being  a demonstration  worker,  we  believe 
quite  strongly  in  demonstrations. 

Mr.  Lubinus  demonstrated  degree  of 
handicap  involved  in  the  loss  of  one  hand, 
and  another  demonstrating  usual  lengthy 
human  reaction  time. 

The  next  demonstration  showed  that  gas- 
oline fumes  settle  down  and  constitute  a 
fire  hazard  even  when  no  actual  gasoline  is 
involved. 

Other  demonstrations  showed  tractor 
hazards  and  machine  safety.  These  showed 
tipping  tendencies  on  inclines,  with  added 
wheel  weights,  when  attached  other  than 
to  hitch,  etc.  Tractors  when  improperly 
used  can  be  dangerous  as  may  readily  be 
seen. 

Mr.  Lubinus  next  showed  several  35mm 
slides  demonstrating  dangerous  farm  prac- 
tices. 
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1.  Farmer  filling  tractor  while  motor  is 
running. 


2.  Children  playing  around  a stock  tank. 


3.  Angry  sow  attacking  farmer. 


4.  Man  using  ladder  with  rung  missing 


and  at  too  steep  an  angle. 


6.  Improperly  lighted  farm  machinery 


on  roadway  after  sundown. 


WANTED;  Physician  interested  in  gen- 
eral practice  in  small  city  with  full  hos- 
pital facilities  and  to  be  associated  with 
small  group.  Write  Box  57,  300  1st 
Nat’l  Bank  Bldg.,  Sioux  Falls,  S.  D. 
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Another  very  valuable  item  on  farms, 
when  properly  used  is  electricity.  Mr.  Bill 
Peterson,  our  extension  electrification  spec- 
ialist will  tell  you  about  some  of  these  acci- 
dents. 

Mr.  Peterson:  Electricity  is  quite  new  on 
the  farm.  Census  figures  show  that  about  Vz 
of  S.  D.  farms  have  had  electricity  only  5 or 
6 years  or  less.  Thus  most  farmers  have  not 
grown  up  with  electricity.  They  have  had 
much  more  experience  with  machinery,  etc. 
Thus  it  is  new,  and  bound  to  be  often  mis- 
understood. Electricity  did  do  away  with  a 
lot  of  hazards,  but  it  brought  new  hazards. 
Electricity  is  an  invisible  force  and  thus  elec- 
trical hazards  may  also  be  invisible  to  the 
uninitiated.  I would  like  to  talk  about  some 
of  those  things. 

Statistically,  electrical  accidents  do  not 
show  up  very  big.  Machinery  accidents  in- 
volve many  more  people,  but  now  electricity 
is  being  used  more  and  more  out  on  the  farm- 
stead whereas  when  entirely  new,  it  is  used 
more  in  the  home  for  lighting  and  standard 
appliances.  There  is  much  more  hazard  in- 
volved in  this  outside  use.  Thus  there  will 
be  more  and  more  hazards  showing  up.  In 
1955  the  increase  in  electrical  accidents  was 
16%  over  1954.  This  demonstrates  the  far- 
mers’ confidence  in  electricity.  There  are 
many  different  attitudes  about  electricity. 
Some  folks  are  scared  to  death  of  it.  Others 
lack  respect  for  it. 

Mr.  Peterson  then  showed  several  elec- 
trical hazard  demonstrations  and  slides  in- 
cluding: 

1.  Drop  in  pail  type  water  heater  hazard 
and  implications.  He  emphasized  that 
there  is  no  U.  L.  label. 

2.  Hazards  involving  brass  shell  socket 
with  frayed  wires.  Emphasized  that 
this  type  of  equipment  is  not  intended 
for  outdoor  use. 

3.  Grounding  Demonstrations  with  em- 
phasis on  fact  that  all  electrical  equip- 
ment on  or  within  reach  from  ground 
should  be  grounded. 

The  amount  of  current  which  it  takes  to  be 
dangerous,  and  it  is  current  rather  than  volt- 
age that  is  dangerous,  is  generally  about  1/20 
of  an  am.pere.  Some  folks  think  that  fuses 
will  protect  them  from  shock,  but  they  are 
for  about  15  to  20  amperes,  so  they  offer  no 
protection.  Most  people  misunderstand  the 


principles  involved  in  grounding. 

4.  Hand  of  a lady  electrocuted  by  hold- 
ing brass  shell  socket  with  frayed 
wires.  This  accident  probably  hap- 
pened because  the  lady  didn’t  realize 
just  what  could  happen. 

5.  Improperly  wired  pump  jack  motor. 
A cow  had  been  killed  by  contacting 
it. 

6.  Improperly  grounded  stock  waterer 
which  had  electricuted  a steer. 

7.  Another  very  poorly  wired  pump  jack 
motor. 

8.  Heat  lamp  fixture  properly  construc- 
ted. 

9.  3 prong  plug  and  plug-in  for  proper 
grounding  of  electrical  equipment. 

10.  Properly  constructed  grounding  wire 
on  milking  machine. 


SUMMARY 

1st  S.  D.  Rural  Health  Conference 

The  first  South  Dakota  Rural  Health  Conference, 
jointly  sponsored  by  the  South  Dakota  State  Med- 
ical Association  and  the  South  Dakota  State  De- 
partment of  Health  was  held  at  the  Marvin 
Hughitt  Hotel  in  Huron,  South  Dakota  on  March 
29,  1956.  The  purpose  of  the  Conference  was  to 
bring  together  representatives  of  the  medical  pro- 
fessions, public  health  agencies,  agricultural 
agencies,  and  farm  organizations  to  discuss  in- 
terests and  facilities  which  are  available  in  pro- 
moting better  rural  health  in  South  Dakota. 
Although  the  icy  road  conditions  reduced  the  at- 
tendance, a total  of  about  40  persons  were  regis- 
tered for  the  Conference. 

Morning  and  afternoon  sessions  were  scheduled 
to  be  held  at  this  Conference,  but  weather  con- 
ditions and  the  fact  that  several  of  the  speakers 
were  unable  to  get  to  Huron  made  holding  only 
an  afternon  session  more  satisfactory. 

The  program  presented  and  highlights  of  the 
papers  were  as  follows: 

1.  “Purpose  of  the  Rural  Health  Conference”  — 
E.  F.  Kalda,  M.D.,  G.  P.  physician  in  Platte, 
South  Dakota  and  member  of  the  committee 
on  rural  health  of  the  South  Dakota  State 
Medical  Association. 

Dr.  Kalda  discussed  some  of  the  more  out- 
standing of  South  Dakota’s  rural  health 
problems  such  as  undulant  fever,  accidents, 
present  rural  sanitation  facilities,  etc. 

He  thanked  the  various  farm  organizations 
and  the  Extension  Service  for  the  role  which 
they  were  playing  in  carrying  the  health 
message  to  the  rural  people  and  appealed  for 
an  intensification  of  that  service. 

Dr.  Kalda  also  reiterated  the  interest  of  the 
South  Dakota  physicians  in  rural  health  in 
general,  and  their  interests  in  promoting  the 
preventive  phases  of  rural  health. 

2.  “Rural  Occupational  Health  Program  of  the 
South  Dakota  State  Department  of  Health” — 
Donald  G.  De  Valois,  D.V.M.,  Public  Health 
Veterinarian,  South  Dakota  State  Department 
of  Health. 

Through  its  related  program,  the  South  Da- 
kota State  Department  of  Health  is  interested 
in  identifying  as  many  existing  potential  rural 
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occupational  health  problems  as  possible,  and 
in  determining  the  extent  and  severity  of  each 
of  these  problems  in  South  Dakota.  The  plan 
for  conducting  this  program  was  briefly  dis- 
cussed as  was  some  of  the  major  catagories  of 
program  interest.  These  include  specific  in- 
fections transmissable  from  animals  to  man, 
allergies,  rural  occupational  skin  conditions, 
acute  and  subacute  poisoning  by  products 
used  in  agricultural  operations  and  farm 
accidents. 

3.  “Occupational  Health  Programs  of  Official 
Health  Agencies”  — Donald  Birmingham, 
M.D.  Occupational  Health  Field  Headquarters, 
Public  Health  Service,  Cincinnati,  Ohio. 

Dr.  Birmingham  gave  a very  interesting  paper 
dealing  with  occupational  health  activities  in 
official  health  agencies,  especially  at  the  fed- 
eral level  of  government.  He  told  of  the  back- 
ground and  early  history  of  industrial  hygiene 
and  occupational  health  from  its  inception  at 
about  the  turn  of  the  century  down  to  the 
present  time.  He  mentioned  that  on  several 
occasions  in  the  past  few  decades  work  in 
occupational  health  has  been  very  close  to 
the  agricultural  picture.  Cited  were  such 
instances  as  that  in  which  the  Public  Health 
Service  helped  to  investigate  the  basic  causes 
of  aircraft  accidents,  which  were  occurring  in 
the  course  of  crop-dusting  operations. 

Dr.  Birmingham  also  discussed  the  work  and 
research  activities  of  the  varied  personnel 
who  make  up  the  Occupational  Health  Field 
Headquarters  of  the  Public  Health  Service. 
He  also  discussed  occupational  health  as  pres- 
ently conducted  by  state  agencies  and  the 
interest  in  rural  occupational  health  shown 
by  the  California  and  South  Dakota  State 
Departments  of  Health. 

Dr.  Birmingham  emphasized  the  point  that 
cooperation  and  mutual  aid  between  public 
health  and  agricultural  agencies  could  achieve 
a great  deal  in  the  promotion  of  rural  occupa- 
tional health. 

4.  “Rural  Occupational  Accidents”  — G.  J.  Bloe- 
mendaal,  M.D.,  G.  P.  physician  at  Ipswich, 
South  Dakota,  and  member  of  the  Committee 
on  Rural  Health,  South  Dakota  State  Medical 
Association. 

Dr.  Bloemendaal  presented  very  interesting 
case  histories  on  four  tractor  power  takeoff 
accidents  encountered  in  his  practice.  He  em- 
phasized the  fact  that  if  each  rural  medical 
practitioner  encountered  four  of  these  acci- 
dents during  his  working  life  span  the  total 
would  add  up  to  a great  deal  of  needless  hu- 
man suffering.  The  victim  of  one  of  these 
accidents  plus  x-ray  picture  evidence  of  his 
injuries  was  presented  by  Dr.  Bloemendaal 
to  more  graphically  illustrate  his  talk. 

5.  “Relationship  of  South  Dakota  Department 
of  Agriculture  Facilities  to  Rural  Health”  — 
Charles  Bruett,  Secretary  of  Agriculture, 
South  Dakota  Department  of  Agriculture. 

Mr.  Bruett  stated  that  the  South  Dakota  De- 
partment of  Agriculture  had  no  special  pro- 
gram directed  solely  toward  improving  the 
health  of  the  rural  population,  but  that  they 
receive  health  benefits  as  the  result  of  the 
food  sanitation  services  conducted  by  the 
Department  just  as  does  the  urban  population. 
He  reviewed  these  services  which  include 
milk  and  restaurant  sanitation  regulation  in 
those  portions  of  the  state  not  regulated  under 
municipal  ordinances,  quality  and  sanitation 
control  on  food  items,  drugs,  etc.,  supervision 
of  the  application  of  economic  poisons  and 
annual  instruction  school  for  commercial  ap- 
plicators, inspection  of  food  items  for  chem- 
ical residues,  food  grain  sanitation  regula- 


tion, and  inspection  of  the  state’s  locker 
plants. 

6.  “The  Role  of  the  General  Practitioner  in  Rural 
Health”  — A.  P.  Peeke,  M.D.,  G.P.  physician 
at  Volga,  South  Dakota  and  incoming  Presi- 
dent of  the  South  Dakota  State  Medical  Asso- 
ciation. 

Dr.  Peeke  stated  the  fact  that  the  general 
practitioner  in  the  rural  areas  should  be  and 
is  the  backbone  of  the  health  facilities  of  that 
community.  He  then  very  aptly  supported 
that  statement  with  illustrations  and  exper- 
iences reiterating  the  responsibility  of  the 
practicing  physician  in  fulfilling  this  obliga- 
tion to  his  community.  Dr.  Peeke  stated  that 
the  activities  of  the  practitioner  in  the  field 
of  preventive  medicine  are  among  his  most 
important  and  productive  efforts.  Also  he 
stated  that  the  G.P.  must  continually  “plug” 
elementary  public  health  principles  in  his 
community  to  keep  the  people  from  becom- 
ing complacent  in  those  matters.  He  also 
stated  that  the  medical  practitioner  can  play 
an  important  community  role  in  guiding 
efforts  in  the  care  of  the  aged,  etc.  in  ad- 
dition to  the  usual  responsibilities  expected 
of  all  productive,  community  — spirited 
citizens. 

7.  “Farm  Accidents”  — Louis  Lubinus  and  Wil- 
liam Peterson  — South  Dakota  Extension 
Service,  South  Dakota  State  College. 

Mr.  Lubinus  first  presented  a very  interesting 
and  provocative  group  of  statistics  regard- 
ing farm  accidents  in  the  United  States  and 
more  specifically  in  South  Dakota.  Included 
were  data  supporting  the  fact  that  agriculture 
is  the  third  most  hazardous  industry  in  the 
U.  S.,  that  there  were  14,000  rural  accidental 
deaths  in  the  U.  S.  during  1954  and  that  of 
these  3,800  occurred  in  the  course  of  an  occu- 
pational procedure.  In  South  Dakota  86  farm 
residents  were  killed  in  farm  accidents  in 
1953.  59%  of  these  accidental  deaths  involved 
farm  machines,  25%  falls,  and  16%  livestock. 
Mr.  Lubinus  stressed  the  importance  of  the 
3 E’s  of  safety.  Engineering,  Education  and 
Enforcement.  Engineering  has  done  a good 
job  in  the  case  of  farm  machinery  and  can 
only  go  as  far  without  interfering  with 
efficiency,  enforcement  has  little  place  in 
farm  safety,  and  so  most  of  the  efforts  need 
be  continually  directed  toward  education.  He 
also  stated  that  the  greatest  tragedy  of  farm 
accidents  is  that  the  family  status  is  nearly 
always  charged  unnecessarily  as  most  farm 
accidents  are  avoidable.  Dr.  Lubinus  very 
dramatically  illustrated  rural  accident  prob- 
lems involving  human  reaction  time,  gas- 
oline hazards,  and  tractor  hazards  by  the  use 
of  stage  demonstrations. 

Next  Mr.  Peterson  discussed  some  of  the 
hazards  and  problems  attending  the  recent 
widespread  and  extensive  use  of  electricity  in 
agricultural  operations.  He  also  effectively 
illustrated  the  problems  through  demonstra- 
tions and  slides  and  emphasized  the  fact  that 
many  of  properties  of  electricity  are  not  ade- 
quately understood  by  rural  people  who  are 
applying  its  use. 

Mr.  John  Foster,  Executive-secretary  of  the 
South  Dakota  State  Medical  Association  served  as 
chairman  of  the  conference  and  presented  a con- 
ference summation  along  with  an  expression  of 
gratitude  for  the  papers  presented,  and  an  ex- 
pressed hope  that  Conferences  dealing  with  var- 
ious aspects  of  rural  health  may  become  an  annual 
event  in  South  Dakota. 

Also  scheduled  on  the  Conference  program  were 
the  following  papers: 

(Continued  on  Page  251) 
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ARE  YOU  TAX  BAIT? 
(Continued  From  June) 

Ralph  R.  Benson,  Atiorney-at-Law 
Los  Angeles,  California 


Are  you  claiming  dependents  other  than  your 
wife  and  children? 

Dr.  C.  became  a tragic  victim  of  an  auto- 
mobile vs.  train  accident  which  claimed  the 
lives  of  his  wife,  his  wife’s  father  and  uncle. 
His  wife  had  been  driving  the  car.  She  had 
just  picked  up  her  family  at  the  railroad 
station.  They  had  come  for  a short  visit.  Dr. 
C immediately  became  the  sole  support  of 
his  injured  mother-in-law  who  survived  the 
wreck  after  sustaining  a fractured  femur.  He 
also  became  the  sole  support  of  the  injured 
first  cousin  of  his  wife  who  was  22,  unmar- 
ried, a school  teacher,  who  had  also  been  in 
the  wreck.  The  cousin  had  sustained  a brain 
lesion  and  required  care  in  a sanitarium.  Al- 
though the  Coroner’s  Inquest  showed  his 
wife  was  not  at  fault  at  all,  the  Doctor  feels 
morally  obligated  to  support  the  two  sur- 
vivors, the  mother-in-law  and  this  unfor- 
tunate young  lady  cousin,  to  the  fullest  ex- 
tent. 

In  a strict  legal  sense,  the  mother-in-law 
and  cousin-schoolteacher  are  now  unrelated 
to  the  Doctor.  His  wife,  when  she  was  living, 
was  the  legal  link  between  her  family  and 
the  doctor.  These  legal  distinctions,  however, 
did  not  prevent  the  Doctor  from  contributing 
far  more  than  one-half  the  total  support  of 
these  two.  On  his  tax  return  he  claimed  these 
two  for  the  first  time  this  year,  entering  their 
names  in  the  newly  added  box  for  relatives 
on  page  2,  claiming  $1,200  for  them  as  well  as 

Copyright  1955  by  Ralph  R.  Benson  with  all 
rights  reserved. 


$600  for  himself  and  as  well  as  another  $600 
for  his  mother-in-law  who  was  over  65.  This 
tax  return  will  be  red-pencilled  by  the  local 
tax  office  and  thoroughly  checked.  Any  de- 
pendents outside  of  a wife  and  child  will  now 
stick  out  like  a sore  thumb  because  of  the 
new  tax  form  and,  besides,  the  Doctor  was 
making  a new  tax  law  when  he  claimed  a 
presently  unallowable  $600  for  his  mother- 
in-law  just  because  she  was  over  65.  This 
over  65  extra  allowance  can  only  be  claimed 
by  a taxpayer’s  wife  or  husband  and  not  for 
any  other  relative.  Or,  if  the  mother-in-law 
had  her  own  income  and  filed  her  own  return, 
she  could  have  claimed  the  extra  $600  for 
herself. 

As  to  the  mother-in-law,  the  Doctor  would 
be  allowed  the  basic  $600  even  though  she  is 
now  unrelated.  The  tax  people  consider  the 
relationship  as  still  going  on  whether  she 
lived  with  the  Doctor  before  the  accident  or 
not.  As  to  the  school  teacher  in  the  sanitar- 
ium, the  Doctor  would  not  be  allowed  one 
cent  of  dependency  exemption  because  the 
cousin  did  not  reside  with  the  Doctor  before 
the  accident.  The  cousin’s  exemption  will  be 
red-pencilled,  the  doctor  will  be  called  into 
the  tax  office  and  told  why.  The  tax  law 
about  dependents  is  that  complicated  and  in- 
consistent. 

The  moral  is:  Dr.  C now  sees  a lawyer  or  an 
accountant  rather  than  going  to  the  news 
stand  for  any  of  the  popular  “simplified”  one- 
hour  tax  courses.  A tax  advisor  would  have 
filled  out  the  form  correctly  and  would  have 
attached  to  the  return  for  the  first  year  a 
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simple  explanation  that  the  proper  relative 
was  claimed  and  this  whole  problem  of  the 
red  pencil  and  personal  tax  lecture  would 
have  been  avoided.  This  personal  note  at- 
tached to  the  return  by  the  accountant  is  ef- 
fective and  humanizes  it.  It  saves  the  Gov- 
ernment unnecessary  checking  and  minimizes 
the  ever-present  memories  of  the  tragedy, 
besides,  a tax  advisor  would  tell  the  Doctor 
he  is  entitled  to  another  $600  exemption 
legally  allowable  for  his  wife,  although  she 
passed  away  before  December  31st.  He  is  also 
entitled  to  file  a joint  return  and  pay  his 
taxes  on  a split  income  for  that  year. 

BAIT  #4 

Is  your  income  over  $20,000  a year? 

Dr.  D earned  a net  income  of  $27,000  this 
year  for  the  first  time.  When  he  sat  down  to 
make  out  his  own  tax  return,  he  was  very 
careful  to  describe  his  first  venture  this  last 
year  into  the  rising  stock  market.  He  had 
purchased  shares  of  a supposedly  high  grade 
growth  company  which  proved  slightly  un- 
desirable since  it  had  a tendency  to  shrink. 
This  he  had  purchased  on  the  tip  of  an  ob- 
scure radio  reporter  on  a local  station.  He 
kept  this  stock  three  months.  It  went  down 
five  points  so  he  dumped  it.  He  entered  on 
his  tax  return  a short-term  capital  loss.  Suf- 
ficiently soured  by  this  bitter  experience,  he 
even  sold  shares  in  a company  he  had  been 
given  by  his  mother  years  ago  for  a small 
long-term  capital  gain.  This  old  stock  in  a 
small  private  company  had  not  paid  dividends 
for  the  past  twenty  years.  The  doctor  had  re- 
ceived $35  in  dividends  on  that  single  stock 
purchase  he  had  made  this  year.  He  entered 
$35  in  Schedule  J on  his  and  his  wife’s  joint 
return,  but  found  it  rough  going  trying  to  fill 
out  the  rest  of  the  required  dividend  credit 
or  exclusion  questions.  After  trying  for  one- 
half  hour  to  figure  out  the  instructions  in  the 
tax  pamphlet  furnished  by  the  Government, 
he  decided  to  cross  out  everything  about  the 
$35  dividends,  leaving  it  blank,  because  he 
figured  somehow  that  the  dividends,  being  so 
small,  under  $50,  would  be  excluded  anyway 
from  his  taxable  income.  He  was  right  on 
that,  but  wrong  not  to  fill  it  out.  His  return 
as  filed  showed  accurately  the  stock  trans- 
actions and  his  $27,000  net,  and  nothing  about 
dividends  received  or  dividend  credits 
claimed.  The  local  tax  office  flagged  his  re- 
turn because  his  income  was  over  $20,000  and 


because  it  seemed  suspicious  to  the  first  tax 
checker  that  the  Doctor  did  not  report  any 
dividends  when  the  Doctor  apparently  had 
owned  and  sold  stocks  in  two  companies.  The 
tax  checker  at  his  desk  at  the  Federal  Build- 
ing pulled  down  the  latest  copy  of  Moody’s 
Stock  Service  and  confirmed  the  low  stock 
dividend  on  the  listed  securities  purchased 
this  year,  but  could  find  no  listing  on  the 
older  private  company  or  the  size  of  any 
dividends  distributed  to  the  stockholders.  An 
ounce  of  suspicion  thus  created  tipped  the 
scales  of  this  taxpayer  is  the  over  $20,000  a 
year  category  for  a tax  checkup. 

The  moral  is:  Every  return  over  $20,000  net 
income  is  carefully  reviewed  at  the  tax  office. 
The  slightest  suspicion  of  something  wrong 
will  bring  the  tax  man  to  the  taxpayer  for  a 
tax  talk.  Had  Dr.  D consulted  a lawyer  or 
accountant  to  fill  out  the  dividends  received 
portion,  he  still  would  have  paid  no  tax  on 
the  $35  and  it  would  have  given  the  Doctor 
another  tax  deduction  for  money  paid  to  the 
lawyer  or  accountant.  And  probably  saved 
himself  the  visit  from  the  tax  investigators. 

(To  Be  Continued  in  August) 

RURAL  HEALTH— 

(Summary  continued  from  Page  249) 

“The  American  Medical  Association  and  Rural 
Health”  — Willard  Wright,  M.D.,  Williston, 
North  Dakota,  Council  on  Rural  Health 
A.M.A. 

“Functions  of  the  South  Dakota  Agricultural 
Extension  Service  in  Relation  to  Rural  Health” 
— G.  I.  Gilbertson,  Director  of  South  Dakota 
Extension  Services. 

“The  Role  of  the  Medical  Sciences  in  Rural 
Health”  — Walter  L.  Hard,  Ph.D.,  Dean  of 
Medical  School,  University  of  South  Dakota. 
“Where  Do  We  Go  From  Here”  — Charles  E. 
Carl,  Director,  Division  of  Sanitary  Engineer- 
ing, South  Dakota  State  Department  of  Health. 

Unfortunately  the  weather  prevented  the  above 
speakers  from  attending  the  Conference. 

W.  A.  GEORGE.  M.D. 

1874-1956 

Funeral  services  for  Dr.  W.  A.  George,  82, 
veteran  Walworth  County  doctor,  were  held 
May  25th  in  Selby  with  burial  at  Gettysburg. 
He  died  May  22nd  at  his  home  in  Selby. 

Dr.  George  had  practiced  medicine  in  Selby 
since  1908.  He  started  at  the  old  town  of 
Evarts,  near  the  present  Mobridge,  three 
years  earlier. 

He  was  native  of  Garden  City,  Minn.,  com- 
ing to  South  Dakota  with  his  parents  in  1885 
and  settling  in  Beadle  County.  The  following 
year  the  family  moved  to  Potter  County.  He 
attended  State  College  at  Brookings  before 
enrolling  at  the  University  of  Illinois. 
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The  75th  anniversary  which  we  celebrated  with  the  North  Dakota  State  Medical  Associa- 
tion at  Aberdeen,  June  2 to  6 was  a great  success.  Thanks  to  the  wonderful  work  done  by  the 
local  arrangements  committee.  They  are  to  be  highly  commended  for  their  fine  work. 

The  scientific  papers  were  exceptionally  good. 

I wish  to  reiterate  that  this  is  your  medical  society  and  we  are  your  elected  servants,  feel 
free  to  express  your  opinions  and  give  us  your  help,  for  we  have  a number  of  important  jobs 
to  do  this  year.  Namely  Blue  Shield,  and  Legislation. 

I am  anticipating  visiting  each  district  during  the  summer  and  fall  before  snow  flies. 

Yours  Respectfully, 

Alonzo  P.  Peeke,  M.D. 

President 
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URETERAL  INJURIES 

The  popular  appeal  of  lay  articles  dealing 
with  medical  progress,  and  the  impressive 
statistical  reports  of  decreasing  morbidity  and 
mortality  in  most  diseases  has  fostered  pub- 
lic impatience  with  failures.  Conditions  pre- 
viously accepted  as  near-mortal  now  are  ex- 
pected to  produce  no  more  than  a few  days’ 
incapacity,  with  full  recovery  the  rule.  In 
surgical  problems  as  well,  the  patient  expects 
prompt  rehabilitation  and  perfection  in  the 
functional  result. 

Such  a lay  viewpoint  has  had  its  origin,  of 
course,  in  the  critical  attack  that  the  pro- 
fession itself  has  traditionally  and  unceas- 
ingly made  upon  its  own  inadequacies.  Illus- 
trative of  such  progress  is  the  vast  improve- 
ment made  in  the  prevention  of  “surgical 
accidents.”  The  use  of  blood,  improved  in- 
struments, more  adequate  exposures,  early 
ambulation,  and  improved  anesthetic  tech- 
nics have  greatly  reduced  the  previously  ac- 
cepted figure  of  surgical  morbidity  and  mor- 
tality. 

Among  the  more  unhappy  complications 
that  are  still  accepted  as  occasionally  in- 
evitable is  the  injury  of  ureters  by  severance, 
excision,  ligation,  strangulation,  or  denuda- 
tion during  female  pelvic  surgery.  The  vic- 
tims are  miserable  patients  with  pain,  urin- 
ary leakage,  or  a debilitating  urinary  abscess. 
They  become  major  problems  in  morale  as 
well  as  in  surgical  repair.  To  ask  such  pa- 
tients to  understand  that  on  occasion  such 
complications  inevitably  occur,  and  that  they 
were  just  unlucky,  is  too  much  to  expect.  At 
best,  they  can  accept  such  news  with  no  more 
than  depressed  resignation.  Thus,  the  sur- 
geon is  placed  in  a defensive  position,  with  a 
suspicious,  critical,  and  occasionally  openly 
antagonistic  patient  and  her  spouse. 

The  point  of  the  above  discussion  can  be 


made  briefly.  A simple  prophylaxis  consists 
of  the  preoperative  placement  of  ureteral 
catheters.  This  procedure  is  quickly  and 
easily  done  and  is  an  almost  certain  means 
of  preventing  such  injuries.  The  small  cost 
in  time  and  money  is  easily  offset  by  the  re- 
assurance gained. 


MEDICINE  SHOULD  BE  A CALLING 
By  Dr.  Walter  C.  Alvarez 

As  Dr.  Osier  used  to  say,  medicine  should 
never  be  just  a business:  it  should  be  a call- 
ing, much  like  the  ministry.  A physician 
should  like  people  and  enjoy  being  useful. 

Some  say  a man  goes  into  medicine  as  any 
other  business  — “to  earn  a good  living.” 
There  are,  of  course,  doctors  who  feel  that 
way. 

Fortunately  there  still  are  many  physicians 
who  are  idealistic  about  their  work  and  give 
as  much  service  free  to  the  poor  as  they  give 
to  patients  who  pay.  Many  spend  their  morn- 
ings working  in  clinics,  free  wards  or  re- 
search laboratories.  Others  give  much  time 
to  teaching  or  helping  other  physicians  keep 
up  to  date. 

Today  deans  of  medical  schools  often  are 
distressed  when  they  feel  that  in  order  to  fill 
their  classrooms  they  have  to  accept  a man 
who  is  neither  able  nor  idealistic  enough  to 
become  the  best  type  of  physician.  The  coun- 
try needs  more  physicians,  so  each  dean  must 
take  the  best  men  he  can  get. 

Too  little  is  being  done  to  help  financially 
the  gifted,  idealistic  type  of  student  who, 
if  he  could  get  a medical  education,  would 
become  a good  research  worker,  teacher  or 
consultant. 

We  have  money  for  the  care  of  idiots  but 
often  none  for  the  education  of  the  engineers, 
physicists,  chemists,  and  physicians  our  coun- 
try needs  so  greatly. 
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SOUTH  DAKOTA 


C E.  ROBBINS,  M.D. 
1899-  1956 


Dr.  C.  E.  Robbins,  Pierre,  South  Dakota,  past-president  of  the  South  Dakota  State  Medical 
Association,  passed  away  at  St.  Mary’s  Hospital  in  Pierre  after  an  illness  of  nearly  seven 
years.  He  was  56  years  of  age. 

Born  December  1,  1899  at  Michigan  City,  North  Dakota,  he,  attended  school  in  Grand  Forks, 
N.  D.  and  School  of  Medicine  at  the  University  of  North  Dakota,  completing  his  medical  educa- 
tion at  Harvard  University,  where  he  was  graduated  in  1923.  He  spent  two  years  as  an  interne 
in  the  Hartford  Hospital  at  Hartford,  Conn.,  and  then  returned  to  North  Dakota  to  enter  prac- 
tice with  the  Doctors  Rindlaub,  of  Fargo.  In  1926  he  came  to  Pierre  to  join  the  Pierre  Clinic, 
specializing  in  surgical  and  medical  treatment  of  ear,  eye,  nose  and  throat  afflictions. 

During  the  years  of  his  practice  in  Pierre  he  achieved  a high  regard  among  his  medical 
colleagues.  He  was  a member  of  the  Academy  of  Otologists,  and  1949  was  elected  President  of 
the  South  Dakota  Medical  Association,  to  assume  office  in  May  1950.  A cerebral  hemorrhage 
which  he  sustained  that  spring,  and  which  resulted  in  a partial  paralysis,  prevented  his  as- 
suming office  and  forced  his  retirement  from  practice. 

He  took  an  active  interest  in  a wide  range  of  social  and  civic  affairs  of  all  kinds.  He 
served  as  a member  of  the  vestry  of  Trinity  Episcopal  church,  was  president  of  the  Pierre 
Kiwanis  Club,  and  was  a member  of  the  Masonic  orders  in  Pierre,  and  of  Yelduz  Shrine  at 
Aberdeen. 

Survivors  include  his  widow  and  three  sons,  James,  William,  and  Roger.  We  all  wish  to 
express  our  sympathy  to  the  bereaved  wife  and  family. 
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F.  DANIELS  GILLIS,  SR.,  M.D. 
1888-  1956 


Dr.  F.  Daniels.  Gillis,  Sr.,  Mitchell,  South  Dakota,  president  of  the  South  Dakota  State  Med- 
ical Association  passed  away  from  a heart  attack  early  Wednesday  morning.  May  30th. 

Dr.  Gillis  had  been  president  of  the  association  since  May  of  1955  and  was  to  have  pre- 
sided at  the  Joint  North  and  South  Dakota  Medical  meeting  in  Aberdeen,  South  Dakota,  June 
2-6. 

Dr.  Gillis  was  a native  of  South  Dakota,  graduated  from  the  University  of  Michigan,  in- 
terned in  northern  Michigan,  and  practiced  in  Mitchell  for  more  than  43  years.  He  was  president 
of  the  Mitchell  park  board  the  last  five  years  of  his  life  and  had  been  a member  of  the  board 
many  years.  He  was  a member  of  Masonic  orders  and  of  the  Elks  Lodge. 

Survivors  include  his  widow;  a son;  Dr.  Floyd  Daniels  Gillis,  Jr.,  with  whom  he  was  asso- 
ciated in  practice;  a daughter,  Mrs.  Harry  Duffy,  Anoka,  Minn.,  and  a sister,  Mrs.  George  Toft, 
Mitchell. 

All  doctors  in  South  Dakota  join  in  expressing  their  sympathy  with  the  bereaved  wife  and 
family.  No  words  can  express  the  deep  sorrow  of  his  colleagues  at  his  untimely  passing. 
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Tetracycline  Lederle 


in  the  treatment  of 

infections  in  surgery 


The  prevention  and  control  of  cellulitis, 
abscess  formation,  and  generalized  sepsis  has 
become  commonplace  technique  in  surgery 
since  Achromycin  has  been  available.  Leading 
investigators  have  documented  such  findings 
in  the  literature. 

For  example,  Albertson  and  Trout*  have  re- 
ported successful  results  with  tetracycline 
(Achromycin)  in  diverticulitis,  gangrene  of 
the  gall  bladder,  tubo-ovarian  abscess,  and 
retropharyngeal  abscess.  Prigot  and  his  associ- 
ates^ used  tetracycline  in  successfully  treating 
patients  with  subcutaneous  abscesses,  celluli- 
tis, carbuncles,  infected  lacerations,  and  other 
conditions. 

As  a prophylactic  and  as  a therapeutic. 
Achromycin  has  shown  its  great  worth  to 
surgeons,  as  well  as  to  internists,  obstetricians, 
and  physicians  in  every  branch  of  medicine. 
This  modern  antibiotic  offers  rapid  diffusion 
and  penetration,  quick  development  of  effec- 
tive blood  levels,  prompt  control  over  a wide 
range  of  organisms,  minimal  side  effects.  There 
are  21  dosage  forms  to  suit  every  need,  every 
patient,  including 

ACHROMYCIN  SF 


Achromycin  with  Stress  Formula  Vitamins. 
Broad-range  antibiotic  action  to  fight  infec- 
tion; important  vitamins  to  help  speed  normal 
recovery.  In  dry-filled,  sealed  capsules  for 
rapid  and  complete  absorption,  elimination 
of  aftertaste. 


^Albertson,  H.A.  and  Trout,  H.  H.,  Jr.:  Antibiotics  Annual  1954-55, 
Medical  Encyclopedia,  Inc.,  New  York,  N.Y.,  1955,  pp.  599-602, 


^Prigot,  A.;  Whitaker,  J.  C.;  Shidlovsky,  B.  A.,  and  Marmell,  M,; 
ibid,  pp.  603-607. 
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SOUTH  DAKOTA 


GEORGE  A.  STEVENS,  M.D. 

1884-1956 


A heart  attack  at  his  home  in  Sioux  Falls,  June  20th,  claimed  the  life  of  a well  known  Sioux 
Falls  doctor. 

Dr.  George  A.  Stevens,  71,  had  practiced  internal  medicine  in  Sioux  Falls  for  39  years 
before  closing  his  office  in  1948.  Since  that  time,  he  had  been  in  semiretirement  but  had  been 
called  upon  many  times  for  consultation  by  other  doctors. 

He  was  one  of  three  living  founders  of  the  Sioux  Falls  Clinic.  Born  in  Lewis,  Iowa,  August 
10,  1884,  Dr.  Stevens  was  graduated  from  Creighton  University  in  1910.  He  then  interned  for  a 
year  at  St.  Joseph’s  Hospital,  Omaha,  before  starting  his  practice  there  in  1911.  He  came  to 
Sioux  Falls  in  1915  and  became  associated  with  his  cousin.  Dr.  Roy  G.  Stevens.  He  moved  into 
Sioux  Falls  Clinic  after  its  founding  five  years  later. 

Dr.  Stevens  was  active  in  Medical  Assocciation  activities  serving  as  a delegate  for  his 
district  many  years.  He  was  interested  in  medical  education  in  South  Dakota  and  was  father 
of  the  plan  to  have  doctors  contribute  a dollar  for  each  year  of  medical  practice  to  the  Medical 
School  Endowment  Fund.  He  was  a member  of  Calvary  Cathedral  and  Minnehaha  Lodge  No. 
5,  AF  & AM. 

He  is  survived  by  his  widow;  a daughter,  Mrs.  Wayne  Donahue,  Sioux  Falls;  a son,  George 
E.  Wilson,  Omaha;  a sister,  Mrs.  Beatrice  Gittens,  Griswold,  Iowa;  a brother,  Joseph,  Griswold, 
Iowa. 

Funeral  services  were  held  at  the  Miller  Funeral  Home,  June  22nd,  with  committal  rites  at 
Forest  Lawn  Cemetery  in  Omaha,  June  23rd. 
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Iedical  association 
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• 


Dr.  A.  P.  Peeke  (right)  congratulates  Dean  Emeritus  of  the  South 
Dakota  School,  Dr.  J.  C.  Ohlmacher,  on  his  selection  for  the  South 
Dakota  State  Medical  Association’s  Distinguished  Service  Award 
during  the  banquet  at  the  75th  annual  meeting  in  Aberdeen.  The 
onlooker  seated  in  the  picture  is  Dr.  Dwight  Murray,  Napa,  Califor- 
nia, incoming  president  of  the  AMA. 


ANNUAL  MEETING  SIDELIGHTS 


S.  D.  DOCTORS 

RESPOND  WELL 

ON  SURVEY 

South  Dakota  doctors  stood 
ninth  among  36  states  on  per- 
centage returns  in  a recent 
survey  on  social  security,  it 
was  reported  from  the  AMA 
Bureau  of  Medical  Economics 
Research. 

Survey  results  showed  an 
overwhelming  position  to 
doctor  inclusion  in  compul- 
sory social  security. 

Doctors,  notoriously  poor 
at  answering  surveys,  sur- 
prised statisticians  on  their 
reply  to  this  particular  sur- 
vey. In  Nevada  75%  an- 
swered the  survey  and  just 
behind  them  came  Washing- 
ton with  a 74%  return.  South 
Dakota  ranked  ninth  with  a 
63%  return. 

South  Dakota’s  actual  re- 
turn was  even  better  because 
20  more  cards  came  in  after 
the  survey  results  were  com- 
piled. Had  these  latecomers 
been  in  on  time  South  Da- 
kota’s 67%  would  have  put 
them  in  a three-way  tie  for 
5th  place  in  survey  returns. 

Nebraska  showed  the  poor- 
est record  of  returns  with  a 
29%  recorded. 


Door  prizes  at  the  annual 
meeting  were  evenly  divided 
by  North  and  South  Dakota 
doctors  as  Drs.  Robert  Dona- 
hoe  and  F.  C.  Totten  won 
two  of  the  desk  lamps,  and 
Drs.  Waldschmidt  and  Mc- 
Lean won  the  executive  chair 
and  lamp. 


Four  hundred  twenty  din- 
ners were  served  at  the  Stag 
Sunday  night,  June  3rd,  this 
being  the  biggest  single 
turnout  of  the  sessions. 
Three  hundred  twelve  were 
at  the  banquet  and  two 
hundred  appeared  at  the 
party  at  the  Country  Club 
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Tuesday  night. 

Reports  from  doctors  at- 
tending the  meetings  indicate 
the  scientific  program  was 
more  than  outstanding. 

.-i:  * * 

Hot  weather  in  Aberdeen 
plus  a bigger  attendance 
helped  “Coke”  set  some  sort 
of  a record  give  away  its 
product.  Something  in  excess 
of  65  cases  disappeared  dur- 
ing the  two  and  a half  days. 

* * * 

George  Tonak,  who  came 
to  Aberdeen  through  the 
courtesy  of  the  Diaperine 
Company,  made  a hit  at  the 
Tuesday  night  party  when  he 
’roused  the  whole  crowd  to 
participate  in  community 
singing. 

^ * * 

Doctors  from  both  Dakotas 
are  still  wondering  how  Mi- 
chael McDougall  does  it.  A 
few  have  given  up  Poker  and 
Bridge. 

:i5  :!:  * 

Next  year’s  meeting  is 

scheduled  for  Sioux  Falls, 
the  following  year  Huron. 

Dr.  Howard  Saylor,  Jr. 

proved  himself  to  be  top 
golfer  in  the  doctor’s  golf 
tournament  on  June  3rd. 

* * * 

New  members  of  the  Coun- 
cil include  Drs.  J.  D.  Bailey 
of  Rapid  City  and  John  J. 
Siransky  of  Watertown. 


CIVIL  DEFENSE 
SUBJECT  OF 
CHICAGO  MEETING 

Medical  civil  defense  was 
the  subject  of  a one-day  con- 
ference in  Chicago  just  prior 
to  the  AMA  sessions  on  June 
9th. 


Areas  of  discussion  on  the 
program  covered  the  med- 
ical profession’s  place  in  civil 
defense,  disaster  prepared- 
ness, emergency  hospitals, 
psychological  considerations 


A luncheon  meeting  was 
held  Tuesday,  June  5,  by  the 
National  Foundation  for  In- 
fantile Paralysis  at  the  Cap- 
itol Restaurant,  Aberdeen, 
South  Dakota,  to  discuss  the 
current  Salk  Vaccine  supply 
situation  and  continuing 
problems  of  rehabilitation  of 
those  already  afflicted  with 
paralytic  poliomyelitis. 

Attending  the  luncheon 
given  in  connection  with, the 
Joint  Meeting  of  the  North 
and  South  Dakota  Medical 
Societies  were  doctors  from 
both  states  and  state  health 
representatives.  Dr.  Brian 
Shorney,  Regional  Medical 
Consultant  for  the  National 
Foundation  for  Infantile 
Paralysis,  told  guests  that 
sufficient  vaccine  should  be 
released  this  summer  to 
supply  the  needs  of  both 
states.  He  pointed  out  that  at 
the  present  time  NFIP  chap- 
ters throughout  the  country 
carry  approximately  68,000 
patients  on  their  roles  for 
whom  monetary  assistance  is 
being  given  in  respiratory 
centers,  in  other  institutions 
and  in  their  own  homes.  “The 
important  thing,”  Dr.  Shor- 
ney said,  “is  to  return  as 
many  of  these  ^people  as  we 
can,  and  the  others  who  will 
contract  paralytic  polio  in 


in  mass  casualties,  and  care 
of  casualties. 

Dr.  A.  A.  Lampert  and 
John  C.  Foster  represented 
South  Dakota  at  the  meet- 
ings. 


the  future,  back  to  useful  and 
productive  living  within  the 
limits  of  their  capabilities  as 
early  as  possible.” 

Guests  at  the  luncheon  in- 
cluded: Dr.  R.  H.  Wald- 
schmidt,  President  of  the 
North  Dakota  State  Medical 
Society;  Dr.  Paul  L.  John- 
ston, Director  of  Crippled 
Children’s  Services,  Bis- 
marck; Dr.  R.  E.  Van  De- 
mark. Sioux  Falls.’  Dr.  W.  C. 
Gorder.  Aberdeen;  Mr.  Olin 
Ackley,  Brown  County, 
South  Dakota,  Chapter 
Chairman,  NFIP;  Dr.  E.  H. 
Peters,  Bismarck;  Mr.  Fred- 
erick M.  Meyer,  Field  Repre- 
sentative, North  Dakota 
Health  Department,  Bis- 
marck; Dr.  D.  H.  Lawrence, 
City  Health  Officer,  Fargo; 
Mr.  Hal  Neugebauer,  Field 
Representative,  North  Da- 
kota Health  Department, 
Fargo;  Dr.  Brian  Shorney, 
Regional  Medical  Consultant, 
NFIP;  Mr.  William  Pettit, 
Regional  Public  Relations 
Consultant,  NFIP;  Mr.  Gene 
Sturm,  South  Dakota  State 
Representative,  NFIP;  Miss 
Ruth  Austin,  Professional 
Education  Representative, 
NFIP;  Mrs.  Zona  Bowyer, 
South  Dakota  State  Office 
Secretary,  NFIP. 


NFIP  REPRESENTATIVES  MEET  IN  ABERDEEN 
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“My  only  regret  is  that  I’m  still  a bachelor”  was  the  remark 
made  by  Dr.  Guy  E.  VanDemark,  Sioux  Falls,  as  he  receives  his  50- 
year  pin  award  from  Dr.  A.  P.  Peeke,  incoming  president  of  the  South 
Dakota  State  Medical  Association.  Presentation  was  made  during  the 
annual  meeting  banquet. 


NEWS  NOTES 

Dr.  John  B.  Gregg,  Sioux 
Falls,  was  a guest  speaker  at 
the  Midwest  Hospital  con- 
ference in  Minneapolis  on 
May  24th. 

^ ^ 

Also  in  May,  Dr.  C.  B.  Mc- 
Vay,  Yankton,  appeared  on 
the  program  of  the  Los  An- 
geles Surgical  Society. 

* * * 

A post-graduate  course  in 
pediatric  allergy  will  be  con- 
ducted at  the  New  York 
Medical  College  in  Novem- 
ber. Inquiries  should  be  ad- 
dressed to  the  Dean,  address: 
Fifth  Avenue  and  106th  St., 
New  York  29,  N.  Y. 


Dr.  B.  C.  Murdy  and  Dr. 
T.  P.  Ranney  were  honored 
at  an  appreciation  dinner 
and  dance  at  the  Alonzo 
Ward  Hotel  in  May.  Affair 
was  sponsored  by  the  Aber- 
deen District  Pharmaceutical 
Society. 

* * * 

Dr.  John  A.  McFarlane 
will  join  Drs.  Lawrence  E. 
Pierson  and  Edward  M. 
Honke  of  Sioux  City,  June  1, 
in  the  practice  of  Urology. 
Dr.  McFarlane  is  a graduate 
of  Washington  University, 
St.  Louis,  Missouri,  has  ser- 
ved in  the  Air  Force  and  has 
finished  a Fellowship  in 
Urology  at  the  Mayo  Clinic. 


MEDICAL  ASS'N. 
REPRESENTED  AT 
SAFETY  MEETING 

The  South  Dakota  State 
Medical  Association  had  two 
representatives  in  attendance 
at  the  President’s  Regional 
Conference  on  Traffic  Safety 
in  Chicago  May  2,  3,  and  4. 
Dr.  C.  B.  McVay,  Yankton 
represented  the  association 
and  also  the  American  Col- 
lege of  Surgeons.  John  C. 
Foster,  executive-secretary 
of  the  association  also  at- 
tended the  sessions. 

The  two-day  session,  at- 
tended by  1800  invited  mid- 
westerners  laid  out  plans  for 
greater  public  participation 
in  the  promotion  of  traffic 
safety. 


F,  S.  HOWE,  M.D. 

HONORED 

Dr.  Frank  S.  Howe,  Dead- 
wood,  has  been  honored  by 
his  collegues  for  his  fine 
leadership  in  the  field  of 
Medicine.  The  award  came 
as  a complete  surprise  to 
Doctor  Howe  and  came  in 
the  form  of  a telegram  as 
follows: 

The  Geneva  College  Alum- 
ni Association  Executive 
Council,  on  recommendation 
of  it’s  Committee  on  Awards, 
has  unanimously  selected 
you  to  receive  one  of  it’s 
seven  Distinguished  Service 
Awards  for  1956.  The  Awards 
will  be  presented  on  Alumni 
Day,  Saturday  June  2 at  the 
Annual  Awards  Banquet  6:30 
P.  M.  in  the  Hotel  Brodhead, 
Beaver  Falls.  We  hope  you 
will  be  able  to  be  with  us  for 
this  occasion.  Our  sincerest 
congratulations.” 

James  L.  Bowers, 
Executive  Secretary 
Beaver  Falls,  Penn. 
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It's  Your  Best  Investment .... 

when  it  comes  to  protecting  your  PROFFESSIONAL  TIME 
against  the  hazards  of  SICKNESS  or  ACCIDENT  DISABILITY 

The  Newly  Improved  Plan  of  Disability  Insurance 
for  Members  of  the  South  Dakota  State  Medical  Association 

Thru  a combination  of  our  “Professional  Men’s  Disability  Policy”  Series  GBC  — Form 
9795A  underwritten  by  the  Commercial  Insurance  Co.  and  the  “Extended  Benefits  Policy” 
Form  DM-94B  issued  by  the  Bankers  Security  Life  Insurance  Society  of  New  York,  you 
secure  — subject  to  the  provisions  of  each  policy  — these 

New  Long  Term  Disability  Benefits 

For  Accident  $100.00  a Week  for  Total  Disability  — $5,200.00  a Year 

for  the  duration  of  the  disability  — up  to  Lifetime. 

For  Sickness  ^ Years  Non-Confining  Sickness  at  $100.00  a Week 

and  if  house  confined  from  3rd  thru  5th  year 

An  Additional  $100.00  a Week  or  $200.00  a Week  Total. 

Available  to  members  below  age  61  for  only  $117.50  semi-annually 

A similar  plan  for  $75.00  weekly  benefit  88.50  semi-annually 

or  if  you  wish  $50.00  weekly  benefit  59.50  semi-annually 

Harold  Diers  & Co.,  240  Keeline  Bldg.,  Omaha,  Nebr. 

Special  Administrators  for  your  State  Ass’n  Sponsored  Plan  of  Disability  Insurance 


'^..in  patients 
with  moderately 
severe  and  severe 
cardiac  failure, 
neohydrin 
is  the  oral  diuretic 
of  choice/’* 

;(:Moyer,  J.  H.,  and  others: 

J.  Chronic  Dis.  2:6TO,  1955. 


PATENTED  ARCH  SUPPORT  CONSTRUC- 
TION — WIDE  STEEL  SHANK  IMBEDDED 


• Insole  extension  and  wedge  at  inner  corner  of 
heel  where  support  is  most  needed. 

★ The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  guaranteed  not  to  crock  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  ore  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feef  and  dis- 
abled feel  than  any  other  shoe  monufoefurer. 

Send  for  free  booklet,  "The  Preservation  of  the  function  of  the 
foot  Balancing  and  Synchronizing  the  Shoe  with  the  foot." 

Write  lor  details  or  contact  your  local  FOOT-SO-POKT 
Shoe  Agency.  Refer  to  your  Classified  Directory 


03DSS 


— 260  — 


Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 
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HAROLD  S.  BAILEY,  PH.D. 
EDITOR 

Division  of  Pharmacy 
College  Station,  South  Dakota 
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THE  SYSTEM  OF  DISTRIBUTION  IN 
THE  PHARMACEUTICAL  INDUSTRY* 
By  Pierre  A.  de  Tarnowsky** 


In  the  last  24  hours  people  in  this  country- 
have  suffered: 

1,917  Heart  Attacks 
5,260  Cases  of  Pneumonia 
65,750  Cases  of  Influenza  and  grippe 
The  greater  majority  of  these  folks  will 
survive  these  episodes  of  ill  health  but  it  will 
take  many  different  kinds  of  medicines  in  lit- 
erally thousands  of  dosage  forms  to  restore 
them,  to  their  normal  status  of  well  being  and 
productivity. 

I invite  you  to  consider  these  apparently 
remote  statistics  because,  in  reality,  they  are 
not  remote.  They  are  you  and  they  are  me. 
They  affect  each  one  of  us  quite  personally 
since  we  are  all  a part  of  those  national  sta- 
tistics. Each  one  of  us  at  this  moment  could 
be  one  of  those  statistics,  our  indisposition 
requiring  one  or  more  of  the  thousands  of 
drugs  available. 

How,  then,  do  the  medications  get  where 
we  need  them  at  the  instant  we  need  them? 
How  do  the  professional  people  who  make 
use  of  them  to  make  us  well  — doctors,  phar- 
macists, nurses  — find  out  about  them  and 
learn  how  to  prescribe,  dispense  and  adminis- 
ter them? 

It  is  perhaps  advisable  at  this  time  to  point 
out  that  we  intend  the  term  “distribution”  in 
this  case  to  mean  more  than  wholesaling  and 

*Presented  at  the  Industrial  Council  Meeting  at 
Rensselaer  Polytechnic  Institute,  Troy,  Ne-w 
York,  October  29,  1955. 

This  is  the  fourth  of  a series  on  the  Pharmaceu- 
tical Industry  appearing  in  this  Journal. 

**Vice  President,  Marketing,  Mead  Johnson  and 
Company,  Evansville,  Indiana. 


retailing.  It  is,  in  fact,  more  inclusive  than 
the  selling  and  physical  transportation  of 
goods.  The  term  has  practically  the  same 
general  meaning  as  the  term  “Marketing” 
and  it  therefore  includes  every  activity  that 
has  to  do  with  the  movement  of  products  from 
the  moment  they  are  produced  until  they  are 
finally  sold  and  paid  for. 

Although  there  are  some  organizational 
differences  within  the  various  companies,  the 
term  “distribution”  usually  includes  such  ac- 
tivities as  Advertising,  Public  Relations,  Sales 
Promotion,  Personal  Selling,  Merchandising, 
Packaging,  Market  Research  and  Product  De- 
velopment. It  is  a function  which,  since  the 
war,  has  become  completely  integrated  and 
coordinated  with  the  other  major  corporate 
functions  of  Finance,  Production  and  Re- 
search. Rest  assured,  however,  that  regard- 
less of  the  name  used,  the  purpose  is  the  same 
— to  find  customers,  to  determine  and  help 
create  the  products  they  need,  get  them  into 
their  hands,  and  to  educate  and  assist  them  in 
their  proper  use.  In  a few  words,  distribution 
simply  means  getting  the  right  product,  in 
the  right  size,  at  the  right  place,  in  the  right 
light,  at  the  right  time,  at  the  right  price  to 
the  right  customer. 

Distribution  is  accomplished  by  means  of: 

(a)  Physical  Channels,  which  simply  pro- 
vide time  and  place  utility,  and 

(b)  Promotional  Channels,  which  create 
demand  for  a product  by  communicat- 
ing the  product  facts  or  therapy  con- 
cepts to  all  parties  concerned. 
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Physical  Channels  of  Distribution 

Once  a good  product  has  been  manufac- 
tured and  tested,  it  can  go  to  only  one  of  two 
places  — the  finished  goods  inventory  where 
it  can  quickly  become  a liability,  and  to  the 
ultimate  consumer  — the  patient.  In  his  at- 
tempts to  sell  the  product,  the  manufacturer 
must  still  take  sufficient  safeguards  to  be  as- 
sured that  the  product  will  be  used  safely 
and  correctly,  that  it  will  arrive  in  good  con- 
dition into  the  hands  of  only  those  people 
who  are  professionally  competent  to  use  it 
safely  and  correctly  in  the  best  interests  of 
the  public.  That  is  the  reason  for  what  we 
term  in  the  industry  as  “an  ethical  distribu- 
tion policy”  in  which  the  team  of  manufac- 
turer-physician-pharmacist, control  the  use 
of  the  medication. 

The  exception  to  the  rule  is  in  the  case  of 
what  we  term  “proprietary  drugs.”  These  are 
the  relatively  safe,  relatively  easy-to-use  type 
of  drugs  which,  when  used  as  directed,  are 
considered  non-dangerous.  These  products 
are  sold  directly  to  the  public  over-the-coun- 
ter by  all  drug  stores  under  the  trade  name 
given  to  them  by  the  manufacturer.  The  only 
area  of  caution  is  that  the  patients  or  con- 
sumers do  not  mistakenly  persist  in  their  at- 
tempts at  self-medication  to  correct  serious 
disorders  with  home  therapy  when  a phys- 
ician should  be  consulted. 

The  manufacturer  can  generally  take  one 
of  four  courses  of  action  to  achieve  the  phys- 
ical distribution  of  his  products;  (1)  he  can 
sell  direct  to  the  doctor  as  is  sometimes  the 
case.  However,  the  overwhelming  majority 
of  doctors  do  not  wish  to  be  burdened  with 
this  responsibility.  They  are  too  busy  taking 
care  of  their  patients  and  keeping  up  with 
new  developments  in  medicine  to  make  the 
investment  of  money,  time  or  space  to  carry 
out  a function  which  other  people  can  do  in 
a superior  fashion;  (2)  he  can  sell  to  the 
wholesale  druggist;  (3)  he  can  sell  direct  to 
the  retail  druggist;  or  (4)  he  can  sell  by  a 
combination  of  the  above  three  methods. 

The  wholesaler  or  drug  distributor  whose 
function  it  is  to  take  title  from  the  manufac- 
turer and  handle  the  goods  that  he  buys  is  an 
important  cog  in  the  physical  transmission  of 
pharmaceutical  products  to  the  patient.  These 
wholesale  drug  distributors,  depending  upon 
type,  either  full-line  or  short-line,  rack  job- 
ber or  hospital  supply  house,  handle  tens  of 


thousands  of  pharmaceutical  and  proprietary 
products  produced  by  thousands  of  manu- 
facturers and  bring  them  all  into  convenient 
proximity  to  your  local  druggist,  where  they 
can  be  obtained  by  him  on  short  notice  if 
necessary.  The  distributor  performs  a ser- 
vice function  without  which  the  retail  phar- 
macist could  not  operate. 

The  retail  pharmacists  with  whom  you 
are  familiar  at  your  neighborhood  drug  store 
or  your  hospital  pharmacist  are  scientifically 
trained,  registered  professionals  who,  in  ad- 
dition to  serving  as  a custodian  of  the  med- 
ications you  will  need,  also  act  as  a safeguard 
to  the  public  health  by  seeing  that  dangerous 
drugs  are  not  promiscuously  available  to 
people  who  are  uninformed  of  their  danger 
and  unskilled  in  their  use.  Yet,  his  service 
and  professional  skills  are  readily  available 
to  the  physician’s  patient  who  really  needs 
them  whenever  and  wherever  he  needs 
them. 

In  addition  to  compounding  the  prescrip- 
tions you  receive  from  your  doctor,  your 
pharmacist  offers  you  many  other  health 
services.  To  do  this,  he  must  burden  his 
shelves  with  literally  thousands  of  different 
kinds  of  articles,  many  of  which  sell  rather 
infrequently.  But  the  profession  of  pharmacy 
is,  above  all,  devoted  to  community  service. 
And  all  the  articles  which  he  carries  in  stock 
are  those  which  the  people  expect  to  obtain 
immediately  whenever  they  need  them  — 
whether  it  be  bicarbonate  of  soda,  a laxative, 
or  a bottle  of  iodine. 

This  is  precisely  why  Fair  Trade  Laws  pro- 
tect him  and  the  rest  of  the  pharmaceutical 
industry  from  the  hazards  of  unfair  compe- 
tition. We  sincerely  believe  that  if  such  pro- 
tection did  not  exist,  the  physical  distribution 
of  pharmaceutical  products  would  quickly 
pass  into  very  few  hands.  Fair  Trade  Laws 
afford  the  independent  retail  druggist  a sense 
of  security  by  allowing  him  to  compete  with 
the  large  multi-million  dollar  retail  organ- 
izations that  could  easily  capture  the  business 
and  deprive  the  public  of  a most  essential 
service. 

As  an  indication  of  how  often  this  service 
is  needed,  please  remember  that  10  times 
every  second,  some  American  enters  a drug 
store  somewhere  in  the  United  States  to  get  a 
prescription  filled  or  buy  medication. 

Before  discussing  promotional  channels 
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and  methods,  I would  like  to  assure  you  that 
the  old  adage  about  the  world  beating  a path 
to  the  door  of  the  man  who  invents  a better 
mousetrap  does  not  apply  to  the  pharmaceu- 
tical industry.  If  so,  the  advance  of  medicine 
would  be  slow,  indeed,  because  the  word 
about  many  new  drugs  would  not  reach  all 
doctors  promptly.  They  are  so  busy  tending 
their  patients  they  wouldn’t  have  time  to 
personally  seek  out  all  the  worthwhile  new 
developments.  Fortunately  for  all  of  us,  such 
a situation  does  not  exist.  We  manufacturers 
are  forced  by  competition  to  take  our  “better 
mousetraps”  out  to  the  doctors  to  show  them 
off.  The  result  is  fast  communication  be- 
tween the  product  producer  and  the  product 
prescriber. 

You  may  be  surprised  to  know  of  the  fierce 
competition  which  exists  in  what  is  usually 
considered  to  be  a very  staid  business.  Com- 
petition is  increasingly  intense  among  the 
more  than  250  ethical  drug  manufacturers. 
Each  of  these  companies,  all  employing  var- 
ious combinations  of  communication  in  vary- 
ing degrees  of  intensity,  are  all  competing 
for  part  of  the  doctor’s  time  to  tell  why  their 
product  is  superior  to  one  or  more  of  their 
competitors’  products. 

In  fact,  we  may  as  well  frankly  admit  that 
the  market  place  in  the  pharmaceutical  in- 
dustry is  one  of  the  greatest  examples  of 
democracy  at  work  which  we  can  find  in  this 
country.  The  financial  success  of  a product 
which  may  have  taken  years  to  develop  de- 
pends upon  the  number  of  prescriptions  or 
votes  of  confidence  it  receives  from  members 
of  the  medical  profession.  The  total  number 
of  votes  of  confidence  which  it  acquires  over 
a period  of  time  determines  how  long  it  will 
“continue  to  hold  office”  in  its  particular 
area  of  therapy.  And  it  has  to  compete  against 
dozens  of  other  products  in  some  instances! 

With  what  is  often  remarkable  ingenuity, 
companies  are  constantly  devising  a cascade 
of  either  new  pharmaceutical  specialties  or 
new  refinements  of  already  well-known  prod- 
ucts with  which  to  tempt  the  doctor’s  pres- 
cription or  specification  away  from  a com- 
petitor. One  of  the  first  rules  for  a market- 
ing team  of  any  pharmaceutical  organization 
is  to  be  mentally  and  emotionally  prepared 
for  constant  product  obsolescence  and  dis- 
placement by  a competitor  at  any  time.  In 
fact,  the  major  pharmaceutical  firms  are  so 


dedicated  to  raising  standards  and  quality 
that  they  even  go  to  the  extent  of  working 
assiduously  to  make  their  own  products  ob- 
solete. 

You  are  all  familiar  with  the  immense  var- 
iety of  consumer  products  of  a single  type 
which  are  offered  to  you  by  all  kinds  of 
manufacturers.  You  ladies  who  shop  reg- 
ularly at  the  supermarkets  are  well  aware 
that  you  can  select  the  brand  of  coffee  you 
prefer  from  two  dozen  kinds;  that  you  can 
select  from  a dozen  kinds  of  soap  powders  or 
a half  dozen  kinds  of  pickles  or  salad  dress- 
ings. You  gentlemen  can  select  any  one  of  a 
dozen  makes  of  tires  or  batteries  for  your 
automobile;  suits  or  shoes  for  your  wardrobe; 
rods  and  reels  for  your  fishing  equipment. 

The  pharmaceutical  industry  offers  your 
doctors  the  same  degree  of  selectivity.  He 
can  select  the  kind  of  medication  which  will 
exactly  meet  the  requirements  of  your  spe- 
cific illness  from  a vast  array  of  dosage  forms 
and  formulations. 

The  manufacturer  of  proprietary  products 
is  faced  with  an  even  more  competitive  situa- 
tion. And  this  is  one  of  the  big  investment 
headaches  for  your  retail  pharmacist.  You  can 
select  from  57  pain  relievers  for  a headache, 
247  hair  care  items,  144  cough  and  cold  rem- 
edies and  253  laxatives! 

Please  do  not  misunderstand  me.  I think  it 
is  wonderful  that  such  a situation  exists.  New 
products,  new  product  developments  and  im- 
provements, while  necessitating  greater  in- 
vestments by  the  manufacturer,  the  whole- 
saler and  the  retailer,  mean  constantly  im- 
proved medical  care  for  everyone.  No  manu- 
facturer dares  sit  back  contentedly  with  his 
new  discovery  and  enjoy  the  profits.  He  must 
scramble  constantly  to  discover  an  even  bet- 
ter product  — before  one  of  his  competitors 
beats  him  to  it.  Meanwhile,  as  consumers,  we 
can  all  relax  and  enjoy  the  benefits  of  an 
ever-increasing  health  level  in  our  country. 

Promotional  Channels  of  Distribution 

As  far  as  the  pharmaceutical  manufacturer 
is  concerned,  the  ideal  way  to  gain  prescrib- 
ers  and  buyers  for  his  product  would  be  to 
have  the  doctors  and  druggists  visit  the  phar- 
maceutical plant  rather  than  having  the 
manufacturer  take  his  products  to  the  cus- 
tomer. If  the  doctor  or  the  druggist  would 
visit  a modern  pharmaceutical  manufacturer, 
it  would  be  relatively  simple  for  the  com- 
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pany  to  roll  out  the  red  carpet  and  escort  the 
doctors  and  druggists  throughout  the  labora- 
tories, clearly  showing  them  the  scientific 
background  for  the  products  and  the  reports 
of  clinical  research.  The  advertising  depart- 
ment could  display  the  beautiful  packages 
and  convenient  sizes  the  product  would  be 
available  in;  the  sales  department  and  the 
medical  department  could  discuss  the  advan- 
tages of  the  product  in  such  a way  that  in  a 
short  time,  our  doctor  and  druggist  friends 
would  be  completely  informed  and  would  re- 
turn home  to  make  use  of  the  product  as 
needed.  Unfortunately,  perhaps,  such  is  not 
the  case.  And  since  the  mountain  can’t  come 
to  Mohammed,  it  is  simply  a case  of  Moham- 
med taking  his  product  to  the  mountain. 

The  task  which  faces  the  manufacturer  is 
essentially  a simple  one  — in  principle.  How 
to  take  an  inanimate  product  devoid  of  per- 
sonality, completely  incapable  of  expressing 
a word  in  its  own  behalf  and  developing 
means  whereby  its  outstanding  qualities  be- 
come sufficiently  known  by  a large  number 
of  practicing  physicians  that  its  prescription 
and  use  will  be  mutually  profitable  to  all 
parties  concerned  — the  manufacturer,  the 
doctor,  the  pharmacist  and  the  patient. 
Broadly  speaking,  then,  we  can  see  that  this 
phase  of  the  distribution  problem  is  basically 
educational  and  hinges  upon  what  we  prefer 
to  call  good,  old  fashioned  salesmanship  — 
good,  informative  selling  of  a personal  “face- 
to-face”  type  or  a variety  of  advertising  and 
sales  promotion  of  “salesmanship  in  print.” 

In  the  promotion  and  distribution  of  their 
products  in  this  manner,  most  manufacturers 
employ  a combination  of  methods.  In  trade 
parlance,  it  is  referred  to  as  a “marketing 
mix”  — a“marketing  prescription.”  Some  of 
you  ladies  in  the  audience  might  prefer  to 
call  it  a “recipe.”  This  marketing  prescrip- 
tion, or  recipe,  is  simple  the  sum  total  of  all 
the  different  ingredients  which  are  combined 
into  a completely  coordinated  and  integrated 
effort  on  the  part  of  the  manufacturer  to 
communicate  his  product  to  his  selected  cus- 
tomers. 

This  “prescription,’  ’ or  “recipe,”  usually 
has  the  same  basic  ingredients.  Variations 
generally  appear  in  the  quantity  of  each  in- 
gredient in  the  “Mix.”  Basically,  most  phar- 
maceutical manufacturers  employ  a combina- 
tion of; 


Personal  selling 
Journal  advertising 
Direct  mail 
Sampling 

Medical  conventions 
Scientific  exhibits 
Closed  circuit  television 

Personal  selling  is  invariably  the  largest 
and  most  expensive  single  ingredient  in  the 
entire  marketing  mix.  Personal  selling 
backed  by  visualized,  factual  data  that  may 
include  any  or  all  the  other  methods.  Adver- 
tising is  usually  the  second  largest  ingred- 
ient in  the  “Mix.” 

Obviously,  all  promotion  must  be  on  an  ex- 
tremely high  plane.  Emotional  appeals  are 
rarely  used  in  the  pharmaceutical  industry. 
No  promotions  or  premiums  either.  Advertis- 
ing and  sales  promotion  are  very  factual  and 
lean  over  backwards  to  exert  no  pressure  on 
the  medical  and  allied  professions.  Lives  are 
at  stake,  so  each  claim  must  be  carefully 
documented  by  clinical  proof.  The  entire  pro- 
motion is  designated  to  inform  and  remind. 
The  ultimate  goal  of  the  promotion  is  to  con- 
vince Doctor  “A”  that  he  should  prescribe 
Product  “B”  to  Patient  “C”  who  will  then  go 
to  the  drug  store  and  buy  the  prescription 
from  Pharmacist  “D.” 

A marketing  “prescription,”  “recipe,”  or 
“mix,”  as  you  may  prefer  to  call  it,  for  ex- 
ample, may  consist  of: 


Personal  selling 

50% 

Journal  advertising 

10% 

Direct  mail  and  samples 

10% 

Closed  circuit  television 

15% 

Medical  conventions  and 

scientific  exhibits 

15% 

This  recipe  would  simply  indicate  how  the 
manufacturer  would  divide  the  monies  which 
he  can  afford  to  invest  among  the  various 
efforts  he  will  make  in  order  to  communicate 
his  product  and  its  advantages  to  the  phys- 
ician who  will  be  needing  it. 

I would  like  to  say  a word  about  the  qual- 
ity of  the  people  who  do  the  personal  selling 
in  the  pharmaceutical  industry.  Of  necessity, 
they  must  be  highly  intelligent,  well- 
educated  individuals.  Some  companies  em- 
ploy only  registered  pharmacists  as  personal 
representatives  to  maintain  liaison  with  the 
medical  profession.  Others,  depending  upon 
the  type  of  products  they  manufacture,  may 
have  only  a certain  portion  of  their  men  as 


— 265  — 


SOUTH  DAKOTA 


registered  pharmacists,  but  in  any  event,  I 
dare  say  it  would  be  difficult  to  find  a phar- 
maceutical sales  representative  today  who 
does  not  have  a college  degree.  These  com- 
pany representatives  are  known  by  a variety 
of  names  such  as: 

Medical  Service  Representative 
Professional  Service  Representative 
Sales  Representative 
Commercial  Traveler  (in  Canada) 
Detailman 

In  spite  of  the  efforts  of  the  industry  to 
obtain  acceptance  of  one  of  the  other  terms, 
physicians  and  pharmacists  generally  refer 
to  him  by  the  term  “Detailman.”  This  is  be- 
cause his  main  function  has  always  been  to 
explain  the  “details”  of  the  product  — its  in- 
dications, contraindications,  and  dosage.  In 
any  event,  they  call  individually  on  the  na- 
tion’s physicians,  speak  for  their  products, 
describing  their  virtues  and  uses  and  serve  as 
“walking  medical  journals”  to  answer  the 
doctors’  questions  about  the  products  and  the 
clinical  conditions  for  which  they  have  been 
devised. 

These  men  are  salesmen  of  a very  high 
type  whose  work  requires  that  they  receive 
continuous  training  and  retraining  to  keep 
them  up  to  date  — an  added  investment  on 
the  part  of  the  pharmaceutical  manufac- 
turer. Competition  for  the  physician’s  atten- 
tion is  rather  keen,  as  we  all  remember  from 
the  time  we  spend  trying  to  see  our  own  doc- 
tor. But  the  well-trained,  informed  pharma- 
ceutical sales  representative  is  almost  always 
welcomed  by  his  physician  customers.  Ac- 
cording to  a survey  made  by  the  American 
Medical  Association  and  published  by  the 
Drug  Trade  News  in  1954,  approximately  50% 
of  all  practicing  physicians  rated  the  phar- 
maceutical sales  representative  as  their  top 
source  of  new  product  information.  It  was 


also  significant  to  note  that  the  survey  also 
showed  that  it  is  the  busiest  type  of  doctor 
who  is  always  most  anxious  to  receive  a visit 
from  the  sales  representative. 

The  late  Louis  D.  Brandeis,  Justice  of  the 
U.  S.  Supreme  Court,  once  described  what  a 
system  of  distribution  must  accomplish  in 
order  to  be  consistent  with  the  welfare  of  all 
people: 

“ . . . First  in  the  making  of  a good  article. 
I mean  not  only  in  the  sense  of  its  being 
good  in  quality,  but  an  article  which  meets 
a need,  a desire  of  the  people.  That  is  one 
thing. 

“The  next  thing  is  that  that  article  should 
be  known,  because  it  may  be  ever  so  good, 
but  if  it  is  not  widely  known  it  will  not  do 
the  producer  or  the  world  any  good. 

“And  the  third  is  that  the  article  should 
not  only  be  known,  but  should  be  known  as 
being  worth  the  price  at  which  it  can  be 
had  in  the  community. 

“There  is  a fourth  requirement:  the  ar- 
ticle to  become  very  valuable  should  not 
only  be  known  to  be  worth  the  price,  but 
it  should  be  easily  accessible  to  possible 
purchasers,  for  the  public  will  not  make  a 
sacrifice  of  time  and  effort  in  order  to  get 
it. 

“And,  I might  add  a fifth  requirement: 
that  a man  in  buying  it  may  buy  it  lightly; 
that  is,  without  having  to  go  through  an 
agony  in  making  up  his  mind  whether  or 
when  he  takes  the  article  at  the  price  at 
which  it  is  offered,  he  is  going  to  get  his 
money’s  worth.” 

I respectfully  submit  that  “The  System  of 
Distribution  in  the  Pharmaceutical  Industry” 
— your  Manufacturer,  your  Doctor  and  your 
Pharmacist  — is  dedicated  to  meeting  those 
requirements. 
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THE  PHARMACIST  AND  HIS  RESPON- 
SIBILITIES UNDER  THE  FEDERAL 
FOOD  AND  DRUG  LAW* 

By  Thomas  H.  Kingsley** 


First  I would  like  to  express  my  apprecia- 
tion for  being  invited  to  meet  with  you  this 
evening  to  talk  about  the  pharmacist  and  his 
responsibilities  under  the  Federal  Food  and 
Drug  Law. 

The  most  recent  legislation  affecting  phar- 
macists is  the  Durham-Humphrey  Amend- 
ment to  the  Food,  Drug,  and  Cosmetic  Act. 
This  Amendment  became  law  on  April  26, 
1952.  One  of  the  most  important  things  the 
Durham-Humphrey  Amendment  does  is  to 
prescribe  a clear  line  of  demarcation  between 
the  functions  and  responsibilities  of  phar- 
macy and  medicine.  It  dignifies  the  status  of 
pharmacy,  and  I am  sure  lays  a sound  foun- 
dation for  improving  the  relationship  be- 
tween the  professions  of  pharmacy  and  med- 
icine. It  is  the  intention  of  the  law  to  place 
responsibility  on  the  physician  for  prescrib- 
ing medication  and  to  place  responsibility  on 
the  pharmacist  for  providing  medication  on 
the  proper  order  of  the  physician. 

In  addition  to  clarifying  the  matter  of  pro- 
fe.ssional  relations,  the  Durham-Humphrey 
Amendment  has  settled  a number  of  other 
outstanding  problems  of  pharmacy.  Accord- 
ing to  an  editorial  that  appeared  in  the 
N.A.R.D.  Journal  several  years  ago,  the  Dur- 
ham-Humphrey Act  (1)  provides  a workable 
procedure  for  refills;  (2)  legalizes  the  accept- 

*Paper delivered  before  the  Pharmaceutical  In- 
stitute, South  Dakota  State  College,  Division  of 
Pharmacy,  Brookings,  South  Dakota,  April  10, 
1956. 

**  Inspector,  Minneapolis  District,  Minneapolis, 
Minnesota. 


ance  of  telephone  prescriptions;  (3)  frees  the 
druggist  from  the  hazards  of  criminal  lia- 
bility for  mislabeled  medicaments  shipped  in 
interstate  commerce;  (4)  provides  an  objec- 
tive standard  for  the  classification  of  legend 
drugs  in  order  to  relieve  the  pharmacist  from 
the  intolerable  confusion  of  promiscuous  ap- 
plication of  the  legend;  (5)  makes  possible 
more  effective  enforcement  of  the  federal 
statute  against  sales  of  medicaments  that  are 
mislabeled  to  promote  fraudulent  purposes; 
and  (6)  relieves  the  druggists  from  restric- 
tions that  handicap  them  in  their  efforts  to 
serve  the  public. 

Three  Prescription  Categories 

I am  sure  that  everyone  here  is  more  or  less 
familiar  with  the  provisions  of  the  Durham- 
Humphrey  Amendment;  however,  it  would 
not  be  amiss  to  review  this  section,  of  the 
Food,  Drug,  and  Cosmetic  Act.  It  will  be  re- 
membered that  Section  503  (b)  of  the  Act 
deals  only  with  drugs  intended  for  human 
use,  and  it  provides,  in  essence,  three  cate- 
gories of  drugs  that  call  for  prescriptions. 
The  three  categories  of  prescription  drugs  de- 
fined in  the  amendment  are: 

1.  Certain  hypnotic  or  habit  forming  drugs 
specifically  named  in  the  law  and  their 
derivatives.  Examples  of  drugs  in  this 
section  would  be  the  barbiturates  and 
others  that  are  listed  in  the  law. 

2.  A drug  which  is  not  safe  for  lay  use  be- 
cause of  its  toxicity  or  other  potentiality 
for  harmful  effect,  or  the  method  of  its 
use.  A good  example  under  this  classi- 
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fication  would  be  dexedrine.  All  of  you 
know  this  drug  is  contra-indicated  in 
cardiovascular  disease  and  has  a great 
potential  to  abuse  by  the  laity. 

3.  A new  drug,  as  defined  by  law,  which 
has  been  shown  not  to  be  safe  for  non- 
professional use.  An  example  of  such  a 
new  drug  would  be  cortisone. 

The  drugs  falling  into  any  of  the  above 
three  categories  may  be  dispensed  only  on  a 
written  prescription  of  a practitioner  licensed 
by  law  to  administer  such  drugs,  or  upon  oral 
prescription  of  such  practitioner  which  is 
promptly  reduced  to  writing  and  filed  by  the 
pharmacist,  or  by  the  refilling  of  any  such 
written  or  oral  prescriptions  if  such  are 
authorized  by  the  prescriber.  Drugs  subject 
to  this  section  of  the  law  must  be  labeled  by 
the  manufacturer  or  distributor  with  the  so- 
called  legend,  “CAUTION  — Federal  law  pro- 
hibits dispensing  without  prescription.” 

Drugs  not  subject  to  the  provisions  of  the 
amendment  must  be  labeled  by  the  manufac- 
turer or  distributor  with  complete  directions 
for  use  so  that  the  layman  can  use  the  prep- 
aration safely  and  effectively. 

If  the  drug  has  on  its  label,  “CAUTION  — 
Federal  law  prohibits  dispensing  without 
prescription”  that  legend  is  a clear  injunction 
not  to  sell  the  drug  without  a prescription 
and  not  to  refill  the  prescription  without 
authorization  from  the  prescribing  prac- 
titioner. You  can  assume  that  the  manufac- 
turer made  a mistake  when  he  put  the  pres- 
cription legend  on  the  drug  and  violated  the 
law  himself.  On  that  assumption  you  can  go 
ahead  and  devise  some  labeling  for  it  and  sell 
it  over  the  counter,  but  you  do  so  at  your 
own  risk! 

It  should  be  noted,  however,  that  in  deter- 
mining whether  a drug  should  have  the  pres- 
cription legend,  toxicity  per  se  is  not  the  sole 
criterion  laid  down  in  the  law.  The  whole 
definition  in  the  law  reads  essentially  “a  drug 
which  — because  of  its  toxicity  or  other  po- 
tentiality for  harmful  effect,  or  the  method 
of  use,  or  the  collateral  measures  necessary 
to  its  use,  is  not  safe  for  use  except  under  the 
supervision  of  a practitioner  licensed  by  law 
to  administer  such  drug.”  There  is  also  the 
question  of  whether  a product  is  a new  drug 
limited  by  the  terms  of  an  effective  applica- 
tion to  prescription  sale,  which  is  another 
definition  of  a prescription  drug  in  the  law. 


When  you  encounter  products  that  have 
the  prescription  legend  and  you  think  they 
should  not,  we  would  be  glad  to  have  you  call 
them  to  our  attention. 

The  Durham-Humphrey  Amendment  has 
been  in  effect  for  almost  four  years.  We  be- 
lieve that  it  has  created  no  special  problems. 
It  is  true  that  pharmacists  write  in  to  us  and 
ask  a number  of  questions  about  the  applica- 
tion of  the  law  to  specific  situations.  For  ex- 
ample, many  of  them  have  asked  us  how  to 
keep  a record  of  telephoned  prescriptions  or 
telephoned  refill  authorizations.  We  have  re- 
plied that  there  are  no  specific  regulations, 
and  at  the  same  time  we  have  suggested  what 
seemed  to  us  rather  obvious  precautions.  It 
would  seem  to  be  a matter  of  common  sense 
to  keep  your  records  in  such  a fashion  that 
when  a customer  comes  in  for  a refill  you 
can  readily  tell  whether  refilling  is  author- 
ized, and  also  tell  when  the  prescription  was 
filled  or  when  it  was  last  refilled,  and 
whether  there  has  been  a reasonable  interval 
for  the  drug  to  have  been  used  in  accordance 
with  the  physician’s  directions.  Accordingly, 
we  believe  that  the  prudent  pharmacist  will 
want  to  keep  a record  of  the  number  of  the 
original  prescription,  the  name  of  the  pres- 
criber, the  amount  of  drug  dispensed,  the 
name  of  the  individual  by  whom  refilled,  and 
the  date  of  each  refill.  This  information  may 
appear  on  the  back  of  the  original  prescrip- 
tion. 

Legend  Drug  Prescription  Copy  not  Fillable 

One  of  the  perennial  questions  has  to  do 
with  a copy  of  the  prescription.  In  other 
words,  what  should  the  pharmacist  do  when 
he  receives  a copy  of  a prescription  for  a 
legend  drug  when  the  copy  was  made  by  an- 
other drug  store?  The  reply  from  the  Admin- 
istration’s viewpoint  is  that  we  cannot  see 
that  a copy  of  the  prescription  would  be  a 
proper  basis  for  dispensing  the  prescription 
drug.  Therefore,  a copy  would  have  no  legal 
status  as  a prescription.  It  would  be  similar 
to  presenting  a cancelled  check  at  a bank  for 
recashing. 

We  have  also  had  a number  of  inquiries 
about  the  propriety  of  using  a refill  instruc- 
tion on  a prescription  like  “Refill  as  reques- 
ted,” “Refill  ad  lib,”  or  “Refill  PRN.”  Frankly 
at  the  present  time  we  do  not  know  the  legal 
status  of  such  a refill  instruction  since  we 
have  filed  no  cases  that  involved  it.  We  do 
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know  that  this  type  of  refill  instruction  read- 
ily lends  itself  to  abuse  and  for  that  reason 
we  prefer  a type  of  refill  instruction  that  is 
more  definite  and  self -limiting. 

As  you  know  a physician  can  authorize  as 
many  refills  as  his  professional  judgment 
dictates. 

We  have  also  been  asked  about  the  legality 
of  mailing  a prescribed  drug  or  an  authorized 
refill  from  one  state  to  another.  On  questions 
like  this  we  have  pointed  out  again  that  there 
are  no  regulations  dealing  specifically  with 
the  subject,  and  that  there  have  been  no  court 
cases  interpreting  the  law  in  this  regard.  It 
should  be  obvious  that  we  are  not  going  to 
bring  a case  against  a druggist  for  mailing  a 
prescribed  drug  or  an  authorized  refill  to  a 
patient  who  is  on  vacation  or  is  otherwise 
temporarily  away  from  his  home  or  his  phys- 
ician. Administratively  it  would  be  foolish  to 
risk  a bad  interpretation  of  the  law  on  such  a 
technicality  and  it  would  be  equally  foolish 
to  waste  our  time  on  trivialities  that  have  no 
public  health  significance.  It  is  a different 
story  altogether  though  if  the  druggist  is 
supplying  a barbiturate  addict  by  mail  or  if 
he  is  doing  a mail-order  business  in  prescrip- 
tion drugs.  As  you  may  know,  we  have  to 
deal  with  some  firms  that  are  in  a business  of 
treating  serious  diseases  by  mail  with  pres- 
cription drugs,  including  barbiturates  for 
epilepsy.  Some  of  these  firms  employ  phys- 
icians and  the  legal  question  that  arises  is 
whether  the  drugs  they  supply  on  this  mail- 
order basis  are  dispensed  on  prescription 
within  the  meaning  of  the  statute. 

FDA  Investigation  Procedure 

I would  also  like  to  tell  you  something 
about  our  procedure  in  the  investigation  of 
cases  under  the  Durham-Humphrey  Amend- 
ment. I want  to  make  it  emphatically  clear 
that  we  do  not  now,  nor  have  we  ever  ob- 
tained our  leads  through  “shopping”  expedi- 
tions. We  do  not  make  random  or  general 
searches  of  druggists’  prescription  files.  Since 
most  druggists  obey  the  law,  it  would  be  an 
inexcusable  waste  of  time.  We  do  not  have  to 
attempt  to  get  evidence  of  violations  in  such 
a manner.  We  have  not  sought  out  cases  in 
that  way;  instead,  they  have  come  to  us. 

The  Durham-Humphrey  cases  usually  begin 
with  complaints  of  drug  injuries.  These  griev- 
ances come  to  us  through  many  sources. 
Often  they  are  brought  to  our  attention  by 


physicians,  the  victim’s  family,  by  police  of- 
ficers, and  many  times  by  reputable  phar- 
macists. Our  investigation  begins  after  we 
receive  a complaint.  Our  inspectors  ascertain 
whether  the  store  under  consideration  will 
make  illegal  sales.  If  they  succeed  in  buying 
restricted  drugs  without  prescriptions,  or  in 
obtaining  unauthorized  refills,  the  inspectors 
forthrightly  identify  themselves. 

I have  heard  it  said  that  we  inspectors 
sometimes  resort  to  trickery  or  entrapment 
to  develop  our  cases.  Usually  this  complaint 
is  self-serving  and  is  used  as  a defense  in  a 
case  under  consideration.  Actually  in  our  in- 
vestigations we  simply  afford  the  druggist  an 
opportunity  to  do  just  what  he  is  already  sus- 
pected of  having  done.  We  do  not  make  any 
special  appeal  to  the  druggist’s  sympathy, 
and  no  effort  is  made  to  assure  him  that  he 
is  not  violating  the  law. 

In  a recent  case  closed  out  by  the  Minn- 
attempt  to  get  evidence  of  violations  in  such 
eapolis  District,  we  received  a complaint  from 
local  police  and  also  from  a Government 
agency  that  a drug  store  was  supplying  bar- 
biturates to  known  drug  addicts.  To  ascertain 
the  facts,  an  inspector  who  was  assigned  to 
this  case  learned  from  the  pharmacist  under 
suspicion  that  it  was  against  the  law  to  refill 
without  a new  prescription  or  without  a refill 
o.k.  from  the  doctor;  nevertheless,  the  phar- 
macist furnished  the  potent  drug  and  invited 
the  inspector  to  come  back  and  get  more  when 
a new  supply  was  needed.  On  the  next  visit  to 
the  store  the  druggist  suggested  to  the  inspec- 
tor that  if  100  tablets  were  purchased,  he 
could  save  money.  The  pharmacist  furnished 
large  supplies  of  dexedrine  and  a barbiturate 
upon  the  showing  of  a prescription  container 
from  another  town  and  guessing  what  the 
contents  were  after  looking  at  a single  tablet 
or  capsule.  An  audit  of  the  prescriptions  dis- 
closed significant  shortages  of  these  drugs 
which  had  been  dispensed  in  some  unknown 
way.  The  audit  did  not  reveal  a single  pres- 
cription for  dexedrine  for  the  18  months  pre- 
vious to  the  day  of  inspection.  The  phar- 
macist later  told  our  inpectors  that  he  guessed 
he  had  never  received  a prescription  for  dexe- 
drine during  that  time. 

When  you  consider  all  of  the  facts  in  this 
case,  it  adds  up  to  a deliberate  and  repetitious 
violation  of  the  law.  Surely  you  will  all  agree 
that  our  investigation  in  this  case  was  not  a 
“shopping”  expedition.  The  background  in- 
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formation  we  had  received  concerning  this 
store’s  illegal  activities  was  well  founded. 
The  defendant  in  this  case  was  thoroughly 
familiar  with  the  requirements  of  the  law; 
nevertheless,  for  one  reason  or  another  he 
deliberately  chose  to  disregard  the  good  prac- 
tices of  pharmacy  and  not  follow  the  instruc- 
tions he  had  been  taught  to  observe. 

Not  too  long  ago  our  attention  was  called  to 
a newspaper  article  which  appeared  in  one  of 
the  principal  midwestern  city’s  newspapers. 
The  headline  was,  “Boy  13  Scolded  — Takes 
Sleep  Pills.”  The  article  went  on  to  state  that 
a 13  year  old  boy  was  taken  to  the  hospital 
suffering  from  an  over-dose  of  sleeping  pills. 
The  doctor  said  he  had  only  a 50-50  chance  of 
recovery.  The  mother  of  the  boy  told  the 
police  that  her  son  had  swallowed  between 
70  and  80  sleeping  pills.  The  District  Office 
of  the  Food  and  Drug  Administration  learned 
by  inquiry  from  the  boy’s  mother  that  she 
had  been  using  barbiturates  over  a period  of 
years.  On  occasion  she  had  obtained  the  drug 
legally  by  prescription,  while  on  other  occas- 
ions she  had  obtained  as  many  as  100  capsules 
of  the  drug  without  a prescription  from  a 
drug  store  which  she  named.  The  capsules 
taken  by  her  son  had  been  so  obtained.  We 
followed  up  on  this  complaint  by  making 
visits  to  the  named  drug  store,  and  without 
any  difficulty  whatsoever  dexedrine  and 
seconal  were  obtained  on  refills.  The  phar- 
macist made  no  effort  to  contact  the  pres- 
criber.  After  making  several  such  purchases, 
the  inspectors  identified  themselves  to  the 
pharmacist,  and  the  records  obtained  clearly 
showed  many  such  sales  that  could  not  be 
accound  for.  Later  the  pharmacist  pleaded 
guilty,  received  a substantial  fine,  and  was 
also  placed  on  probation. 

Another  vicious  operation  which  was  un- 
covered in  this  investigation  was  the  practice 
of  the  drug  store  obtaining  physicians’ 
samples  from  some  of  the  professional  build- 
ings. In  one  instance  the  supplier  was  a char- 
woman who  picked  up  the  samples  for  the 
pharmacist.  This  unethical  practice  could 
have  been  dangerous  since  the  pharmacist 
had  to  guess  the  identity  of  some  of  the  med- 
icaments he  was  receiving. 

The  most  recent  episode  in  this  phar- 
macist’s practice  was  that  a second  complaint 
was  received  concerning  his  dispensing  habits 
and  came  about  two  months  after  he  was 


fined  and  placed  on  probation.  Another  in- 
spector had  no  difficulty  in  purchasing  quan- 
tities of  dexedrine  and  tuinal  in  straight  over- 
the-counter  purchases.  A second  inspection 
was  made  of  the  prescription  files  handled  by 
this  pharmacist.  This  disclosed  large  dis- 
crepancies. The  man  plead  guilty  to  the  sec- 
ond charges,  was  fined,  given  a jail  sentence 
— which  was  suspended,  and  was  placed  on 
probation.  The  state  authorities  also  picked 
up  his  license  to  practice  pharmacy.  At  the 
present  time  he  is  working  at  a job  not  in  any 
way  associated  with  the  drug  business. 

By  the  illustrations  that  I have  just  used  I 
have  no  intention  of  implying  that  most  drug- 
gists run  their  stores  contrary  to  the  laws  of 
the  country.  I want  to  make  it  clear  that  the 
retail  drug  store  operators  prosecuted  under 
the  Durham-Humphrey  Amendment  are  a 
small  fraction  of  the  drug  store  owners  and 
pharmacists.  Every  profession  has  its  rene- 
gades. I do  think  that  such  individuals  have 
no  place  in  the  pharmacy  profession.  Cer- 
tainly they  are  not  practicing  pharmacy. 

I do  not  wish  to  spend  my  time  this  eve- 
ning telling  of  the  many  cases  we  have  de- 
veloped. That  is  not  my  purpose  in  being 
here.  I have  merely  used  them  as  illustra- 
tions to  show  that  we  have  a serious  problem 
when  state  and  federal  laws  are  flagrantly 
violated;  particularly  when  such  actions  may 
result  in  irrepairable  injury  or  even  death  to 
the  users. 

Pharmacy  Should  Insist  on  Vigorous 
Enforcement 

Pharmacy  itself  can  prevent  unfair  reflec- 
tions on  the  profession  by  joining  with  the 
law  enforcement  agencies  in  strengthening 
existing  laws  and  insisting  upon  vigorous  en- 
forcement at  all  levels  which  will  curb  un- 
ethical practices.  Former  Commissioner 
Crawford  of  the  Food  and  Drug  Administra- 
tion stated  that  if  and  when  local  officials 
can  take  over  this  field  of  regulation  and 
thereby  obtain  observance  of  the  federal  law 
which  has  been  enacted  by  Congress  to  pro- 
tect the  consumer,  we  will  be  glad  to  turn  our 
efforts  to  other  problems. 

As  I have  said,  the  Durham-Humphrey 
Amendment  is  the  section  of  the  law  directly 
applicable  to  the  practice  of  pharmacy.  How- 
ever, if  the  pharmacist  elects  to  engage  in  re- 
packaging and  relabeling  of  products  under 
his  own  labels,  or  engages  in  promotional  ad- 
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vertising  for  various  products  on  his  own, 
he  is,  of  course,  then  under  an  obligation  to 
comply  with  other  sections  of  the  law,  if  the 
products  he  sells  have  moved  in  interstate 
commerce  and  thus  become  subject  to  federal 
jurisdiction.  The  principal  enforcement  prob- 
lem we  encounter  here  is  that  the  druggist 
may  become  a bit  too  enthusiastic  about  the 
medicinal  virtues  of  the  products  he  is  pro- 
moting. For  example,  a termination  of  prose- 
cution report  concerned  a druggist  who  was 
buying  fluid  extract  of  celery  seed,  repack- 
aging it  and  labeling  it  as  a treatment  for 
arthritis.  We  had  seized  his  entire  stock  of 
the  material  a few  months  previously,  but  at 
something  more  than  $5.00  for  a small  bottle 
he  apparently  thought  that  the  business  was 
too  lucrative  to  abandon,  and  he  had  obtained 
fresh  shipments  of  the  material  and  con- 
tinued to  promote  it  for  arthritis.  A criminal 
prosecution  action  was  filed  against  him,  and 
on  his  plea  of  nolo  contendere,  the  federal 
judge  assessed  a fine  of  $1,500. 

In  other  cases  we  have  found  that  druggists 
may  not  make  excessive  claims  in  the  label- 
ing of  the  product  but  do  make  extravagant 
representations  in  advertising.  Here  again 
the  dealer  may  run  afoul  of  the  law,  since  he 
is  obligated  to  put  in  his  labeling  adequate 
directions  for  use  for  the  conditions  for  which 
he  promotes  the  article  in  advertising. 

Substitution 

I would  like  to  say  a word  about  imitation 
products  and  substitution  in  prescription 
practice.  I am  not  talking  about  deliberate 
substitution,  like  dispensing  ascorbic  acid 
tablets  for  cortisone  — though  we  prosecuted 
a druggist  for  doing  just  that.  I mean  the 
situation  where  the  salesman  offers  you  an 
obvious  imitation  of  an  expensive  prescrip- 
tion specialty  at  a much  reduced  price.  Aside 
from  any  other  question  of  ethics  or  legality, 
I want  to  make  the  point  that  in  too  many 
cases  we  have  investigated,  the  imitation 
product  was  seriously  deficient  in  claimed 
potency  or  otherwise  adulterated  — in  short, 
it  represented  not  just  an  imposition  on  the 
rights  of  the  manufacturer  of  the  genuine 
article,  but  could  seriously  affect  the  patient. 
For  that  reason  we  are  becoming  increasingly 
concerned  about  the  imitation  and  substitu- 
tion problem  which,  according  to  reports,  is 
also  providing  headaches  for  the  major  pro- 
fessional pharmacy  associations  and  state 


regulatory  agencies. 

Veterinary  Drugs 

I would  like  to  comment  on  the  proper 
handling  of  veterinary  drugs  that  are  labeled 
with  the  legend  “Federal  law  restricts  this 
drug  to  sale  by  or  on  the  order  of  a licensed 
veterinarian.”  The  legend  means  exactly 
what  it  says,  and  drugs  that  properly  bear 
this  legend  should  be  dispensed  or  sold  only 
by  or  on  the  prescription  or  order  of  a li- 
censed veterinarian.  The  regulations  under 
the  Federal  Food,  Drug,  and  Cosmetic  Act 
provide  that  the  quoted  legend  shall  be  used 
only  on  drugs  for  which  adequate  directions 
for  use  by  a layman  cannot  be  written. 

A drug  that  is  intended  for  human  use  and 
bears  on  its  label  the  legend,  “CAUTION  — 
Federal  law  prohibits  dispensing  without 
prescription,”  cannot  be  legally  sold  to  a lay- 
man for  a veterinary  use  simply  by  stamping 
it  “For  veterinary  use  only,”  as  the  label 
would  not  bear  adequate  direction  for  such 
veterinary  use. 

Stilbestrol  and  ACTH,  we  believe,  are  prop- 
erly prescription  drugs  whether  sold  for  hu- 
man or  for  veterinary  use.  We  do  not  believe 
that  adequate  directions  for  their  use  by  any- 
one without  professional  training  could  be 
written. 

We  believe  that  relatively  few  drugs,  la- 
beled and  intended  for  veterinary  use,  are 
required  to  bear  the  veterinary  prescription 
legend.  For  example,  most  of  the  anti-infec- 
tive drugs,  such  as  the  sulfonamides  and  anti- 
biotics, are  over-the-counter  items  when  la- 
beled for  veterinary  use.  However,  we  have 
recommended  that  the  barbiturates,  amphe- 
tamine drugs,  hormone  preparations  intended 
for  therapeutic  use,  and  general  anesthetics, 
when  intended  for  veterinary  use,  be  labeled 
with  the  veterinary  prescription  legend. 

Before  closing  I would  like  to  emphasize 
that  we  are  not  trying  to  harass  the  phar- 
macist in  his  time-honored  profession.  We 
have  a real  interest  in  your  problems  and  a 
genuine  desire  to  be  helpful.  It  has  been 
alleged  that  there  are  few  people  in  the  Food 
and  Drug  Administration  who  know  the  prob- 
lems of  the  pharmacist  but  I can  assure  you 
that  there  are  many  pharmacists  in  respon- 
sible administrative  positions  both  in  Wash- 
ington and  in  the  field.  In  the  Minneapolis 
District,  the  chief  chemist  is  a pharmacist, 

(Continued  on  Page  274) 
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I want  to  take  this  opportunity  to  thank  all  the  druggists  of  South  Dakota  for  the  honor 
they  have  bestowed  upon  me.  I deem  it  an  honor  and  a privilege  to  head  this  organization  for 
the  coming  year  and  to  work  with  our  able  Secretary,  Bliss  Wilson. 

There  will  be  problems  to  iron  out,  I am  sure,  but  by  getting  together  and  talking  things 
over,  we  hope  to  arrive  at  a solution  that  will  be  to  our  mutual  benefit.  I would  appreciate  any 
comments  from  my  fellow  druggists,  and  you  can  be  assured  they  will  be  brought  up  in  our 
executive  meetings  and  given  a fair  hearing. 

I have  appointed  a committee  to  study  the  new  regulations  as  proposed  by  our  recent  con- 
vention in  Sioux  Falls,  South  Dakota,  and  we  plan  to  have  at  least  one  meeting  with  the  execu- 
tive committee  this  fall.  These  meetings  are  open  to  any  and  all  druggists.  Notice  will  be 
given  when  and  where  they  are  to  be  held. 

We  will  hold  our  next  convention  in  Rapid  City,  South  Dakota,  next  June  and  in  my  way 
of  thinking,  it  is  not  a bit  too  soon  to  start  planning  to  attend.  See  you  then. 

A1  Knutson,  President 
Clark,  South  Dakota 
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METI-DERM  OINTMENT  WITH 
NEOMYCIN 

Descriplion:  Prednisolone,  Free  Alcohol, 
(Meticortelone)  5 mg.;  Neomycin  Sulfate,  5 
mg.;  in  a white  petrolatum  base  with 
methylparaben  and  butylparaben  as  addi- 
tional ingredients. 

Action:  Anti-inflammatory,  antiallergic  and 
antibacterial. 

Indications:  Recommended  for  topical  treat- 
ment, Meti-Derm  Ointment  with  Neomycin, 
combining  the  anti-inflammatory  and  anti- 
allergic action  of  Meticortelone  (Prednis- 
olone) and  the  antibacterial  effect  of  Neo- 
mycin Sulfate,  is  effective  against  a wide 
range  of  allergic  and  inflammatory  skin 
conditions,  especially  when  secondary  in- 
fection is  present  or  anticipated. 

By  decreasing  edema,  pruritius,  ery- 
thema, infiltration  and  infection,  the  new 
medication  is  effective  in  treatment  of 
atopic  dermatitis  (allergic  eczema,  food, 
infantile  and  nummular  eczema,  pruritus 
with  lichenification,  nonspecific  pruritus  of 
anus,  vulva  and  scrotum,  disseminated 
neurodermatitis);  contact  dermatitis  due  to 
plants  and  other  substances. 

Dosage:  Rub  a small  quantity  of  Meti-Derm 
Ointment  with  Neomycin  gently  on  the  af- 
fected areas  three  or  four  times  daily. 

How  supplied:  10  gm.  tube. 

Source:  Sobering  Corporation. 

NEW  METICORTEN  OINTMENT 
PROVIDES  TRIPLE  ACTION  THERAPY 

Product:  Metimyd  Ointment  with  Neomycin. 

Manufacturer:  Sobering  Corporation. 

Active  Constituents:  Prednisolone  Acetate  5 
mg/gm  sulfacetamide  sodium  100  mg/gm. 


neomycin  sulfate  2.5  mg/gm  combined  in 
an  emollient  petrolatum  base  with  methyl- 
paraben and  propylparaben  as  preserva- 
tives. 

Action:  Anti-inflammatory,  anti-allergic  and 
anti-bacterial. 

Indications:  Metimyd  Ointment  with  Neo- 
mycin combines  the  anti-bacterial  action  of 
sulfacetamide  sodium  and  neomycin  sul- 
fate with  the  anti-inflammatory,  anti- 
allergic action  of  Meticortelone  Acetate 
(prednisolone  acetate)  in  single  prepara- 
tion. The  spectra  of  the  sulfacetamide  so- 
dium plus  neomycin  sulfate  is  indicated  for 
prophylaxis  and  local  treatment  of  super- 
ficial occular  infections  due  to  staphylo- 
cocci, streptococci,  pneumococci,  H.  influ- 
enzae, Koch-Weeks  bacillus,  the  diplobacil- 
lus  of  Morax-Axenfeld,  Friedlaender’s  ba- 
cillus, E.  Coli,  A.  aerogenes  and  other  sul- 
facetamide sodium-neomycin  sensitive  or- 
ganisms. 

Other  indications  include  inflammatory 
conditions  of  the  anterior  segment  of  the 
eye,  such  as  bacterial  conjunctivitis,  aller- 
gic conjunctivitis,  vernal  conjunctivitis, 
phlyctenular  conjunctivitis  blepharitis,  in- 
terstitial keratitis,  postoperative  keratitis, 
acne  rosoceal  kerititis,  sclerosing  keratitis, 
episcleritis,  iritis  anterior  uveitis,  and 
chemical  and  thermal  burns  of  the  cornea. 
The  application  of  Meticortelone  with  so- 
dium sulfacetamide  and  neomycin  sulfate 
protects  vision  by  causing  tissue  inflamma- 
tion to  subside  promptly  and  to  inhibit  or 
destroy  susceptible  bacteria. 

Dosage:  A thin  film  of  the  medication  should 
be  applied  to  the  eye  three  of  four  times 
daily  and  once  or  twice  at  night.  Topical 
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administration  of  Metimyd  ointment  with 
neomycin  should  be  adjusted  to  specific 
needs  by  the  physician.  The  prolonged 
therapeutic  effect  attained  with  ointments 
is  advantageously  utilized  when  a bandage 
is  employed. 

Packaging:  Metimyd  Ointment  with  neo- 
mycin is  available  in  a Vs  oz.  applicator 
tube,  boxes  of  1 and  12. 

CORTISPORIN  OTIC  DROPS  STERILE 

Description:  Each  cc.  contains:  Aerosporin 
Sulfate  Polymyxin  B Sulfate  10,000  Units, 
Neomycin  5 mg..  Hydrocortisone  10  mg.,  in 
a sterile,  slightly  acid,  aqueous  solution. 

Action:  The  drops  are  bactericidal  and  anti- 
inflammatory. 

Indications:  Otitis  externa;  aural  inflamma- 
tion; otitis  media,  when  the  ear  drum  is 
perforated.  The  spectra  of  the  two  anti- 
biotics cover  virtually  all  bacteria  likely  to 
be  found  in  the  ear.  Hydrocortisone  re- 
duces the  swelling,  exudation,  and  erythe- 
ma of  inflammation;  thus  relieving  pain 
and  itching. 

Dosage:  Three  to  four  drops  are  instilled  3 or 
4 times  daily.  If  preferred  a gauze  or  wick 
saturated  with  the  Drops  may  be  placed  in 
the  aural  canal. 

How  supplied:  Available  in  bottles  of  5 cc. 
with  sterile  dropper. 

Source:  Burroughs  Wellcome. 

SPARINE 

Description:  Sparine  Hydrochloride,  proma- 
zine hydrochloride,  is  10-(3-dimethylamino- 
n-propyl)-phenathiazine  hydrochloride. 

Indications:  Sparine  is  a new,  potent  atarac- 
tic agent  indicated  in  the  management  of 
the  acutely  agitated  patient  — the  acute 


mental  disturbances  of  alcoholism,  various 
psychoses  and  withdrawal  symptoms  of 
drug  addiction. 

Dosage:  When  required,  particularly  in  bed- 
fast patients.  Sparine  therapy  may  be  in- 
itiated by  intravenous  injection,  followed 
by  intramuscular  or  oral  administration. 
Sparine  is  rapidly  effective  and  patients  be- 
come quiet,  calm  and  tractable.  On  main- 
tenance therapy  they  are  able  to  participate 
in  ward  activities,  to  care  for  themselves, 
and  they  are  amenable  to  other  therapeutic 
measures. 

How  supplied:  Sparine  Tablets  — 25  mg.,  50 
mg.,  100  mg.,  bottles  of  50  and  500;  200  mg., 
bottles  of  500. 

Sparine  Injection  — 50  mg.  per  cc.,  vials  of 
2 cc.  and  10  cc. 

Source:  Wyeth  Laboratories. 


PHARMACIST'S  RESPONSIBILITIES— 

(Continued  from  Page  271) 
and  one  of  the  13  inspectors  is  a pharmacist. 
I was  employed  as  a purchasing  agent  for  a 
drug  jobbing  and  manufacturing  firm  prior 
to  my  association  with  the  Food  and  Drug 
Administration.  I have  not  attempted  to  run 
down  the  entire  roster  of  Food  and  Drug  per- 
sonnel but  I do  know  that  many  of  the  men 
who  do  our  drug  work  and  who  review  the 
reports  on  drug  inspections  are  trained  in 
pharmacy  or  pharmaceutical  chemistry.  I 
would  also  like  to  add  that  I am  confident 
that  if  you  engage  in  the  professional  prac- 
tice of  pharmacy  in  the  way  you  have  been 
taught  to  practice  it,  you  will  encounter  no 
difficulties  with  the  Food  and  Drug  Adminis- 
tration. 
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ARE  YOU  TAX  BAIT? 
(Continued  from  July) 

Ralph  R.  Benson 
Attorney  at  Law 
Los  Angeles,  California 


BAIT  #5 

Is  your  return  part  of  a "spot"  check? 

Take  the  case  of  Dr.  E.  Last  year  his  re- 
turn was  investigated  for  5 days  and  was 
found  correct  to  the  last  penny  — after  3 
investigators  had  gone  through  his  daily  log 
entries  and  some  4,000  medical  charts. 

This  year,  again,  the  tax  man  is  at  his  off- 
ice to  go  through  his  latest  return  and  his 
books.  The  Doctor’s  face  turns  pale  and  he 
feels  weak  at  the  knees.  He  is  honest  — and 
harassed  — and  feels  that  lightning  has  just 
struck  twice.  He  wonders  how  come  another 
checkup  — wasn’t  last  year’s  O.K.  good 
enough  for  at  least  another  year? 

The  tax  man  quietly  offers  a simple  ex- 
planation: This  year  Dr.  E.’s  return  had  come 
up  as  part  of  a spot  check  completely  un- 
connected with  last  year’s  investigation.  This 
spot  check  is  a scientific  sampling  of  returns 
made  every  year  by  the  Government.  Call 
it  the  Doctor’s  luck  — just  like  a lottery. 

Again  we  have  something  the  Doctor 
couldn't  avoid  — stemming  from  the  mere 
fact  that  Dr.  E.’s  return  was  filed. 

The  moral  is:  Even  though  you  were  hit 
last  year,  don’t  drop  your  guard.  Always 
keep  your  books  in  A-1  shape.  Last  year’s 
clearance  is  no  guarantee  against  the  possi- 
bility of  reinvestigation  this  year. 

BAIT  S6 

Has  your  patient  been  called  in  to  prove  up 

medical  expenses  on  his  own  return? 

Dr.  F.  is  a GP  and  three  winters  back 
made  many  house  calls  out  in  the  country 
for  a patient  and  his  family.  He  gave  shots 
of  bicillin  and  penicillin,  charged  $10  each 
time  and  was  paid  in  cash.  Dr.  F.  marked 
down  the  payment  in  his  daily  log  book  on 
getting  back  to  his  office.  As  in  many  un- 
wary doctors’  offices,  his  assistant  made  out 


a receipt,  leaving  the  carbon  copy  in  the  re- 
ceipt book  and  quickly  crumpling  the  orig- 
inal and  assigning  it  to  the  waste  paper  bas- 
ket. It  never  entered  the  Doctor’s  mind  to 
have  his  girl  put  the  receipt  in  an  envelope 
and  mail  it  to  the  patient.  It  did  not  occur  to 
him  that  he  might  be  leaving  himself  wide 
open  for  future  tax  investigation  of  his  own 
return. 

This  patient  filed  a tax  return  for  that 
year  three  years  ago,  listing  $400  expenses 
from  Dr.  F.  The  patient  was  called  in  to 
prove  up  this  amount.  He  confirmed  the  first 
$100  by  producing  the  cancelled  checks  for 
office  visits  but  as  to  $300  claimed  for  house 
calls,  the  patient  had  no  cancelled  checks  and 
no  receipts.  The  tax  man  told  the  patient  to 
get  a letter  from  the  doctor  and  have  the 
doctor’s  signature  notarized  to  prove  the  $300 
paid  in  cash.  The  doctor  looked  at  his  re- 
ceipt book  and  could  not  remember  three 
years  back  and  found  only  carbon  copies  of 
receipts  totaling  only  $30.  The  patient  in- 
sisted on  the  full  $300.  The  patient  may  well 
lose  $270  of  medical  deductions  and  the  doc- 
tor may  find  himself  on  a list  for  a sched- 
uled tax  examination  of  his  own  return  at 
his  office. 

The  moral  is:  Dr.  F.  now  sends  receipts  on 
all  house  calls.  This  is  the  ideal  way  to  han- 
dle cash  payments  on  all  house  calls,  even  if 
not  the  most  common  practice  today.  From 
a public  relations  view,  it  is  a good  idea  to 
send  a receipt.  The  receipt  might  well  say: 
“Keep  this  receipt  for  tax  purposes.”  After 
all,  many  charitable  foundations  and  stock 
brokerage  houses  print  that  advice  on  their 
receipts.  Why  shouldn’t  the  doctor  protect 
his  patient  and  himself  by  this  simple 
method? 

(To  be  continued  in  September) 
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President  Eisenhower  has  again  caused  the 
attention  of  the  entire  nation  to  be  focused  on 
a special  disease;  this  time  regional  enteritis. 
The  information  given  out  by  medical  author- 
ities and  by  the  White  House  Press  that  sur- 
gery would  be  the  therapy  that  would  assure 
permanent  cure,  is  highly  optimistic  accord- 
ing to  the  studies  that  have  been  reported  in 
the  medical  literature. 

Life  Magazine  for  June  18,  1956,  p.  52  car- 
ries the  headline  “Ileitus  and  the  operation 
. . . He  should  be  better  off.” 

According  to  this  article  the  surgeons  per- 
forming the  operation  by  passed  the  diseased 
area,  and  instead  of  removing  it  left  it  in  place 
as  a functionless  loop  which  they  believe  will 
cause  no  further  trouble  and  they  hope  that 
the  disease  will  not  strike  again  elsewhere. 

Gastroenterology  v.  26,  March  1954,  p.  347 
contains  an  excellent  article  on  Regional  En- 
teritis by  Dr.  Ward  N.  Van  Patter  and  others 
of  the  Division  of  Surgery  of  the  Mayo  Clinic. 
This  is  an  extension  of  work  done  by  Dr.  Van 
Patter  reported  in  part  in  a thesis  in  partial 
fulfillment  of  the  requirements  of  Doctor  of 
Philosophy  in  Surgery  at  the  University  of 
Minnesota.  It  includes  definition,  incidence, 
historical  aspects,  pathologic  and  histopatho- 
logic features;  symptoms  and  signs;  compli- 
cations; characteristic  behavior  and  signif- 
icance of  recurrent  disease;  diagnosis;  treat- 
ment; surgical  management  and  follow  up 
studies. 

The  term  regional  enteritis  as  suggested  by 
Brown,  Barger  and  Weber  in  1934  was  adop- 
ted because  it  permitted  as  broad  or  as  lim- 
ited an  interpretation  of  the  disease  process 


as  is  merited.  The  word  terminal  is  to  be 
avoided  because  the  disease  has  been  found 
to  involve  all  regions  of  the  small  bowel  in- 
cluding the  duodenum  and  variable  amounts 
of  the  large  bowel  and  not  just  the  terminal 
portion  of  ileum. 

It  effects  mainly  young  adults  and  is 
characterized  clinically  by  abdominal  cramps, 
diarrhea,  fever,  loss  of  weight,  anemia  and 
perianal  abscesses  and  fistulas.  It’s  lesions 
are  usually  limited,  both  in  initial  and  recur- 
rent cases,  to  the  terminal  portion  of  the  small 
bowel  but  may  be  found  anywhere  in  the 
small  intestines,  either  in  localized  or  diffuse 
form.  The  causative  factor  or  factors  remains 
unknown. 

Of  the  297  patients  studied  at  the  Mayo 
Clinic,  and  followed  longer  than  2 years  after 
resection  of  the  bowel  for  either  initial  or  re- 
current lesions,  in  190  recurrent  regional 
enteritis  developed;  64  percent  for  the  group 
as  a whole.  The  recurrence  rate  was  high 
among  patients  between  31  and  40  years  of 
age  and  low  among  those  more  than  51  years 
of  age  at  time  of  onset  of  symptoms. 

According  to  this  article  extensive  clinical 
investigation  leads  to  the  conclusion  that  un- 
complicated regional  enteritis  should  be  sub- 
jected first  to  a thorough  consistent  nonsur- 
gical  program.  One  reason  for  this  is  the  at- 
tending high  recurrence  rate  following  def- 
initive surgical  measures  limits  their  use 
either  to  patients  with  severe  complications 
or  those  who  cannot  be  satisfactorily  carried 
along  on  a non-surgical  program. 

No  one  surgical  procedure  has  gained  uni- 
versal acceptance.  The  diversity  of  thought 
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regarding  surgical  management  has  resulted 
from  failure  to  appreciate  all  the  problems 
involved,  coupled  with  a vain  attempt  to  re- 
duce the  recurrence  role  by  surgical  means. 

Primary  resection  of  the  lesions  with  end 
to  end  anastomosis  appears  to  be  the  opera- 
tion of  choice.  Ileostomy  is  impressive  in  it’s 
ability  to  arrest  the  disease  of  patients  whose 
colons  are  involved  down  to  and  including 
the  rectum  as  well  as  the  disease  of  some  pa- 
tients even  after  multiple  recurrences. 

Journal  of  ihe  American  Medical  Associa- 
tion V.  156,  1954  p.  1221  — Reflections  on  Re- 
gional Ileitis,  Twenty  Years  Later  by  Burrell 
Crohn  and  Henry  D.  Janowitz. 

In  discussing  terminology  the  authors  agree 
that  whereas  regional  or  terminal  ileitis  was 
a proper  name  for  the  14  cases  which  they 
originally  described,  Bergen,  who  foresaw 
the  probable  extension  of  the  disease  to  other 
and  higher  segments  of  the  intestine  used  a 
more  appropriate  name;  regional  enteritis. 

The  conclusions  of  this  article  are  as 
follows: 

“The  cumulative  experience  of  the  last 
20  or  more  years  has  justified  the  classifi- 
cation of  regional  ileitis  as  a pathological 


and  clinical  entity.  The  most  important  ex- 
pansion of  the  concept  of  this  disease  has 
been  the  recognition  that  granulomatous 
cicatrizing  lesions  may  be  found  in  all  areas 
of  the  small  intestine.  Although  the  cause  of 
the  disease  remains  unknown,  the  charac- 
teristic pathological  process,  especially  the 
local  lymphatic  involvement,  has  been 
clearly  established.  The  clinical  relation- 
ship of  regional  ileitis  or  enteritis  to  chronic 
ulcerative  colitis  in  the  combined  form  of 
the  disease  remains  puzzling.  In  the  ab- 
sence of  specific  therapy,  all  currently  em- 
ployed measures,  including  the  use  of  cor- 
tictropin  and  cortisone  are  simply  suppor- 
tive. The  high  rate  of  recurrence  if  ileitis 
following  the  short-circuiting  or  the  resec- 
tion type  of  operation  is  leading  to  a re- 
valuation of  the  criteria  for  operation.  The 
current  trend  of  thinking  is  to  defer  opera- 
tion until  the  pathological  process  appears 
to  be  quiescent  and  to  restrict  surgery  to 
the  complications  of  the  disease,  namely, 
obstruction  and  fistulization.” 

Mrs.  Esther  Howard 

Medical  Librarian 


It's  Your  Best  Investment .... 

when  it  comes  to  protecting  your  PROFFESSIONAL  TIME 
against  the  hazards  of  SICKNESS  or  ACCIDENT  DISABILITY 

The  Newly  Improved  Plan  of  Disability  Insurance 
for  Members  of  the  South  Dakota  State  Medical  Association 

Thru  a combination  of  our  “Professional  Men’s  Disability  Policy”  Series  GBC  — Form 
9795A  underwritten  by  the  Commercial  Insurance  Co.  and  the  “Extended  Benefits  Policy” 
Form  DM-94B  issued  by  the  Bankers  Security  Life  Insurance  Society  of  New  York,  you 
secure  — subject  to  the  provisions  of  each  policy  — these 

New  Long  Term  Disability  Benefits 

For  Accident  $100.00  a Week  for  Total  Disability  — $5,200.00  a Year 

for  the  duration  of  the  disability  — up  to  Lifetime. 

For  Sickness  ^ Years  Non-Confining  Sickness  at  $100.00  a Week 

and  if  house  confined  from  3rd  thru  5th  year 

An  Additional  $100.00  a Week  or  $200.00  a Week  Total. 

Available  to  members  below  age  61  for  only  $117.50  semi-annually 

A similar  plan  for  $75.00  weekly  benefit  88.50  semi-annually 

or  if  you  wish  $50.00  weekly  benefit  59.50  semi-annually 

Harold  Diers  & Co.,  240  Keeline  Bldg.,  Omaha,  Nebr. 

Special  Administrators  for  your  State  Ass’n  Sponsored  Plan  of  Disability  Insurance 
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Dear  Fellow  Members: 

Now  that  the  polio  vaccine  is  adequate,  it  is  a wonderful  opportunity  for  all  of  us  in  the 
state  to  get  this  vaccination  program  in  full  gear.  We  are  already  having  very  fine  reports  on 
the  good  that  it  is  doing,  and  the  more  persons  that  are  vaccinated  the  better  the  results  will  be. 
I’m  sure  that  we  all  realize  that  August  and  September  are  still  the  big  months  in  which  polio 
is  rampant.  It  is  gratifying  to  be  in  the  front  line  administering  the  serum  and  realizing  that 
through  scientific  research  we  are  now  able  to  prevent  the  disease  which  killed  and  crippled 
so  many. 

Yours  very  truly, 

Alonzo  P.  Peeke,  M.D. 

Volga,  South  Dakota 
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PROVISIONAL  MEMBERSHIP 

At  their  annual  session  in  April,  the  Texas 
Medical  Association  adopted  an  amendment 
to  their  By-laws,  which  makes  it  obligatory 
that  all  county  societies  shall  require  that  all 
applicants  be  placed  in  a provisional  mem- 
bership. The  amendment  reads  as  follows: 
....“Component  county  societies  shall  provide 
a provisional  period  for  applicants  seeking 
membership  in  their  county  society  of 
twenty-four  (24)  months.  New  members 
accepted  on  a provisional  basis  shall  have  all 
the  privileges  of  regular  membership  in  the 
society,  except  the  right  to  hold  office.  At 
the  end  of  the  provisional  period,  a provi- 
sional member  shall  again  be  considered  by 
the  board  of  censors  of  said  component  soci- 
ety and  elected  by  the  county  society  before 
his  membership  can  become  permanent.” 

The  amendment  provoked  considerable 
discussion.  Some  of  the  arguments  in  favor 
of  the  amendment  were  as  follows: 

1.  It  is  to  the  best  interest  of  our  patients 
that  potential  members  of  the  county 
medical  societies  be  screened  by  those 
in  a position  to  know  them  best. 

2.  An  opportunity  is  afforded  the  county 
society  to  ascertain  the  qualifications 
and  character  of  potential  members, 
whereas  no  such  provision  exists. 

3.  This  twenty-four  months’  period  affords 
a more  reasonable  opportunity  to  deter- 
mine the  permanency  of  the  applicant 
for  membership. 

Another  amendment  was  adopted  which 
requires  each  new  member  to  attend  a one 
day  indoctrination  course  sometime  during 


the  two  years.  This  indoctrination  course  is 
given  twice  a year  at  the  headquarters  of 
the  Texas  State  Medical  Association.  This 
indoctrination  program  would  stimulate  the 
physician’s  interest  in  his  component  society. 
It  would  make  the  young  doctor  about  to 
enter  practice  in  his  state  aware  of  his  re- 
sponsibilities, and  he  would  also  know  what 
to  expect  from  his  own  society  and  from  his 
state  association.  It  ought  to  imbue  a young 
physician  with  the  proper  spirit  of  cooper- 
ative medicine,  medical  ethics,  and  assist  in 
counteracting  the  prevailing  increase  in  mal- 
practice suits.  The  Editor  feels  that  the 
adoption  of  such  a program  in  South  Dakota 
would  be  well  worthwhile,  and  we  invite 
comment  from  South  Dakota  physicians  on 
the  subject. 


NEBRASKA  STATE 
MEDICAL  ASSOCIATION 
RESOLUTION 

WHEREAS,  The  report  of  the  Committee  on 
Medical  Practices  was  presented  to  the 
A.M.A.  House  of  Delegates  in  June,  1955 
in  which  the  committee  has  completed  its 
intensive  study  of  the  basic  causes  lead- 
ing to  certain  unethical  practices  and  to 
unfavorable  publicity;  and 

WHEREAS,  The  finding  and  recommenda- 
tions of  this  committee  deserve  intensive 
study  by  the  physicians  of  this  country 
and  by  the  American  Medical  Associa- 
tion, who  should  consider  their  rather 
wide  ramifications  and  the  feasibility  of 
their  practical  application;  and 
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WHEREAS,  The  House  of  Delegates  of  the 
American  Medical  Association  in  1947  re- 
solved that  “It  was  never  intended  that 
staff  appointments  in  hospitals  generally, 
or  even  in  hospitals  approved  for  residen- 
cies, should  be  limited  to  board  certified 
physicians  as  is  now  the  policy  in  some 
hospitals.  Such  policies,  if  practiced  ex- 
tensively, are  detrimental  to  the  health 
of  the  people  and  therefore  to  American 
medicine.  Hospital  staff  appointments 
should  depend  on  the  qualifications  of 
physicians  to  render  proper  care  to  hos- 
pitalized patients  as  judged  by  the  pro- 
fessional staff  of  the  hospital  and  not  on 
certification  or  special  society  member- 
ship;” now  therefore  be  it 

RESOLVED,  That  a Continuing  Committee 
on  Medical  Practice  be  created  in  the  Ne- 
braska State  Medical  Association  to  con- 
duct a study  of  the  relative  value  of  diag- 
nostic, medical  and  surgical  services  and 
to  report  its  findings  and  recommenda- 
tions to  this  House  in  the  same  manner 
as  is  now  followed  by  other  committees 
and  councils  of  the  Association,  and  be  it 
further 

RESOLVED,  That  this  committee  shall  con- 
sist of  six  members  appointed  by  the 
President  elect,  four  of  whom  shall  be 
general  practitioners;  the  terms  of  the 
members  of  this  committee  shall  ulti- 
mately be  three  years,  arranged  at  the 
discretion  of  the  President  elect  in  his 
original  and  subsequent  appointments  so 
that  these  terms  shall  be  staggered;  and 
be  it  further, 

RESOLVED,  That  this  committee  be  directed 
to  utilize  all  possible  means  to  stimulate 
the  formation  of  a department  of  general 
practice  in  each  medical  school;  and  be 
it  further 

RESOLVED,  That  the  Nebraska  State  Med- 
ical Association  approve  of  the  medical 

In  South  Dakota  this  problem  is  not  very  acute; 
since  our  hospitals  are  mostly  staffed  by  general 
practitioners.  However,  we  invite  comment  from 
any  of  our  members. 


school  teaching  programs  which  afford 
the  medical  student  opportunity  for  ex- 
perience in  the  general  practice  of  med- 
icine; and  be  it  further 

RESOLVED,  That,  subject  to  review  by 
counsel  of  the  American  Medical  Associa- 
tion, the  representatives  of  the  Associa- 
tion on  the  Joint  Commission  on  Accredi- 
tation of  Hospitals  be  instructed  to  stim- 
ulate action  by  the  body  leading  to  the 
warning,  provisional  accreditation,  or  re- 
moval of  accreditation  of  community  or 
general  hospitals  which  exclude  or  arbi- 
trarily restrict  hospital  privileges  for  gen- 
eralists as  a class  regardless  of  their  in- 
dividual professional  competence,  after 
appeal  to  the  Commission  by  the  county 
medical  society  concerned;  and  be  it 
further 

RESOLVED,  That  this  committee  cooperate 
in  every  way  and  assist  the  Public  Rela- 
tions Department  of  the  Nebraska  State 
Medical  Association  to  present  a program 
of  public  education  designed  to  bring 
about  a better  understanding  of  all  fields 
of  medical  practices;  and  be  it  further 

RESOLVED,  That  this  committee  use  its  full 
influence  to  discourage  any  arbitrary  re- 
strictions by  hospitals  against  general 
practitioners  as  a group  or  as  individuals; 
and  be  it  further 

RESOLVE,  That  a copy  of  this  resolution  be 
sent  to  the  American  College  of  Surgeons, 
the  American  College  of  Physicians,  the 
American  Academy  of  Pediatrics,  the 
American  Academy  of  Obstetrics  and 
Gynecology,  the  American  Academy  of 
General  Practice,  the  American  Hospital 
Association,  the  Catholic  Hospital  Asso- 
ciation, the  American  Protestant  Hospital 
Association,  the  chief  of  staff  of  every 
hospital  in  the  state,  the  deans  of  each 
medical  school,  and  promptly  to  the 
editor  of  each  state  medical  journal. 

Adopted  by  the  Nebraska  State  Medical 
Association  House  of  Delegates  in  Annual 
Session,  May  15,  1956. 
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PIERRE  DISTRICT 
MEETS  JUNE  29 

Sixteen  members  of  the 
Pierre  District  Medical  So- 
ciety met  at  the  Falcon  Cafe 
in  Pierre,  Friday,  June  29th. 

Dr.  A.  P.  Peeke.  President 
of  the  South  Dakota  State 
Medical  Association  made  his 
official  visitation. 

Two  films,  “Toxemias  of 
Pregnancy”  and  “Common 
Mouth  Lesions”  were  pre- 
sented. 

Dr.  J.  T.  Cowan,  Pierre, 
was  appointed  to  the  Blue 
Shield  fee  advisory  commit- 
tee. 


NEWS  NOTES 

Twenty-six  South  Dakota 
physicians  registered  at  the 
AMA  Convention  in  Chicago 
in  June.  Those  recorded  in 
the  Daily  Bulletin  were: 

A.  A.  Lampert,  M.D. 

Rapid  City 

A.  P.  Reding,  M.D. 

Marion 

H.  R.  Brown,  M.D. 

Watertown 
E.  J.  Perry,  M.D. 

Redfield 

W.  E.  Jones,  M.D. 

Sturgis 

M.  E.  Sanders,  M.D. 

Redfield 

B.  P.  Nolan,  M.D. 

Mobridge 

R.  G.  Mayer,  M.D. 

Aberdeen 

Robert  Murdy,  M.D. 

Aberdeen 


This  is  your 

MEDICAL  ASSOCIATION 


W.  C.  Brinkman.  M.D. 

Sisseton 

E.  A.  Burns,  M.D. 

Sioux  Falls 

P.  K.  Aspaas.  M.D. 

Dell  Rapids 
R.  A.  Buchanan,  M.D. 

Huron 

C.  J.  Clark,  M.D. 

Watertown 

D.  J.  Glood.  M.D. 

Viborg 

M.  M.  Morrissey,  M.D. 

Pierre 

L.  L.  Parke,  M.D. 

Canton 

T.  J.  Billion,  Jr.,  M.D. 

Sioux  Falls 
J.  W.  Donahoe,  M.D. 

Sioux  Falls 
B.  R.  Gargas,  M.D. 

Sioux  Falls 
H.  D.  Newby,  M.D. 

Rapid  City 

E.  D.  Spencer,  M.D. 

Wessington  Springs 
R.  S.  Westaby,  Jr.,  M.D. 
Martin 

R.  J.  Foley,  M.D. 

Tyndall 

E.  S.  Palmerton,  M.D. 

Rapid  City 

Brooks  Ranney,  M.D. 

Yankton 

* * * 

Miss  Catherine  Bonomo 
and  Dr.  J.  A.  Muggly  of 

Madison  were  married  June 
22nd  in  Tamaqua,  Pa. 


The  Brookings  Clinic  is 
building  a new  50  x 126  foot 
clinic  building  with  the  air- 
conditioned  clinic  on  the 
ground  floor  and  apartments 
on  the  second  floor. 

* * * 

Dr.  Oskars  Zeidaks,  Burke, 
is  locating  in  Waubay. 

* * * 

Wally  Sorenson,  business 
manager  of  the  Downtown 
Clinic  in  Pierre  died  while 
on  a fishing  trip  in  the  Black 
Hills. 

* * * 

Dr.  Valentine  C.  Marr  from 
McLaughlin  Clinic,  Mc- 
Laughlin, S.  D.  recently  at- 
tended a two  (2)  weeks 
course  in  Surgical  Technic  at 
Cook  County  Graduate 
School  of  Medicine  at 
Chicago,  Illinois. 

* * * 

Dr.  Thomas  T.  Skogen,  91, 

a resident  of  Flandreau  and 
Dell  Rapids,  S.  D.  for  50 
years,  passed  away  recently 
at  the  home  of  his  niece,  Mrs. 
Leo  Seguin,  Duluth,  Minn- 
esota. Born  in  Goodhue, 
Minnesota,  he  attended  Red 
Wing,  Minnesota  seminary, 
Concordia  college  and  Ham- 
line Medical  School.  He  had 
practiced  in  the  Flandreau 
and  Dell  Rapids  area  and  was 
former  mayor  of  Flandreau. 
Funeral  and  burial  services 
were  held  in  Goodhue.  Minn- 
esota. 
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Dr.  H.  A.  Krieger,  75,  Mad- 
ison, died  in  the  Lake  View 
nursing  home  June  27th.  He 
was  born  in  August  1881,  in 
Germany  and  came  to  Mad- 
ison in  1889.  Dr.  Krieger  was 
graduated  from  Madison 
Central  High  School  and  at- 
tended Bennet  Medical 
school.  He  practiced  med- 
icine in  North  and  South  Da- 
kota until  1922  when  he 
moved  to  California,  return- 
ing to  Madison  in  1954  and 
had  been  in  poor  health  since 
then.  Funeral  and  burial 
services  were  held  in  Mad- 
ison. 


ACCP  HOLD 
MEETING 

The  22nd  Annual  Meeting 
of  the  American  College  of 
Chest  Physicians  was  held  at 
the  Hotel  Sherman,  Chicago, 
Illinois,  June  6-10.  Over  1,400 
physicians  and  guests  at- 
tended the  meeting.  Fellow- 
ship certificates  were  pre- 
sented to  250  physicians  at 
the  Convocation  held  on  Sat., 
June  9. 

The  following  officers  of 
the  American  College  of 
Chest  Physicians  were  elec- 
ted for  the  year  1956-1957; 

President 

Herman  J.  Moersch 
Rochester,  Minn. 

President-Elect 
Burgess  L.  Gordon 
Philadelphia,  Penn. 

First  Vice-President 
Donald  R.  McKay 
Buffalo,  New  York 


Second  Vice-President 
Seymour  M.  Farber 
San  Francisco,  Calif. 

Treasurer 

Charles  K.  Petter 
Waukegan,  Illinois 

Assistant  Treasurer 
Albert  H.  Andrews 
Chicago,  Illinois 

Chairman,  Board  of 
Regents 
John  F.  Briggs 
St.  Paul,  Minnesota 

Historian 
Carl  C.  Aven 
Atlanta,  Georgia 

Dr.  William  L.  Meyer, 

Sanator,  serves  as  Governor 
of  the  College  for  South  Da- 
kota. Dr.  Zoltan  Mann,  Hot 
Springs,  S.  D.,  received  his 
Certificate  of  Fellowship  in 
the  College  at  the  Convoca- 
tion on  June  9. 


AMERICAN  BOARD 
OF  OBSTETRICS 
AND  GYNECOLOGY 

Following  the  Annual 
Meeting  and  completion  of 
the  Part  II  Examinations  of 
the  American  Board  of  Ob- 
stetrics and  Gynecology,  the 
following  statistics  were  com- 
piled: 

Out  of  the  total  number  of 
471  new  and  reopened  appli- 
cations this  year,  108  were 
postponed  by  the  Credentials 
Committee.  430  candidates 
took  the  Part  I Examina- 
tions, and  of  the  total  of  48 
failures  in  this  group,  25 
were  failures  in  the  Written 
Examinations  and  23  were  in 
Case  Reports.  There  were  a 
total  of  415  candidates  who 


participated  in  the  Part  II 
Examinations.  317  were  cer- 
tified and  99  failed. 

Applications  for  certifica- 
tion for  the  1957  Examina- 
tions are  now  being  accepted. 
All  candidates  are  urged  to 
make  such  application  at  the 
earliest  date  possible.  Dead- 
line date  for  receipt  of  appli- 
cations, new  and  reopened,  is 
October  1. 

Current  Bulletins  outlining 
present  requirements  may  be 
obtained  by  writing  to  the 
Secretary’s  office. 

Robert  L.  Faulkner,  M.D. 

American  Board  of  Ob- 
stetrics and  Gynecology 

2105  Adalbert  Roard 

Cleveland  6,  Ohio 


ICS  TO  HOLD 
ANNUAL  CONGRESS 

The  21st  Annual  Congress 
of  the  United  States  and 
Canadian  Sections,  Inter- 
national College  of  Surgeons, 
will  be  held  in  the  Palmer 
House,  Chicago,  September 
9-13.  The  meeting  will  be  at- 
tended by  surgical  celebrities 
from  many  foreign  countries 
as  well  as  from  all  parts  of 
the  United  States  and 
Canada. 

The  International  House  of 
Delegates  also  will  meet  in 
the  morning  of  the  opening 
day,  Sunday.  In  the  after- 
noon, the  House  of  Delegates 
of  the  United  States  Section 
will  convene  for  the  biannual 
election  of  officers  and  for 
other  business. 

Further  information  may 
be  had  by  writing  to  the  Sec- 
retariat, International  Col- 
lege of  Surgeons,  1516  Lake 
Shore  Drive,  Chicago  10,  Ill- 
inois. 
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Transactions  of  the  South  Dakota 
State  Medical  Association 
Seventy-Fifth  Annual  Session 
June  2,  3,  4,  5,  6,  1956 


OFFICERS,  1956-57 
President 

A.  P.  Peeke,  M.D Volga 

President-Elect 

M.  M.  Morrissey,  M.D Pierre 

Vice-President 

F.  F.  Pfister,  M.D Webster 

Secretary-Treasurer 

A.  P.  Reding,  M.D Marion 

AMA  Delegate 

A.  A.  Lampert,  M.D Rapid  City 

Speaker  of  the  House 

C.  R.  Stoltz,  M.D Watertown 

Alternate  Delegate  to  AMA 

A.  P.  Reding,  M.D Marion 

Chairman  of  the  Council 

Magni  Davidson,  M.D Brookings 

COUNCILORS 
First  District  (Aberdeen) 

P.  V.  McCarthy,  M.D.  (1959) Aberdeen 

Second  District  (Watertown) 

J.  J.  Stransky,  M.D.  (1959) Watertown 

Third  District  (Madison) 

Magni  Davidson,  M.D.  (1957) Brookings 

Fourth  District  (Pierre) 

L.  C.  Askwig,  M.D.  (1957) Pierre 

Fifth  District  (Huron) 

B.  T.  Lenz,  M.D.  (1957) Huron 

Sixth  District  (Mitchell) 

B.  R.  Skogmo,  M.D.  (1957) _„Mitchell 

Seventh  District  (Sioux  Falls) 

C.  J.  McDonald,  M.D.  (1957) Sioux  Falls 

Eighth  District  (Yankton) 

T.  H.  Sattler,  M.D.  (1959) Yankton 

Ninth  District  (Black  Hills) 

J.  D.  Bailey,  M.D.  (1958) Rapid  City 

Tenth  District  (Rosebud) 

R.  J.  Quinn,  M.D.  (1958) Burke 

Eleventh  District  (Northwest) 

G.  C.  Torkildson,  M.D.  (1958) McLaughlin 

Twelfth  District  (Whetstone) 


STANDING  COMMITTEES 
Scientific  Work 

A.  P.  Peeke,  M.D.,  Chr Volga 

M.  M.  Morrissey,  M.D Pierre 

F.  F.  Pfister,  M.D Webster 

A.  P.  Reding,  M.D Marion 

Public  Policy  & Legislation 

A.  P.  Peeke,  M.D.,  Chr Volga 

F.  F.  Pfister,  M.D Webster 

L.  C.  Askwig,  M.D Pierre 

Publications 

R.  G.  Mayer,  M.D.,  Chr.  (1957) Aberdeen 

R.  E.  Van  Demark,  M.D.  (1958)  .....Sioux  Falls 
T.  H.  Sattler,  M.D.  (1959) Yankton 

Medical  Defense 

A.  P.  Reding,  M.D.,  Chr.  (1958) Marion 

D.  R.  Mabee,  M.D.  (1957) Mitchell 

Russell  Orr,  M.D.  (1959) Sioux  Falls 

Medical  School  Affairs 
Medical  Education  and  Hospitals 

C.  B.  McVay,  M.D.,  Chr.  (1957) Yankton 

H.  Russell  Brown,  M.D.  (1957) Watertown 

Ronald  Price,  M.D.  (1958) Armour 

F.  D.  Gillis,  Jr.,  M.D.  (1958) Mitchell 

W.  H.  Saxton,  M.D.  (1959) Huron 

F.  R.  Williams,  M.D.  (1959) Rapid  City 

Medical  Economics 

M.  Davidson,  M.D.,  Chr.  (1958) Brookings 

R.  H.  Hayes,  M.D.  (1957) Winner 

Abner  Willen,  M.D.  (1959) Clark 

Necrology 

J.  B.  Janis,  M.D.,  Chr.  (1957) Hoven 

D.  J.  Glood,  M.D.  (1958) Viborg 

M.  D.  Faul,  M.D.  (1959) Lead 

Public  Health 

R.  K.  Rank,  M.D.,  Chr.  (1959) Aberdeen 

F.  C.  Totten,  M.D.  (1958) Lemmon 

G.  J.  Van  Heuvelen,  M.D.  (1957) Pierre 
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SUB  COMMITTEES 
Cancer 

P.  V.  McCarthy,  M.D.,  Chr.  (1957)  . Aberdeen 

W.  A.  Geib,  M.D.  (1958) Rapid  City 

J.  V.  McGreevy,  M.D.  (1959) Sioux  Falls 

Tuberculosis 

W.  L.  Meyer,  M.D.,  Chr.  (1957) Sanator 

R.  G.  Mayer,  M.D.  (1958) Aberdeen 

Saul  Friefeld,  M.D.  (1959) Brookings 

Maternal  & Child  Welfare 

Brooks  Ranney,  M.D.,  Chr.  (1959) Yankton 

W.  E.  Van  Demark,  M.D.  (1957) Sioux  Falls 

L.  W.  Tobin,  M.D.  (1958) Mitchell 

Diabetes 

D.  R.  Nelimark,  M.D.,  Chr.  (1957) Mitchell 

E.  W.  Sanderson,  M.D.  (1958) Sioux  Falls 

M.  E.  Sanders,  M.D.  (1959) Redfield 

Executive  Committee 

A.  P.  Peeke,  M.D.,  Chr Volga 

M.  M.  Morrissey,  M.D Pierre 

F.  F.  Pfister,  M.D Webster 

C.  R.  Stoltz,  M.D Watertown 

A.  P.  Reding,  M.D Marion 

Magni  Davidson,  M.D Brookings 

Grievance  Committee 

L.  J.  Pankow,  M.D.,  Chr.  (1957) Sioux  Falls 

R.  E.  Jernstrom,  M.D.  (1958) Rapid  City 

D.  A.  Gregory,  M.D.  (1959) Milbank 

A.  W.  Spiry,  M.D.  (1960) Mobridge 

D.  S.  Baughman,  M.D.  (1961) Madison 

Mental  Health 

George  Smith,  M.D.,  Chr.  (1957)._..Sioux  Falls 

E.  S.  Watson,  M.D.  (1958) Brookings 

M.  R.  Gelber,  M.D.  (1957) Aberdeen 

Clark  Johnson,  M.D.  (1958) Yankton 

R.  C.  Knowles,  M.D.  (1959) Sioux  Falls 

H.  E.  Davidson,  M.D.  (1959) Lead 

Benevolent  Fund 

Wm.  Donahoe,  M.D.,  Chr.  (1957).__.Sioux  Falls 
J.  C.  Hagin,  M.D.  (1958) Miller 

F.  C.  Totten,  M.D.  (1959) Lemmon 

Rheumatic  Fever  & Heart  Disease 

J.  Argabrite,  M.D.,  Chr.  (1958) Watertown 

H.  W.  Farrell,  M.D.  (1957) Sioux  Falls 

B.  T.  Lenz,  M.D.  (1959) Huron 

SPECIAL  COMMITTEES 
Radio  Broadcasts 

J.  J.  Stransky,  M.D.,  Chr Watertown 

J.  P.  Steele,  M.D Yankton 

J.  C.  Rodine,  M.D Aberdeen 

Robert  Olson,  M.D Sioux  Falls 

R.  C.  Jahraus,  M.D Pierre 

F.  D.  Leigh,  M.D Huron 

Wm.  Fritz,  M.D Mitchell 


P.  H.  Koren,  M.D Rapid  City 

American  Medical 
Education  Foundation 

A.  P.  Reding,  M.D.,  Chr Marion 

A.  A.  Lamport,  M.D Rapid  City 

O.  J.  Mabee,  M.D Mitchell 

H.  L.  Saylor,  Jr.,  M.D Huron 

S.  F.  Sherrill,  M.D Belle  Fourche 

Editorial 

R.  G.  Mayer,  M.D.,  Chr Aberdeen 

W.  E.  Jones,  M.D Sturgis 

Harold  Lowe,  M.D Mobridge 

Amos  Michael,  M.D Vermillion 

Mary  Price,  M.D Armour 

T.  W.  Ruel,  M.D Watertown 

R.  E.  Van  Demark,  M.D Sioux  Falls 

G.  J.  Van  Heuvelen,  M.D Pierre 

H.  R.  Wold,  M.D Madison 

Medical  Licensure 

F.  F.  Pfister,  M.D.,  Chr Webster 

Magni  Davidson,  M.D Brookings 

C.  E.  Kemper,  M.D Viborg 

Veterans  Administration  & Military  Affairs 

L.  C.  Askwig,  M.D.,  Chr Pierre 

M.  R.  Gelber,  M.D Aberdeen 

F.  F.  Pfister,  M.D Webster 

G.  H.  Steele,  M.D Aberdeen 

Spafford  Memorial  Fund 

T.  E.  Eyres,  M.D Vermillion 

Prepayment  & Insurance  Plans 

C.  J.  McDonald,  M.D.,  Chr Sioux  Falls 

D.  H.  Breit,  M.D Sioux  Falls 

Paul  Hohm,  M.D Huron 

E.  A.  Johnson,  M.D Milbank 

A.  A.  Lamport,  M.D Rapid  City 

Robert  Monk,  M.D Yankton 

National  Legislation 

A.  P.  Peeke,  M.D.,  Chr Volga 

M.  M.  Morrissey,  M.D Pierre 

F.  F.  Pfister,  M.D Webster 

A.  A.  Lamport,  M.D Rapid  City 

A.  P.  Reding,  M.D Marion 

Rural  Medical  Service 
A.  P.  Peeke,  M.D.,  Chr Volga 

G.  J.  Bloemendaal,  M.D Ipswich 

E.  F.  Kalda,  M.D Platte 

Nursing  Training 

R.  A.  Buchanan,  M.D.,  Chr Huron 

J.  A.  Muggly,  M.D Madison 

C.  L.  Vogele,  M.D Aberdeen 

Workmen's  Compensation 
J.  N.  Hamm,  M.D.,  Chr Sturgis 

H.  R.  Lewis,  M.D Mitchell 

R.  Giebink,  M.D Sioux  Falls 
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Blood  Banks 

W.  A.  Geib,  M.D.,  Chr Rapid  City 

R.  L.  Carefoot,  M.D Huron 

A.  K.  Myrabo,  M.D Sioux  Falls 

Rehabilitation  Committee 

M.  M.  Morrissey,  M.D.,  Chr Pierre 

A.  A.  Lampert,  M.D Rapid  City 

R.  E.  Van  Demark,  M.D Sioux  Falls 

H.  E.  Ahrlin,  M.D Rapid  City 

Paul  Bunker,  M.D Aberdeen 

Press  Radio  Committee 
R.  E.  Jernstrom,  M.D.,  Chr Rapid  City 

E.  A.  Rudolph,  M.D Aberdeen 

Steve  Brzica,  M.D ... Sioux  Falls 

Care  of  the  Indigent 

H.  P.  Adams,  M.D.,  Chr Huron 

A.  P.  Peeke,  M.D Volga 

H.  Russell  Brown,  M.D Watertown 

F.  F.  Pfister,  M.D Webster 

P.  V.  McCarthy,  M.D Aberdeen 

E.  J.  Perry,  M.D Redfield 

F.  C.  Totten,  M.D Lemmon 

W.  A.  Delaney,  Jr.,  M.D Mitchell 

Committee  to  Study  Coroners  Law 

W.  A.  Geib,  M.D.,  Chr Rapid  City 

M.  M.  Morrissey,  M.D Pierre 

R.  H.  Hayes,  M.D Winner 

Committee  on  Civil  Defense 

L.  C.  Askwig,  M.D.,  Chr Pierre 

N.  E.  Mattox,  M.D. Deadwood 

G.  J.  Bloemendaal,  M.D Ipswich 

Commission  for  Improvement  of  Patient  Care 

R.  Delaney,  M.D.  (1957) Mitchell 

M.  Sanders,  M.D.  (1957) Redfield 

C.  L.  Vogele,  M.D.  (1958) Aberdeen 

C.  F.  Gryte,  M.D.  (1958) Huron 

J.  A.  Muggly,  M.D.  (1959) Madison 

R.  A.  Buchanan,  M.D.  (1959) Huron 

Committee  on  School  Health 

R.  G.  Mayer,  M.D.,  Chr Aberdeen 

N.  E.  Wessman,  M.D Sioux  Falls 

David  Buchanan,  M.D Huron 

Committee  on  Budget  & Audit 

M.  M.  Morrissey,  M.D.,  Chr Pierre 

A.  P.  Reding,  M.D Marion 

M.  Davidson,  M.D Brookings 

Medical-Legal  Conference  Committee 

C.  Swanson,  M.D Pierre 

T.  Hohm,  M.D Huron 

P.  P.  Brogdon,  M.D Mitchell 


COUNCIL  MEETING 
Sherman  Hotel,  Aberdeen,  S.  Dak. 

June  2,  1956 

The  first  meeting  of  the  Council  of  the  South 
Dakota  State  Medical  Association  was  called  to 
o'Irder  at  4:00  p.  m.,  June  2,  1956,  by  Dr.  Paul  V. 
McCarthy,  chairman. 

The  following  were  present:  Dr.  A.  P.  Peeke,  Dr. 
M.  M.  Morrissey,  Dr.  A.  P.  Reding,  Dr.  A.  A.  Lam- 
pert, Dr.  R.  A.  Buchanan,  Dr.  A.  W.  Spiry,  Dr. 
P.  V.  McCarthy,  Dr.  C.  R.  Stoltz,  Dr.  Magni  David- 
son, Dr.  L.  C.  Askwig,  Dr.  B.  T.  Lenz,  Dr.  B.  R. 
Skogmo,  Dr.  C.  J.  McDonald,  Dr.  R.  J.  Quinn,  Dr. 
G.  C.  Torkildson,  and  Dr.  F.  F.  Pfister,  comprising 
a quorum. 

The  minutes  of  the  last  meeting  were  read  by 
the  executive  secretary.  Motion  made  by  Dr.  A.  P. 
Peeke  and  seconded  by  Dr.  M.  Davidson  that  these 
minutes  be  accepted.  Motion  carried. 

OLD  BUSINESS 

Report  of  activities  adopted  at  last  Council  meet- 
ing given  by  Mr.  Foster. 

NEW  BUSINESS 

Suggested  that  the  Committee  which  the  Legal 
Profession  wishes  appointed  to  work  with  them  be 
appointed  by  the  new  President. 

Motion  made  by  Dr.  Peeke  and  seconded  by  Dr. 
Spiry  that  $100.00  be  contributed  to  the  University 
of  South  Dakota  Medical  School  Endowment  Fund 
in  memory  of  Dr.  Robbins  and  $100.00  also  be  con- 
tributed to  the  University  of  South  Dakota  Medical 
School  Endowment  Fund  in  memory  of  Dr.  F.  D. 
Gillis,  Sr.  Motion  carried. 

Mr.  Foster  read  the  proposed  budget  and  last 
year’s  audit.  Motion  made  by  Dr.  M.  Morrissey 
that  the  Auditor’s  Report  on  operations  of  the 
South  Dakota  State  Medical  Association  for  the 
year  ending  April  30,  1956,  be  accepted.  Motion 
seconded  and  carried. 

COMBINED  OPERATING  BUDGET 
1956-1957 


INCOME 

State  Dues  $31,250.00 

Annual  Meeting  2,700.00 

AMA  Dues  11,500.00 

Miscellaneous  (Journal)  750.00 

Miscellaneous  (General)  200.00 

Interest  120.00 

Advertising  (Journal)  20,000.00 

Subscriptions  1,200.00 

Group  Life  Premiums  24,000.00 


DISBURSEMENTS 

Salary-Executive  Secretary  $9,600.00 
Salary-Other  5,200.00 

Rent  350.00 

Telephone  & Telegraph  1,000.00 

Office  & Operating  Expense 
Association  $1,800.00 

Journal  2,000.00 

Group  Life  350.00 


$91,720.00 


22,150.00 

Legal  & Audit  600.00 

Dues  & Subscriptions  1,000.00 

Officers  & Councilors  Travel  2,500.00 
Executive  Secretary’s  Travel  2,500.00 
Annual  Meeting  1,000.00 

Public  Relations  1,500.00 

AMA  Dues  11,500.00 

Postage 

Association  $350.00 

Journal  300.00 

Group  Life  50.00 


Benevolent  Fund 
Social  Security 
Taxes 


700.00 

400.00 

220.00 
80.00 
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Group  Life  Payment-Union 

Central  23,280.00 

Insurance  70.00 

Expense  Account — Journal  200.00 
Legislative  Expense 
State  $2,600.00 

National  1,200.00 


3,800.00 


Transfer  to  Reserve  1,000.00 

Auxiliary  Newsletter  500.00 

Loan  to  N.  Central  Blood 

Banks  500.00 

Endowment  Memorial  200.00 

*Air  Condition  1,850.00 


$91,700.00 

*Altered  by  action  of  the  Executive  Committee 
June  8,  1956. 

Motion  made  by  Dr.  M.  Morrissey  and  seconded 
by  Dr.  A.  Peeke  that  the  proposed  combined  opera- 
ting budget  for  the  year  1956-1957  be  accepted. 
Motion  carried. 

Motion  made  by  Dr.  B.  R.  Skogmo  and  seconded 
by  Dr.  C.  Stoltz  that  adequate  air  conditioning  for 
the  State  Office  at  Sioux  Falls  be  provided.  Mo- 
tion amended  by  Dr.  Buchanan  and  seconded  by 
Dr.  M.  Davidson  that  the  cost  not  exceed  $1,000.00. 
Amendment  accepted  by  Dr.  Skogmo  and  motion 
carried. 

Motion  made  by  Dr.  M.  Morrissey  and  seconded 
by  Dr.  M.  Davidson  that  the  proposed  Budget  for 
1956-1957  be  adopted  as  amended.  Motion  carried. 

Motion  made  by  Dr.  M.  Davidson  that  Legisla- 
tion concerning  use  of  fluoroscopic  shoe  fitting 
devices  and  control  of  radio-active  isotopes  be  re- 
ferred to  the  Legislative  Committee.  Motion  sec- 
onded and  carried. 

Resolution  No.  15  on  Establishment  of  Cancer 
Commissions  by  State  Medical  Societies  from  Pro- 
ceedings of  the  House  of  Delegates  of  the  American 
Medical  Association  at  Boston,  Mass.,  Nov.  29 — Dec. 
1,  1955,  read  by  Mr.  John  Foster.  Motion  made  by 
Dr.  Peeke  and  seconded  by  Dr.  Sattler  that  the 
Council  approve  this  Resolution  and  that  it  be  re- 
ferred to  the  Cancer  Committee.  Motion  carried. 

Motion  made  by  Dr.  Buchanan  and  seconded  by 
Dr.  Pfister  that  Dr.  Ohlmacher  be  given  the  Dis- 
tinguished Service  Award.  Motion  carried. 

Motion  made  by  Dr.  Peeke  and  seconded  by  Dr. 
Spiry  that  $50.00  be  reappropriated  for  expense  of 
a delegate  to  the  Annual  Student  American  Med- 
ical Association  meeting  in  Chicago.  Motion  car- 
ried. 

Motion  made  by  Dr.  A.  Lampert  and  seconded  by 
Dr.  Peeke  that  the  material  from  the  Medical 
School  Affairs  Committee  regarding  the  25%  in- 
crease in  the  salary  budget  for  the  Medical  School 
be  made  available  to  the  Reference  Committee. 
Motion  carried. 

It  was  recommended  that  persons  receiving  the 
Distinguished  Service  Award  be  listed  for  publica- 
tion. 

Meeting  adjourned  at  5:30  p.  m. 


SECOND  COUNCIL  MEETING 
South  Dakota  State  Medical  Association 
Civic  Arena,  Aberdeen,  South  Dakota 

The  meeting  of  the  Council  was  held  following 
the  annual  banquet  of  the  North  & South  Dakota 
Medical  Meeting  at  the  Civic  Arena,  Aberdeen, 
South  Dakota,  June  4,  1956. 

The  meeting  of  the  council  was  called  to  order 
by  Dr.  A.  P.  Peeke,  President. 

Dr.  Magni  Davidson  was  nominated  by  Dr. 
Pfister  as  chairman  of  the  Council,  seconded  by 
Dr.  McCarthy.  Motion  carried. 


The  following  members  answered  Roll  Call: 


A.  P.  Peeke,  M.D. 

M.  M.  Morrissey,  M.D. 
F.  F.  Pfister,  M.D. 

A.  P.  Reding,  M.D. 

A.  A.  Lampert,  M.D. 
C.  R.  Stoltz,  M.D. 

A.  W.  Spiry,  M.D. 

P.  V.  McCarthy,  M.D. 


G.  C.  Torkildson,  M.D. 
T.  H.  Sattler,  M.D. 

R.  J.  Quinn,  M.D. 
Magni  Davidson,  M.D. 

B.  T.  Lenz,  M.D. 

L.  C.  Askwig,  M.D. 

C.  J.  McDonald,  M.D. 


Dr.  Lampert  moved  that  the  reading  of  the 
minutes  be  dispensed  with,  seconded  by  Dr.  Pfister. 
Motion  carried. 

Dr.  J.  J.  Stransky  was  nominated  by  Dr.  Mc- 
Carthy as  Councillor  from  the  2nd  District  Medical 
Society,  seconded  by  Dr.  Stoltz.  Motion  carried. 

Dr.  J.  D.  Bailey  was  nominated  by  Dr.  McCarthy 
as  Councillor  from  the  9th  District  Medical  Society, 
seconded  by  Dr.  Sattler.  Motion  carried. 

It  was  announced  that  a new  councillor  from  the 
Whetstone  Valley  District  would  have  to  be  elected 
to  fill  the  unexpired  term  of  Dr.  Pfister.  It  was 
suggested  that  this  be  deferred  until  the  next 
Council  meeting. 

Motion  made  by  Dr.  McDonald  and  seconded  by 
Dr.  McCarthy  that  the  South  Dakota  State  Medical 
Association  sponsor  the  AAPS  Essay  Contest  next 
year.  Motion  carried. 

Motion  made  by  Dr.  Lampert  that  Mr.  Foster  be 
retained  as  Executive  Secretary  for  a term  of  five 
years  at  the  salary  stipulated  in  the  current  budget, 
seconded  by  Dr.  Morrissey.  Motion  carried. 

Motion  made  by  Dr.  Stoltz  to  adjourn.  Motion 
carried. 


FIRST  MEETING  OF  HOUSE  OF  DELEGATES 
June  2,  1956 

The  meeting  of  the  House  of  Delegates  of  the 
South  Dakota  State  Medical  Association  was  held 
in  the  Mexican  Room  of  the  Sherman  Hotel,  Aber- 
deen, South  Dakota,  8:00  p.  m.,  June  2,  1956. 

The  meeting  was  called  to  order  by  the  Speaker 
of  the  House,  Dr.  R.  A.  Buchanan. 

Roll  call  was  taken  by  Mr.  Foster  with  the  fol- 
lowing present:  Dr.  A.  P.  Peeke,  Dr.  M.  M.  Morris- 
sey, Dr.  A.  P.  Reding,  Dr.  A.  A.  Lampert,  Dr.  R.  A. 
Buchanan,  Dr.  A.  W.  Spiry,  Dr.  P.  V.  McCarthy, 
Dr.  C.  R.  Stoltz,  Dr.  Magni  Davidson,  Dr.  L.  C. 
Askwig,  Dr.  B.  T.  Lenz,  Dr.  B.  R.  Skogmo,  Dr.  C.  J. 
McDonald,  Dr.  T.  H.  Sattler,  Dr.  R.  J.  Quinn,  Dr. 
G.  C.  Torkildson,  Dr.  F.  F.  Pfister,  Dr.  J.  N.  Berbos, 
Dr.  J.  Anderson,  Dr,  C.  L.  Swanson,  Dr.  F.  D.  Leigh, 
Dr.  M.  W.  Pangburn,  Dr.  H.  R.  Lewis,  Dr.  W.  Jones, 
Dr.  A.  K.  Myrabo,  Dr.  F.  C.  Kohlmeyer,  Dr.  John 
McGreevy,  Dr.  Marian  Auld,  Dr.  Wayne  Geib,  Dr. 
J.  N.  Hamm,  Dr.  F.  C.  Totten,  Dr.  C.  A.  Johnson, 
comprising  a quorum. 

Dr.  D.  J.  Halliday,  President  of  the  North  Dakota 
State  Medical  Association  was  introduced  by  Dr. 
Buchanan.  Dr.  Halliday  responded  and  read  the 
following  resolution: 

WHEREAS,  F.  Daniels  Gillis,  M.D.,  President 
of  the  South  Dakota  Medical  Association  has  for 
the  past  several  years  served  his  profession,  his 
State  and  Nation  with  unsurpassed  skill  and  dig- 
nity, and 

WHEREAS,  Doctor  Gillis  has  put  in  much  time 
and  effort  in  plans  and  preparations  for  the  75th 
Anniversary  of  the  South  Dakota  and  North 
Dakota  State  Medical  Associations,  and 

WHEREAS,  the  untimely  passing  of  this  leader 
in  South  Dakota  medicine  has  deprived  this 
meeting  of  his  inspired  leadership, 

NOW,  THEREFORE  BE  IT  RESOLVED,  that 
the  House  of  Delegates  of  the  North  Dakota  State 
Medical  Association  extend  to  the  family,  his 
colleagues,  and  his  Association,  our  sincere  sym- 
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pathy  in  their  loss  and  ours. 

Signed:  C.  H.  Peters,  M.D. 

Chairman,  Committee  on  Resolutions 
Motion  made  by  Dr.  Stoltz  and  seconded  by  Dr. 
McDonald  that  the  reading  of  the  minutes  of  the 
last  meeting  be  dispensed  with  as  they  have  been 
published.  Motion  carried. 

Motion  made  by  Dr.  McDonald  and  seconded  by 
Dr.  Skogmo  that  the  reading  of  the  Reports  of 
Committees  be  dispensed  with  as  they  appear  in 
the  delegates  handbook. 

The  following  Reference  Committee  appoint- 
ments were  made  by  Dr.  Buchanan: 

51  Credentials:  Dr.  G.  Torkildson,  Chairman,  Dr. 

F.  D.  Leigh,  Dr.  R.  J.  Quinn 

52  Officers  and  Councillors:  Dr.  W.  Jones,  Chair- 

man, Dr.  F.  C.  Kohlmeyer,  Dr.  C.  A.  John- 
son 

53  Resolutions  and  Memorials:  Dr.  A.  K.  Myrabo, 

Chairman,  Dr.  C.  A.  Johnson,  Dr.  A. 
Reding 

54  Standing  Committees:  Dr.  J.  McGreevy, 

Chairman,  Dr.  C.  J.  Clark,  Dr.  B.  Lenz 

55  Special  Committees  and  Miscellaneous  Bus- 

iness: Dr.  W.  Geib,  Chairman,  Dr.  T.  Sal- 
tier, Dr.  H.  Lewis 

56  Nominating  Committee:  Dr.  F.  Pfister,  Chair- 

man, Dr.  Berbos,  Dr.  C.  Stoltz,  Dr.  J.  An- 
derson, Dr.  C.  L.  Swanson,  Dr.  M.  Pang- 
burn,  Dr.  B.  R.  Skogmo,  Dr.  C.  J.  Mc- 
Donald, Dr.  Marian  Auld,  Dr.  J.  Hamm, 
Dr.  R.  J.  Quinn,  Dr.  A.  W.  Spiry 

57  Constitution  and  By-Laws:  Dr.  Askwig, 

Chairman,  Dr.  M.  Davidson,  Dr.  A.  Lam- 
pert 

NEW  BUSINESS 
Honorary  Members 

Motion  made  by  Dr.  Swanson  and  seconded  by 
Dr.  Pfister  that  Dr.  Wilkinson,  Highmore,  South 
Dakota,  Fourth  Medical  District,  be  nominated  as 
an  honorary  member.  Motion  carried. 

General  Practitioner  of  the  Year 
The  following  doctors  were  nominated:  Dr.  G. 
Landmann,  Dr.  D.  S.  Baughman  and  Dr.  M.  E. 
Cogswell.  This  matter  was  referred  to  the  Creden- 
tials Committee. 

The  following  Resolution  from  the  Eighth  Dis- 
trict was  read  by  Marian  Auld: 

“That  South  Dakota  Medical  Association  sponsor 
and  develop  a program  of  farm  safety.  This  pro- 
gram could  be  patterned  after  several  other  states 
which  have  effectively  developed  such  a program 
(Iowa). 

This  resolution  was  referred  to  Special  Com- 
mittee on  Miscellaneous  Business. 

A second  resolution  was  read  by  Dr.  Marian  Auld 
from  the  Eighth  Medical  District: 

“That  the  By-Laws  be  amended  to  give  interns 
and  residents  who  are  serving  approved  intern- 
ships and  residencies  in  the  State  of  South  Dakota 
courtesy  membership  without  charge  during  the 
time  of  their  internship  and/or  residency.  They 
shall  enjoy  all  the  privileges  of  the  South  Dakota 
Medical  Association  but  shall  not  vote  or  hold 
office.” 

This  resolution  was  referred  to  the  Reference 
Committee  on  Constitution  and  By-Laws. 

Mr.  Foster  brought  up  the  matter  that  the  Coun- 
cil had  considered  a Fall  Hunters’  Medical  Meet- 
ing. A letter  was  sent  to  each  District  Society  ask- 
ing them  to  give  it  some  consideration  and  thought. 
This  letter  was  read  by  Mr.  Foster.  This  matter 
was  referred  to  the  Reference  Committee  on  Mis- 
cellaneous Business. 

Dr.  Stoltz  introduced  the  following  resolution: 

WHEREAS,  the  Blue  Shield  resolution  passed 
by  the  House  of  Delegates  on  May  5,  1956,  has 
considerable  general  opposition  throughout  the 
medical  profession  of  this  state,  especially  in  re- 
gard to  the  service  benefit  feature  of  the  pro- 


posed plan,  and 

WHEREAS,  difficulties  have  developed  in  Blue 
Shield  plans  in  areas  surrounding  South  Dakota 
and  these  difficulties  have  been  primarily  in  re- 
gard to  the  service  benefit  features  of  these 
plans,  and 

WHEREAS,  a good  number  of  Blue  Shield 
plans  in  operation  in  the  United  States  with  med- 
ical society  approval  are  cash  indemnity  plans, 
this  proportion  being  approximately  one-third  of 
all  Blue  Shield  plans, 

NOW,  THEREFORE,  LET  IT  BE  RESOLVED 
that  the  Blue  Shield  plan  being  formulated  in 
this  state  be  limited  to  a cash  indemnity  plan  of 
medical  and  surgical  insurance. 

Motion  made  by  Dr.  W.  Geib  and  seconded  by 
Dr.  A.  Peeke  that  this  resolution  be  tabled.  Motion 
carried. 

The  following  resolution  was  presented  by  Dr. 
Kohlmeyer  of  the  Sioux  Falls  District: 

“Proposed  Amendment  to  the  By-Laws  of  the 
South  Dakota  State  Medical  Association,  Chapter 
HI,  House  of  Delegates,  Section  H: 

The  votes  of  all  delegates  of  a component  society 
registered  at  and  whose  credentials  have  been  ac- 
cepted at  a regular  session  may  be  cast  by  a spokes- 
man selected  by  the  component  society’s  delegates. 
Should  any  delegate  of  a component  society  re- 
quest it,  the  Speaker  of  the  House  of  Delegates 
shall  require  that  the  delegates  of  that  component 
society  vote  individually.” 

This  resolution  was  referred  to  the  Special  Com- 
mittee on  Constitution  and  By-Laws. 

Mr.  Harold  Diers  of  Diers  and  Company  spoke  a 
few  minutes,  explaining  the  association’s  group 
loss-of-time  insurance. 

Motion  made  by  Dr.  Stoltz  and  seconded  by  Dr. 
McCarthy  that  the  resolution  adopted  by  the  Coun- 
cil that  Dr.  J.  C.  Ohlmacher  receive  the  Distin- 
guished Service  Award  be  adopted  by  the  House  of 
Delegates.  Motion  carried. 

Motion  made  and  seconded  that  the  meeting  ad- 
journ. Motion  carried. 


SECOND  HOUSE  OF  DELEGATES  MEETING 

A meeting  of  the  House  of  Delegates  of  the  South 
Dakota  State  Medical  Association  was  held  at  2:00 
p.  m.,  June  3,  1956,  in  the  Mexican  Room  of  the 
Sherman  Hotel,  Aberdeen,  South  Dakota. 

The  meeting  was  called  to  order  by  Dr.  R.  A. 
Buchanan,  Speaker  of  the  House. 

Roll  call  was  taken  by  Mr.  Foster  with  the  fol- 
lowing present:  Drs.  A.  P.  Peeke,  M.  M.  Morrissey, 
A.  P.  Reding,  A.  A.  Lampert,  R.  A.  Buchanan, 
A.  W.  Spiry,  P.  V.  McCarthy,  C.  R.  Stoltz,  Magni 
Davidson,  L.  C.  Askwig,  B.  T.  Lenz,  B.  R.  Skogmo, 
C.  J.  McDonald,  T.  H.  Sattler,  R.  J.  Quinn,  G.  C. 
Torkildson,  F.  F.  Pfister,  Carson  B.  Murdy,  J.  N. 
Berbos,  A.  Willen,  C.  J.  Clark,  James  Anderson, 
F.  Leigh,  M.  W.  Pangburn,  H.  L.  Lewis,  W.  Jones, 
A.  K.  Myrabo,  J.  McGreevy,  Marian  Auld,  D.  B. 
Reaney,  R.  Boyce,  Wayne  Geib,  J.  N.  Hamm,  T.  E. 
Mead,  C.  A.  Johnson,  F.  C.  Totten,  comprising  a 
quorum. 

The  minutes  of  the  last  meeting  were  read  by 
the  executive  secretary  and  approved  as  read. 

Mr.  Foster  presented  the  proposed  combined 
operating  budget  for  the  year  1956-1957.  Motion 
was  made  by  Dr.  J.  McGreevy  and  seconded  by  Dr. 
A.  Spiry  that  this  budget  be  adopted.  Motion  car- 
ried. 

Dr.  F.  F.  Pfister  presented  the  report  of  the  Nom- 
inating Committee  as  follows: 

President — Dr.  A.  P.  Peeke 
President-Elect — Dr.  M.  M.  Morrissey 
Vice-President — Dr.  F.  F.  Pfister 
Speaker  of  the  House — Dr.  C.  R.  Stoltz 
AMA  Delegate — Dr.  A.  A.  Lampert 
Alternate  AMA  Delegate — Dr.  A.  P.  Reding 
Councilors: 
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First  District — Dr.  P.  V.  McCarthy 
Second  District — Dr.  C.  R.  Stoltz 
Fourth  District — Dr.  L.  C.  Askwig 
Eight  District — Dr.  T.  Sattler 

Meeting  place  selected  for  1957  last  year — Sioux 
Falls. 

Meeting  place  for  1958 — Huron  and  Rapid  City. 

Motion  made  by  Dr.  Stoltz  and  seconded  by  Dr. 
Spiry  that  nominations  for  President-Elect  be 
closed  and  a unanimous  ballot  be  cast  for  Dr.  Mor- 
rissey. Motion  carried. 

Motion  made  by  Dr.  Pangburn  and  seconded  by 
Dr.  Clark  that  nominations  for  Vice-President  be 
closed  and  a unanimous  ballot  be  cast  for  Dr. 
Pfister.  Motion  carried. 

Motion  made  by  Dr.  M.  Davidson  and  seconded 
by  Dr.  Clark  that  nominations  for  Speaker  of  the 
House  be  closed  and  a unanimous  ballot  be  cast 
for  Dr.  Stoltz.  Motion  carried. 

Motion  made  by  Dr.  Stoltz  and  seconded  by  Dr. 
Spiry  that  nominations  for  AMA  Delegate  for  a 
term  of  two  years  be  closed  and  a unanimous  ballot 
be  cast  for  Dr.  Lamport.  Motion  carried. 

Motion  made  by  Dr.  Sattler  and  seconded  by  Dr. 
Pfister  that  nominations  for  Alternate  AMA  Dele- 
gate be  closed  and  a unanimous  ballot  be  cast  for 
Dr.  Reding.  Motion  carried. 

Motion  made  by  Dr.  Spiry  and  seconded  by  Dr. 
Clark  that  nominations  for  Councilor  from  the 
First  District  be  closed  and  a unanimous  ballot  be 
cast  for  Dr.  McCarthy.  Motion  carried. 

Motion  made  by  Dr.  Morrissey  and  seconded  by 
Dr.  Davidson  that  nominations  for  Councilor  from 
the  Fourth  District  be  closed  and  a unanimous  bal- 
lot be  cast  for  Dr.  Askwig.  Motion  carried. 

Motion  made  by  Dr.  Davidson  and  seconded  by 
Dr.  Reding  that  nominations  for  Councilor  from 
the  Eighth  District  be  closed  and  a unanimous 
ballot  be  cast  for  Dr.  Sattler.  Motion  carried. 

Motion  made  by  Dr.  Sattler  that  Dr.  Stoltz’  nom- 
ination as  Councilor  from  the  Second  District  be 
voted  on  and  whatever  action  necessary  be  taken 
by  the  Council.  No  second.  Motion  lost. 

Dr.  C.  J.  Clark  was  nominated  by  Dr.  Willen  as 
Councilor  from  the  Second  District.  Motion  made 
by  Dr.  Spiry  and  seconded  by  Dr.  Totten  that  this 
nomination  be  tabled.  Motion  carried. 

Motion  made  by  Dr.  Morrissey  that  vote  be  by 
ballot  for  meeting  place  in  1958.  Dr.  Stoltz  and  Dr. 
Pfister  were  appointed  to  collect  the  ballots. 

Huron — 22  votes 
Rapid  City — 12  votes 
Watertown — 1 vote 

A suggestion  was  made  by  Dr.  P.  V.  McCarthy 
that  expenses  of  State  meetings  should  not  be 
borne  by  the  Host  District  but  that  all  expenses  be 
paid  by  the  State  Association.  Discussion  followed. 
No  action  taken  because  provisions  for  this  had 
been  taken  previously. 

The  report  of  the  Committee  on  Credentials  was 
given  by  Dr.  Torkildson.  Motion  made  by  Dr. 
Torkildson  and  seconded  that  Dr.  G.  Landman  be 
named  General  Practitioner  of  the  Year.  Motion 
carried. 

The  Report  of  the  Reference  Committee  on  Of- 
ficers and  Councilors  was  read  by  Mr.  Foster  in  the 
absence  of  Dr.  Kohlmeyer,  Chairman.  Motion  was 
made  by  Dr.  Jones  and  seconded  by  Dr.  McDonald 
that  this  report  be  adopted.  Motion  carried. 

The  report  of  the  Reference  Committee  on  Reso- 
lutions and  Memorials  was  read  by  Dr.  Myrabo. 
Motion  made  by  Dr.  Myrabo  and  seconded  by  Dr. 
Davidson  that  these  resolutions  be  adopted.  Motion 
carried. 

Motion  made  by  Dr.  McGreevy  and  seconded  by 
Dr.  Peeke  that  the  Committee  Reports  listed  on 
pages  19  to  29  inclusive  in  the  Delegate’s  Handbook 
be  adopted  as  reviewed  by  the  Committee  on 
Standing  Committees.  Motion  carried. 


Dr.  Geib,  Chairman  of  the  Reference  Committee 
on  Miscellaneous  Business,  requested  that  this 
committee’s  report  be  adopted  by  sections.  Motion 
made  by  Dr.  Geib  and  seconded  by  Dr.  Sattler  that 
the  reports  of  the  Committee  on  Radio  Broadcasts 
and  the  AMEF  Committee  be  adopted.  Motion 
carried. 

Motion  made  by  Dr.  Geib  and  seconded  by  Dr. 
Davidson  that  the  Report  of  the  Editorial  Com- 
mittee be  adopted  as  recommended.  Motion  car- 
ried. 

Motion  made  by  Dr.  Geib  and  seconded  by  Dr. 
Peeke  that  the  Reports  of  the  Committees  on  Med- 
ical Licensure,  Veterans  Administration  and  Mili- 
tary Affairs,  Prepayment  and  Insurance  Plans,  Na- 
tional Legislation,  and  Rural  Medical  Service  as 
recommended  be  adopted.  Motion  carried. 

Motion  made  by  Dr.  Geib  and  seconded  by  Dr. 
Lewis  that  the  Report  of  the  Committee  on  Nurs- 
ing Training  be  adopted  as  recommended.  Motion 
carried. 

Motion  made  by  Dr.  Geib  and  seconded  by  Dr. 
Auld  that  the  Report  of  the  Committee  on  Work- 
men’s Compensation  be  adopted  as  recommended. 
Motion  carried. 

Motion  made  by  Dr.  Geib  and  seconded  that  the 
Reports  of  the  Committees  on  Blood  Banks,  Press 
Radio  Committee,  Coroner’s  Law,  Committee  on 
Rehabilitation,  Committee  for  1956  Joint  Medical 
Meeting,  Committee  on  School  Health  and  Com- 
mittee on  Care  of  the  Indigent  be  adopted  as 
recommended.  Motion  carried. 

Motion  made  by  Dr.  Geib  and  seconded  that  the 
Reference  Committee’s  report  on  a Hunter’s  Fall 
Medical  Meeting  as  recommended  be  adopted.  Mo- 
tion carried. 

Motion  made  by  Dr.  Geib  and  seconded  by  Dr. 
Davidson  that  this  report  be  adopted  as  a whole. 
Motion  carried. 

Report  of  the  Reference  Committee  on  Constitu- 
tion and  By-Laws  was  given  by  Dr.  Askwig,  Chair- 
man. 

Motion  made  by  Dr.  Askwig  and  seconded  by 
Dr.  Davidson  that  the  Proposed  Amendment  to 
Chapter  III,  Section  II  be  rejected.  Motion  carried. 

Motion  made  by  Dr.  McCarthy  and  seconded  by 
Dr.  Davidson  that  the  Proposed  Amendment  to 
grant  Courtesy  Membership  to  Interns  and  Resi- 
dents be  voted  on  in  part.  Motion  carried.  Discus- 
sion followed. 

Motion  made  by  Dr.  Askwig  and  seconded  by 
Dr.  Sattler  that  the  House  of  Delegates  grant 
courtesy  memberships  without  charge  to  interns 
and  residents  who  are  serving  approved  intern- 
ships and  residencies  in  the  State  of  South  Dakota. 
Motion  carried. 

Motion  made  by  Dr.  Askwig  and  seconded  that 
also  State  or  Federally  employed  physicians  who 
are  members  of  other  State  Societies,  but  tem- 
porarily stationed  . in  South  Dakota  be  granted 
similar  membership.  They  shall  enjoy  all  the 
privileges  of  the  South  Dakota  Medical  Associa- 
tion, but  shall  not  vote  or  hold  office.  Motion  car- 
ried. 

Motion  made  by  Dr.  Askwig  and  seconded  by  Dr. 
Davidson  that  the  Report  of  Reference  Committee 
on  Constitution  and  By-Laws  be  adopted.  Motion 
carried. 

Motion  made  by  Dr.  Pfister  and  seconded  by  Dr. 
Totten  that  the  State  Society  send  letters  of  con- 
dolence to  Mrs.  F.  D.  Gillis,  Sr.  and  Mrs.  C.  E. 
Robbins.  Motion  carried. 

Dr.  A.  P.  Peeke  was  installed  as  the  new  Presi- 
dent by  Dr.  Buchanan. 

Following  announcements  by  Mr.  Foster,  the 
meeting  adjourned. 


— 288  — 


AUGUST  1956 

PRESIDENTIAL  OATH  OF  OFFICE 

I solemnly  swear  that  I shall  carry  out  the  duties 
of  the  President  of  the  South  Dakota  State  Med- 
ical Association  to  the  best  of  my  ability.  I shall 
strive  constantly  to  maintain  the  ethics  of  the 
medical  profession  and  to  promote  the  public 
health  and  welfare.  I shall  dedicate  myself  and  my 
office  to  improving  health  standards  and  to  the 
task  of  bringing  increasingly  improved  medical 
care  to  the  people  of  South  Dakota.  I shall  uphold 
the  Constitution  of  the  United  States  and  the  Con- 
stitution and  by  laws  of  the  A.M.A.  and  the  South 
Dakota  State  Medical  Association.  I shall  champion 
the  cause  of  freedom  in  medical  practice  and  free- 
dom for  all  my  fellow  Americans. 

I do  solemnly  swear  that  I will  discharge  the 
duties  of  this  office  to  the  best  of  my  ability,  so 
help  me  God. 


REPORTS  OF  OFFICERS 
AND  COUNCILLORS  AS 
ADOPTED  BY  THE  HOUSE 
OF  DELEGATES 

REPORT  OF  THE  PRESIDENT 
To  the  Officers,  Council,  House  of  Delegales  and 
Members  of  the  South  Dakota  State  Medical  Asso- 
ciation: 

Little  did  I realize  when  I took  the  Presidential 
Oath  of  office  that  because  of  a coronary  condition 
I would  have  to  slow  down  when  the  task  was  be- 
coming most  interesting. 

I had  the  pleasure  of  visiting  the  following  dis- 
tricts: Yankton  District  on  June  15,  1955.  On  Aug- 
ust 8,  1955,  attended  the  Black  Hills  District  meet- 
ing with  its  fine  fish  fry  at  Spearfish.  About  120 
doctors  attended  that  meeting.  On  August  18,  1955, 
attended  the  District  meeting  at  Brookings.  On 
August  22,  1955,  attended  the  Pierre  District  Med- 
ical meeting,  at  which  time  I also  represented  our 
Association  at  the  South  Dakota  Workshop  of  the 
Practical  Nurses  Association  at  Pierre  with  a short 
talk.  On  September  24,  1955,  attended  the  Rosebud 
District  meeting  and  was  told  by  our  genial  host. 
Dr.  Quinn,  that  it  was  the  first  time  a president 
had  attended  the  Rosebud  area  in  25  years.  I am 
sure  that  our  presidents  should  make  every  effort 
to  keep  in  touch  with  these  outlying  districts.  On 
September  6,  1955,  attended  the  Watertown  Dis- 
trict meeting  and  at  noon  on  September  7,  1955, 
the  Whetstone  District  meeting  at  Webster.  That 
evening  attended  the  Aberdeen  District  meeting. 
The  following  evening  I had  a fine  visit  with  Past 
President  Spiry  and  later  met  with  the  Northwest 
District  at  the  Bridge  Club  in  Mobridge. 

On  September  15,  1955,  attended  the  District 
Nurses’  meeting  in  Mitchell,  at  which  time  Mr. 
John  Foster  gave  his  interesting  talk  on  Safety.  On 
September  17,  1955,  attended  an  executive  com- 
mittee meeting  at  Huron  in  the  morning,  which 
was  followed  by  a number  of  committee  meetings, 
sitting  in  as  ex-officio  member.  The  Council  meet- 
ing was  attended  that  noon  at  the  Marvin  Hughitt 
Hotel. 

Then  came  a period  of  time  when  I was  unable 
to  attend  any  meetings  until  the  North  Central 
Conference  held  in  St.  Paul,  which  took  place  on 
November  20,  1955.  This  was  another  very  excel- 
lent meeting  and  was  attended  by  a very  large 
group  from  South  Dakota.  This  is  a meeting  mem- 
bers of  the  South  Dakota  Association  should  never 
fail  to  attend.  During  this  time  I sat  in  with  mem- 
bers of  the  Committee  from  both  North  Dakota 
and  South  Dakota  and  helped  organize  our  Joint 
Meeting  to  be  held  in  June,  1956.  On  December  6, 
1955,  attended  the  Sioux  Falls  District  Meeting. 

These  District  meetings  were  a revelation  to  me. 
It  showed  that  most  all  physicians  have  a great  in- 
terest in  the  workings  of  our  State  Medical  Asso- 
ciation. Many  questions  were  asked,  many  crit- 
icisms were  made.  It  was  indeed  a pleasure  to  me 


to  meet  personally  nearly  all  of  the  members  of 
our  State  Association  by  these  visitations. 

On  January  14,  and  15,  1956,  attended  a number 
of  Committee  meetings  held  in  Huron  prior  to  the 
Council  meeting  on  January  15. 

On  January  17,  1956,  I went  on  vacation  to 
Florida.  In  the  latter  part  of  January  I flew  to 
Washington  from  Florida  to  meet  Dr.  Russell 
Brown,  Dr.  A.  A.  Lamport  and  Mr.  John  C.  Foster, 
at  which  time  we  had  a very  interesting  discussion 
with  Dr.  Thomas  Alphin,  the  AMA  Washington 
Director.  That  noon  we  had  lunch  with  Senator 
Karl  Mundt,  Senator  Francis  Case,  Congressman 
Harold  O.  Lovre  and  Congressman  E.  Y.  Berry.  We 
were  received  by  these  Senators  and  Representa- 
tives in  a very  fine  manner.  South  Dakota’s  med- 
ical problems  were  presented  to  them.  Topics  of 
discussion  included  proposed  revisions  in  the  Social 
Security  laws,  medical  care  for  dependents  of 
Service  Men,  Health  Insurance  for  Federal  em- 
ployees, as  well  as  other  proposed  measures  affect- 
ing the  health  of  our  South  Dakotans.  I believe 
we  were  the  37th  state  to  send  such  a delegation  to 
meet  with  their  Congressmen  this  Session.  It  is 
my  firm  belief  that  a similar  representative  group 
from  the  South  Dakota  Medical  Association  should 
make  this  a yearly  event.  It  is  the  best  contact 
possible  to  give  our  Senators  and  Congressmen  on 
our  local  problems  on  Health  Legislation. 

While  in  Florida  I kept  in  close  contact  with  the 
officers  of  our  State  Medical  Association  and  I was 
extremely  pleased  with  the  way  our  organization 
had  carried  on. 

I wish  to  extend  my  sincere  thanks  to  President- 
elect, Dr.  A.  P.  Peeke  of  Volga,  who  represented 
me  at  the  annual  dinner  at  our  State  Medical 
School.  I was  told  he  gave  a very  fine  talk  at  that 
meeting. 

As  I look  back  over  the  past  year,  I definitely 
feel  that  we  as  doctors  have  little  to  complain 
about  in  South  Dakota.  Our  State  Medical  Asso- 
ciation is  being  handled  in  a very  competent  man- 
ner and  my  sincere  thanks  goes  to  all  of  those  who 
have  helped  me  out  so  generously.  The  members 
of  all  committees  have  done  their  work  in  an  ex- 
cellent manner  and  I feel  we  have  a very  smoothly 
run  organization.  Also,  my  sincere  thanks  goes  to 
the  officers  and  the  Executive  Secretary,  John  C. 
Foster,  and  his  entire  staff.  I know  of  no  one  who 
takes  greater  interest  in  the  welfare  of  our  organ- 
ization than  does  Mr.  Foster  and  without  his  able 
assistance  the  president  would  have  a very  severe 
time  for  twelve  solid  months. 

I hereby  respectfully  submit  this  report  to  the 
House  of  Delegates. 

F.  Daniels  Gillis,  M.D. 

President 

The  Committee  has  read  and  approved  the  report  of 
our  late  President,  Dr.  Gillis,  and  feels  that  his  report 
indicates  the  energy  and  devotion  which  he  gave  to  the 
affairs  of  the  State  Medical  Association  even  in  the  last 
year  of  life  granted  him. 


REPORT  OF  PRESIDENT-ELECT 

As  a report  of  the  President-Elect  I wish  to  state 
that  I have  attended  all  the  Council  meetings  and 
I had  the  pleasure  of  attending  the  Medical  Formal 
and  Dance  and  Dinner  at  Vermillion  on  the  29th  of 
March.  I represented  the  South  Dakota  State  Med- 
ical Society.  Dr.  Gillis  was  down  in  Florida  at  the 
time  so  I substituted  for  him.  On  the  5th  of  April 
we  had  a meeting  of  the  House  of  Delegates  and 
Council  to  vote  whether  we  wanted  to  go  into  Blue 
Shield,  and  at  that  meeting  it  was  decided  that  we 
would  go  into  the  Blue  Shield  Plan. 

It  has  been  a pleasure  to  have  served  the  society 
in  this  capacity  this  year. 

Respectfully  submitted, 
Alonzo  P.  Peeke,  M.D. 
President-Elect 

The  Committee  has  read  and  recommended  approval 
of  the  report  of  the  President-Elect. 
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REPORT  OF  VICE-PRESIDENT 

As  your  Vice-President,  I attended  all  of  the 
Council  meetings  except  one.  I could  not  be  pres- 
ent at  the  January  meeting  because  of  a conflicting 
meeting  at  Sanator  of  the  State  Board  of  Charities 
and  Corrections.  I have  found  membership  in  the 
latter  Board  to  be  time  consuming  and  a challenge 
to  my  best  efforts.  I have  kept  in  mind  the  best 
interests  of  organized  medicine  in  the  business  and 
proceedings  of  the  Board. 

Other  duties  that  have  been  brought  to  my  at- 
tention as  Vice-President,  I have  endeavored  to 
handle  in  a satisfactory  manner. 

Sincerely, 

Michael  M.  Morrissey,  M.D. 

Vice-President 

The  Committee  has  read  and  approved  the  report  of 
the  Vice  President. 


REPORT  OF  SECRETARY-TREASURER 

I attended  the  AMA  Meeting  in  Atlantic  City 
last  June.  As  your  Secretary-Treasurer,  I attended 
the  “Conference  of  Presidents  and  Other  Officers 
of  State  Medical  Associations”  held  at  the  Tray- 
more  Hotel,  June  5th. 

The  hi-lite  of  this  conference  was  the  speech  by 
Honorable  John  W.  Bricker,  Senior  Senator  from 
Ohio,  on  “The  Backdoor  to  Socialized  Medicine.” 
Basically,  the  Bricker  Resolution  would  insure  that 
domestic  conditions  and  relations  would  be 
handled  by  normal  domestic  law  and  not  by  in- 
ternational treaty.  It  declares,  in  effect,  that  a 
treaty  cannot  interfere  with  the  states  or  with  the 
congress  in  their  right  to  enact  domestic  legisla- 
tion. Socialized  Medicine  is  easier  by  Ireaiy  law 
than  by  legislation  — a grave  warning  to  all  of 
you. 

As  your  officer,  I attended  all  council  meetings 
with  the  exception  of  the  one  in  January  when  I 
was  “snowed  in”  22  miles  south  of  Huron. 

The  duties  of  my  office  during  the  year  were 
carried  on  with  our  able  and  competent  Executive 
Secretary,  John  C.  Foster,  in  person  or  via  tele- 
phone and  letters. 

While  attending  the  A.A.G.P.  meeting  in  Wash- 
ington, D.  C.,  March  17-22,  I made  a visit  to  Capitol 
Hill  with  F.  F.  Pfister,  M.D.  of  Webster,  and  E.  T. 
Lietzke,  M.D.  of  Beresford.  We  visited  our  Con- 
gressmen Mundt,  Lovre  and  Berry  and  expressed 
our  views  on  the  social  security  bill  HR  7225  as 
well  as  other  problems  pertinent  to  the  medical 
profession. 

A.  P.  Reding,  M.D. 

Secretary-Treasurer 

The  Committee  has  read  and  approved  the  report  of 
the  Secretary-Treasurer. 


REPORT  OF  THE  SPEAKER  OF  THE  HOUSE 

I attended  the  Council  meeting  in  September  in 
Huron.  The  North  Central  Conference  in  St.  Paul 
in  October  and  at  that  time  a meeting  with  repre- 
sentatives from  North  Dakota  concerning  the  joint 
meeting  in  Aberdeen  this  June.  I was  also  in  at- 
tendance at  the  Council  meeting  in  Huron  in  Jan- 
uary. 

Respectfully, 

R.  A.  Buchanan,  M.D. 

Speaker  of  the  House 

The  Committee  has  read  and  approved  the  report  of  the 
Speaker  of  the  House. 


S.  DAKOTA  STATE  MEDICAL  ASSOCIATION 
GENERAL  FUND 
STATEMENT  OF  OPERATIONS 
YEAR  ENDED  APRIL  30,  1956 


Receipts: 

State  dues  $33,147.50 

Annual  meeting  2,109.23 

A.M.A.  dues  11,448.00 

Miscellaneous  income  252.31 

Interest — Savings  Account  84.28 


Interest — U.  S. 

Government  bond  25.00 


Disbursemenls: 

Salary — Executive 

Secretary  $ 9,600.00 

Salary — others  2,437.50 

Rent  420.00 

Telephone  and  Telegraph  1,024.90 

Office  Supplies  1,837.90 

Legal  and  Audit  486.65 

Dues  and  Subscriptions  1,079.50 

Officer’s  travel  and 

council  meetings  2,532.10 

Executive  Secretary — travel  3,118.80 

Annual  meeting  3,826.73 

Public  relations  2,135.86 

A.M.A.  dues — remitted  11,448.00 

Postage  386.40 

Donation — Benevolent  Fund  400.00 

Social  Security  tax  expense  136.75 

Depreciation  expense  373.54 

Blue  Shield  insurance — 

Study  expense  * 604.98 

Miscellaneous  expense  41.62 

Personal  property  taxes  96.06 

Legislative  expense  * 1,122.91 


$47,066.32 


Total  disbursements 


43,110.20 


Nei  Gain  to  Net  Worth— Exhibit  A $ 3,966.12 
* Items  authorized  by  Members  of  the  Council. 

The  Committee  has  read  and  approved  the  Statement  of 
Operations  of  the  General  Fund  of  the  State  Medical 
Association. 


REPORT  OF  THE  EXECUTIVE  SECRETARY 
This  year’s  activities  were  highlighted  by  the 
series  of  accident-prevention  lectures  given 
throughout  the  State.  Public  relationswise,  this 
series  brought  attention  to  the  fact  that  the  med- 
ical profession  does  promote  positive  programs. 
Many  persons  in  South  Dakota  who  had  never 
heard  of  the  Medical  Association  now  know  of  its 
work  in  this  field. 

Public  Relations 

Sponsorship  of  the  A.A.P.S.  essay  contest  re- 
sulted in  a second  place  national  winner  in  the 
person  of  Lois  Anderson  of  Orland,  South  Dakota. 

Presentation  of  awards;  publicity  on  meetings, 
particularly  the  75th  annual  meeting,  and  auto 
accident  prevention  work  have  kept  the  Associa- 
tion constantly  in  the  press  and  radio  limelight. 

The  executive  secretary  made  97  public  addresses 
during  the  year,  two  of  them  on  television,  the 
others  before  local  groups.  81  of  these  were  on 
auto  accident  prevention,  5 on  mental  health,  4 as 
banquet  addresses,  and  7 miscellaneous. 

Placement  Service 

During  the  year  we  provided  placement  infor- 
mation for  43  doctors  and  23  communities.  Several 
placements  were  made  and  some  were  pending  as 
the  year  ended. 

Liason  With  Other  Groups 
As  part  of  the  program  to  keep  Medical  Associa- 
tion representation  in  various  other  groups  inter- 
ested in  health,  the  executive  secretary  attended 
85  meetings  of  such  groups  as  TB  and  Health  Asso- 
ciation, Insurance  Societies,  Congressional  Dele- 
gation, Blue  Shield  groups,  North  Central  Confer- 
ence, District  Societies,  Association  Committee 
meetings,  Mental  Health  groups,  Council,  Nurses 
group,  Public  Health,  Board  of  Medical  Examiners, 
Government  officials,  industrial  groups,  Polio 
foundation,  Civic  Committees,  and  the  Physical 
Therapy  Association. 

Home  Town  V.A.  Care  Plan 
This  program  has  slowed  considerably  in  the  last 
several  years.  $12,747.50  worth  of  services  were 
provided  this  year  as  against  $13,223.68.  The  Coun- 
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cil  took  action  in  January  to  terminate  the  plan 
at  the  end  of  December. 

Office  Routine 

As  usual,  the  undramatic  part  of  an  executive 
offices  procedure  is  the  most  time-consuming. 
Mail  numbering  approximately  37,000  enter  and 
leave  the  office  during  the  year.  Accounts  of  the 
Association,  Journal,  Benevolent  Fund,  Group  Life 
Insurance,  Endowment  Association,  etc.,  take  up 
much  staff  time.  Routine  answering  of  letters, 
phone  conversations,  preparation  of  news  releases, 
rosters,  etc.,  take  time  and  in  many  cases  study 
and  research. 

Blue  Shield 

Much  of  the  executive  secretary’s  time  this  year 
was  taken  up  in  assisting  the  Prepayment  Insur- 
ance Committee  in  its  study  of  a Blue  Shield  plan. 
This  planning  and  study  culminated  in  its  adop- 
tion by  the  House  of  Delegates  just  after  the  end 
of  the  fiscal  year. 

Group  Life  & Loss  of  Time 

The  Group  Life  Insurance  Plan  has  operated 
smoothly  and  should  show  further  strength  next 
year. 

The  Group  Loss  of  Time  program  showed  a small 
increase  in  enrollment,  but  needs  further  mem- 
bers to  improve  its  position. 

Financial  Position 

The  audit  by  the  Association  CPA  showed  an  ex- 
cellent financial  operation  during  the  year.  Re- 
serves now  total  over  $7,000.00  and  cash  balance  in 
all  accounts  are  in  good  shape. 

Comment 

I would  like  to  thank  Dr.  Gillis  and  the  other 
officers  for  their  part  in  making  this  year  an  out- 
standing one  in  the  executive  office. 

John  C.  Foster 

Executive  Secretary 

The  Committee  has  read  and  approved  the  report  of  the 
Executive  Secretary  and  believes  that  he  deserves  special 
commendation  for  the  outstanding  job  of  managing  the 
affairs  of  the  Association. 


REPORT  OF  DELEGATE  TO  AMA 

It  is  my  wish  at  this  time  to  submit  only  a brief 
report  of  your  delegate’s  activities  of  the  past  year 
for  the  reason  that  detailed  reports  have  been  sub- 
mitted and  published  in  the  South  Dakota  Journal 
of  Medicine  and  Pharmacy  on  each  of  the  two 
A.M.A.  meetings  attended. 

The  annual  session  of  the  A.M.A.  was  held  in 
Atlantic  City  in  June  of  1955.  Complete  reports  of 
the  activities  of  the  House  of  Delegates  of  the 
A.M.A.  were  published  in  the  A.M.A.  Journals  for 
the  following  three  weeks  and  a summary  of  the 
activities  was  published  in  the  South  Dakota  Jour- 
nal for  July  of  1955.  The  clinical  session  was  held 
in  Boston  in  December  of  1955  and  the  complete 
reports  of  the  activities  of  the  House  of  Delegates 
printed  in  the  A.M.A.  Journals  for  the  following 
weeks  in  December  and  a summary  of  those  ac- 
tivities published  in  our  State  Journal  for  January 
of  1956.  I would  suggest  that  the  Executive  Secre- 
tary of  the  Association  make  available  to  the  Ref- 
erence Committee  the  summarized  material  as  pre- 
viously published. 

Your  delegate  and  his  alternate,  Dr.  Art  Reding, 
of  Marion,  attended  all  the  meetings  at  each  of 
the  A.M.A.  sessions  and  did  their  best  to  represent 
your  Association  views  and  opinions  in  those 
situations  indicated.  In  addition  to  attending  the 
above  two  mentioned  meetings,  numerous  appear- 
ances have  been  made  before  medical  gatherings 
within  the  State  and  before  such  lay  groups  as 
service  clubs  in  an  attempt  to  further  understand- 
ing between  influential  lay  personnel  and  our- 
selves. 

Both  Dr.  Reding  and  myself  wish  to  take  this 
opportunity  to  extend  our  appreciation  to  the  As- 
sociation for  its  cooperation  with  us  and  to  re- 
emphasize our  determination  to  represent  our  State 
Medical  Association  at  a National  level  in  a man- 
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ner  which  will  permit  our  views  on  problems  of 
current  interest  to  receive  consideration. 

A.  A.  Lamport,  M.D. 

The  Committee  has  read  and  approved  the  reports  of 
the  AMA  Delegate  and  Alternate  Delegate  and  feels  that 
special  thanks  should  be  given  them  for  their  conscientious 
voork  for  the  A ssociation. 

REPORT  OF  ALTERNATE  DELEGATE  TO  AMA 

It  was  my  privilege,  as  your  Alternate  Delegate, 
to  attend  the  104th  Annual  Meeting  of  the  AMA 
in  Atlantic  City,  June  6-10,  1955,  with  your  Dele- 
gate, A.  A.  Lamport,  M.D. 

My  first  opportunity  to  observe  the  duties  of  the 
Delegates,  greatly  impressed  me.  The  great  respon- 
sibility and  the  amount  of  work  which  your  Dele- 
gate and  Alternate  assume  as  your  representa- 
tives amounts  to  more  than  many  of  you  may 
realize.  I believe  a vote  of  appreciation  should  be 
given  to  H.  Russell  Brown,  M.D.,  who  served  as 
your  Delegate  for  the  past  nine  years  and  to  your 
Alternate,  A.  A.  Lampert,  M.D.,  for  their  unselfish 
work  to  keep  you  members  informed  on  the  action 
of  the  House  of  Delegates.  It  was  through  their 
efforts,  too,  that  South  Dakota  enjoys  a special 
recognition  from  many  of  the  other  members  of 
the  House  of  Delegates  and  from  the  National 
officers. 

The  most  important  legislation  vital  to  us  and  to 
many  other  states,  was  the  Osteopathic  Question. 
The  House  adopted  the  minority  report  by  vote  of 
101  to  81.  Your  Delegate,  A.  A.  Lampert,  has  dis- 
cussed this  in  his  report. 

I attended  the  Ninth  Annual  Clinical  Meeting  of 
A.M.A.  in  Boston,  Mass.  November  29  to  Decem- 
ber 3,  1955.  A few  of  the  many  important  subjects 
that  came  before  the  House  of  Delegates  were: 
(1)  Social  Security  as  proposed  by  H.R.  7225.  This 
will  be  decided  finally  by  Congress.  The  profes- 
sion, as  a whole,  is  unfavorable  to  this  bill.  Dr. 
Lampert  has  covered  this  completely  in  his  report 
which  was  published  in  the  State  Journal.  (2)  The 
AMA  will  undertake  an  “all-out”  campaign  to 
•halt  hospital  discrimination  against  General  Prac- 
titioners. 

Many  other  subjects  were  discussed,  including 
OASI  Coverage  of  Physicians,  Report  on  Medical 
Practices,  Guides  for  Grievance  Committees,  etc. 

For  detailed  information  on  the  two  meetings  in 
1955,  refer  to  your  AMA  Journals  which  carry 
complete  transcripts  of  the  business  conducted  by 
the  House  of  Delegates  of  the  AMA. 

May  I express  my  appreciation  to  the  State  As- 
sociation for  allowing  me  to  represent  South  Da- 
kota as  your  Alternate  Delegate  at  these  two 
National  Meetings.  I will  do  my  best  to  assist  your 
Delegate,  A.  A.  Lampert,  M.D.,  in  every  way. 

A.  P.  Reding,  M.D. 

The  Committee  has  read  and  approved  the  reports  of 
the  AMA  Delegate  and  Alternate  Delegate  and  feels  that 
special  thanks  should  be  given  them  for  their  conscientious 
vjork  for  the  A ssociation. 

REPORT  OF  THE  COUNCIL 

The  Council  met  three  times  during  the  year. 
May  21st,  September  18th  and  January  15th. 
Among  other  actions  taken  by  the  Council  during 
the  year  were  the  following:  Council  endorsed 
Dr.  J.  M.  Butler’s  nomination  to  receive  a citation 
from  the  President’s  Committee  on  the  Employ- 
ment of  the  Handicapped;  The  V.A.  Home  Town 
Care  Plan  was  voted  by  the  Council  to  terminate 
in  December,  1956;  A delegation  was  sent  to  Wash- 
ington to  meet  with  the  Senators  and  Representa- 
tives to  discuss  HR  7225  and  other  Health  Legisla- 
tion; The  Council  moved  that  the  Medical  Associa- 
tion cooperate  with  the  Bar  Association  in  setting 
up  a statewide  medical-legal  conference;  a State 
conference  on  Rural  Health  was  set  up;  The  Med- 
ical Association  helped  sponsor  the  Science  Fairs 
m South  Dakota.  p y McCarthy,  M.D. 

The  Committee  has  read  and  approved  the  report  of 
the  Council. 


REPORT  OF  COUNCILLOR  OF  FIRST  DISTRICT 

The  Aberdeen  District  Medical  Society  has  held 
an  active  year  as  a Medical  Society.  Meetings  are 
held  the  first  Wednesday  of  the  month.  We  have 
been  fortunate  in  having  exceptionally  fine  pro- 
grams during  the  year.  Meetings  are  well  attended. 
We  are  at  the  present  preparing  for  the  Bi-State 
Meeting  to  be  held  in  Aberdeen  June  3-6,  1956. 
Officers:  R.  G.  Mayer,  M.D.,  Aberdeen,  President; 
B.  F.  King,  M.D.,  Aberdeen,  Vice-President;  W.  E. 
Gorder,  M.D.,  Aberdeen,  Secretary-Treasurer. 
Directors:  E.  J.  Perry,  M.D.,  Redfield  (3  years); 
P.  V.  McCarthy,  M.D.,  Aberdeen,  (2  years);  C.  L. 
Vogele,  M.D.,  Alaerdeen,  (1  year). 

Board  of  Censors:  J.  C.  Rodine,  M.D.,  Aberdeen, 
(3  years);  P.  G.  Bunker,  M.D.,  Aberdeen,  (2  years); 
G.  J.  Bloemendaal,  M.D.,  Ipswich,  (1  year). 
Delegates:  C.  B.  Murdy,  M.D.,  Aberdeen  (1  year 
remains  of  a 2 year  term)  and  J.  N.  Berbos,  M.D., 
Aberdeen,  (1  year  remains  of  a 2 year  term). 
Alternate  Delegates:  Wm.  Gorder,  M.D.,  and  J.  F. 
Comely,  M.D.,  Aberdeen. 

P.  V.  McCarthy,  M.D. 

The  Committee  has  read  and  approved  the  report  of 
the  councilor  of  the  first  District. 


REPORT  OF  COUNCILLOR  OF 
SECOND  DISTRICT 

Total  members:  22 

Paid  up  to  date:  20 

Special  Activities  for  the  Year: 

1.  Set  up  and  carried  out  special  Polio  Immun- 
ization Clinics  for  the  first  grade  students  of 
the  area. 

2.  Carried  out  city  and  rural  school  immuniza- 
tion clinics. 

3.  Cooperated  with  the  schools  in  providing  pre- 
school physical  exams. 

4.  Furnished  physicians  for  Boy  Scout  examina- 
tions for  one  camping  session  at  Camp  lyataka 
on  Big  Stone  Lake. 

5.  Sponsored  a one-day  Cancer  Symposium  in 
connection  with  the  American  Cancer  Society. 

6.  Initiated  a Society-sponsored  series  of  pro- 
grams on  both  radio  and  television  on  the 
local  stations. 

This  Society  notes  with  regret  the  death  of 
Harry  T.  Kenney,  M.D.,  Past-President  of  the 
South  Dakota  State  Medical  Association,  Past  Gen- 
eral Practitioner  of  the  Year,  and  Holder  of  the 
50  year  pin  on  January  28,  1956. 

Review  of  Meetings: 

April  26,  1955:  Members  present  14.  Special  meet- 
ing to  discuss  care  of  indigent  patients  in  Cod- 
ington County. 

May  3,  1955:  Members  present  21,  Guest  2.  Dr. 

Lyle  Hays,  Minneapolis,  “Acute  Pancreatitis.” 
June  16,  1955:  Members  present  15.  Business  meet- 
ing. 

July  5,  1955:  Members  present  14.  Business  meet- 
ing. 

September  6,  1955:  Members  present  22,  Guests  1. 
Dr.  F.  D.  Gillis,  Sr.,  President,  South  Dakota 
State  Medical  Association,  speaker. 

October  4,  1955:  Members  present  15.  Business 
meeting. 

November  1,  1955:  Members  present  17.  Dr.  Far- 
rell, Sioux  Falls,  “Rheumatic  Fever.” 

December  6,  1955:  Members  present  13.  Business 
meeting.  Election  of  Officers.  President — Dr. 
D.  Fedt;  Vice-President — Dr.  J.  Stransky;  Sec- 
retary-Treasurer— Dr.  S.  W.  Allen,  Jr.;  Dele- 
gates— Drs.  A.  Willen  and  C.  Clark;  Alter- 
nates— Drs.  R.  Auskaps  and  T.  Reul;  Censors — 
Dr.  G.  R.  Bartron  (2  years)  and  Dr.  R.  M.  Kil- 
gard  (3  years). 

December  10,  1955:  Cancer  Symposium  — Drs. 
Fansler,  Neumeister  and  Ahern  of  Minneapolis, 
Minnesota. 

January  3,  1956:  Members  present  12.  Business 
meeting. 

February  7,  1956:  Members  present  18,  Guests  1 


SOUTH  DAKOTA 

Dr.  Donald  Breit,  Sioux  Falls,  “Relationship 
between  Hospitals  and  Physicians”  and  “Car- 
cinoma of  the  Skin.” 

March  6,  1956:  Members  present  17,  Guests  1.  Dr. 
Robert  Van  Demark,  Sioux  Falls,  “Low  Back 
Pain.” 

April  3,  1956:  Members  present  12,  Guest  2.  Dr. 
Brooks  Ranney,  Yankton,  “Complications  of 
Labor.”  Dr.  Robert  Monk,  Yankton,  also  dis- 
cussed the  proposed  Blue  Shield  Plan. 

Respectfully  submitted, 

C.  Rodney  Stoltz,  M.D. 

The  Committee  has  read  and  approved  the  report  of 
the  Councilor  of  the  Second  District,  and  notes  that  this 
report  is  very  complete  and  indicates  especially  active 
interest  that  District  has  in  the  affairs  of  the  Association. 


REPORT  OF  COUNCILLOR  OF 
THIRD  DISTRICT 

Six  meetings  were  held  by  the  Third  District 
Medical  Society  during  the  year  1955. 

The  first  meeting  was  held  in  Brookings  on  Feb- 
ruary 10  and  there  were  thirty  members,  wives 
and  guests  present  at  the  Bates  Hotel  for  dinner. 
The  scientific  portion  of  the  program  consisted  of 
an  instructive  lecture  by  Dr.  Robert  Van  Demark 
on  severe  sprains  of  the  ankle  and  knee.  A new 
slate  of  officers  was  elected  as  follows:  President, 
Robert  B.  Henry,  M.D.;  Vice-president,  Burton 
Kolp,  M.D.;  Secretary-Treasurer,  C.  M.  Kershner, 
M.D.,  Delegates:  Drs.  Dean  C.  Austin,  and  James 
Anderson.  Alternates:  Drs.  Howard  Wold  and  J.  A. 
Muggly.  Censors:  Drs.  Saul  Friefeld  and  Burton 
Kolp  and  Donald  Scheller. 

The  second  meeting  was  held  in  Arlington  on 
April  14,  1955.  There  were  18  members  and  wives 
present  in  the  city  auditorium  for  dinner.  The 
scientific  portion  of  the  meeting  consisted  of  an 
illustrated  lantern  lecture  by  C.  B.  McVay,  M.D., 
on  hernia  repair.  Discussion  of  the  Salk  vaccine 
problem  was  brought  up  and  a motion  was  made 
and  seconded  that  a certain  charge  be  made. 

The  third  meeting  was  held  in  Madison  on  June 
9,  1955.  There  were  28  members,  wives  and  guests 
present  at  the  Hotel  General  Beadle  for  dinner. 
The  doctors  and  wives  adjourned  to  the  auditor- 
ium of  the  Madison  Clinic  to  hear  an  excellent  lec- 
ture on  the  use  of  Thorazine  and  Reserpine  in  the 
treatment  of  mental  disease  by  Charles  Yohe,  M.D., 
of  the  Yankton  State  Hospital.  A new  member  was 
taken  in  at  this  meeting,  Kenneth  Cole,  M.D.,  Lake 
Preston,  South  Dakota. 

The  fourth  meeting  was  held  at  the  Brookings 
Country  Club  on  August  18,  1955.  36  members,  and 
guests  were  present  for  a steak  dinner.  50  year 
pin  was  presented  to  Dr.  Grove,  formerly  of 
Arlington. 

The  fifth  meeting  was  held  in  Brookings  on  Oc- 
tober 13,  1955.  36  members  and  guests  were  pres- 
ent at  the  Bates  Hotel.  Dr.  Warren  L.  Jones  and 
Dr.  Robert  Nelson,  both  of  Sioux  Falls,  spoke  on 
the  “Differential  Diagnosis  of  Myocardial  and  Pul- 
monary Infarction.”  The  talks  were  very  informa- 
tive and  were  followed  by  a lively  discussion.  It 
was  agreed  that  the  Society  should  sponsor  the 
1956  essay  contest  on  “The  Advantages  of  Private 
Medical  Care.” 

The  sixth  and  last  meeting  of  the  year  was  held 
at  Flandreau  on  December  8,  1955.  17  members 
with  their  wives  and  guests  were  present  for  a 
total  of  30.  The  meeting  was  held  at  the  Indian 
School  Tea  Room.  Dr.  Ensberg  of  Sioux  Falls  gave 
a very  complete  discourse  on  practical  aspects  of 
the  treatment  of  chest  injuries.  A lively  question 
and  answer  period  followed. 

Your  councillor  was  present  at  all  of  these  meet- 
ings and  feels  that  the  Third  District  is  keeping 
up  a lively  interest  in  medical  affairs  of  all  types. 

Magni  Davidson,  M.D. 

The  Committee  has  read  and  approved  the  report  of  the 
Councilor  of  the  third  District. 
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REPORT  OF  COUNCILLOR  OF 
FOURTH  DISTRICT 

Report  of  Councillor,  Fourth  District  Medical 
Association. 

The  membership  of  the  Fourth  District  Medical 
Society  for  the  year  consists  of  22  paid  up  mem- 
bers and  3 honorary  members. 

There  is  one  member  from  last  year  who  has  not 
paid  up  to  date. 

There  were  three  meetings  here  during  the  year, 
two  of  them  with  considerable  discussion  regard- 
ing Blue  Shield,  and  at  one  of  them  Dr.  Robert 
Nelson  from  Sioux  Falls  gave  a paper  on  chest  in- 
juries. 

Officers  for  the  current  year  are  as  follows: 
S.  W.  Fox,  M.D.,  President;  S.  B.  Simon,  M.D.,  Vice 
President;  J.  T.  Cowan,  M.D.  Secretary-Treasurer; 
C.  L.  Swanson,  M.D.,  Delegate. 

L.  C.  Askwig,  M.D. 

The  Committee  has  read  and  approved  the  report  of  the 
Councilor  of  the  Fourth  District. 

REPORT  OF  COUNCILLOR  OF 
FIFTH  DISTRICT 

September  22,  1955:  14  members  present  and  3 
guests.  Dr.  R.  A.  Buchanan  selected  as  General 
Practitioner  of  the  year.  Other  discussion  of  new 
business  was  the  organizing  of  a committee  to  set 
up  the  Hunting  season  seminar.  Dr.  Leigh  was 
chairman  of  the  committee.  The  speaker  of  the 
evening  was  Dr.  King  of  the  American  Cancer 
Society.  He  spoke  on  the  functions  of  his  depart- 
ment and  told  how  the  general  physicians  could 
help  in  the  detection  of  cancer.  Dr.  Hard  and  Dr. 
Winters  of  the  University  faculty  were  guests  for 
the  meeting. 

December  8,  1955:  18  members  and  their  wives. 
Presentation  of  gift  to  Dr.  R.  A.  Buchanan  as  GP 
of  the  year.  Discussion  of  support  of  National  Med- 
ical Education  week  and  reading  of  letters  from  Dr. 
Hard  and  Dr.  King  in  thanks  for  the  last  meeting 
and  reception  given  them.  Election  of  officers: 
President  — Dr.  Emil  Hofer;  Vice-president  — Dr. 
Howard  Saylor,  Jr.;  Secretary — Dr.  D.  J.  Buchanan; 
Censor — Dr.  Wm.  Kilpatrick. 

February  15,  1956:  18  members  present  and  one 
guest.  Speaker  of  the  evening  Dr.  Robert  Nelson 
on  “Surgical  Emergencies  of  the  Chest.”  Decision 
made  to  sponsor  a second  annual  Hunting  season 
Seminar  and  Committee  selected  with  Dr.  Ted 
Hohm  as  chairman  to  get  the  1957  Seminar 
planned.  Discussion  of  tuberculin  patch  testing 
in  pre-school  clinics,  and  discussion  of  the  mixup 
in  polio  vaccine.  Application  for  membership  of 
Dr.  Spencer  of  Wessington  Springs  was  sent  to  the 
Committee  of  Censors  for  approval. 

April  5,  1956:  16  members  present  and  wives. 
Discussion  of  going  ahead  with  second  polio  shots 
now  that  more  vaccine  was  available.  Dr.  Cogs- 
well of  Wolsey  nominated  as  GP  of  the  year  for 
1957  from  our  District.  Dr.  Pangburn  elected  as 
second  House  of  Delegates  member.  Medical  Edu- 
cation week  script  read  by  Dr.  Hofer  and  approval 
for  its  use  given.  Program  consisted  of  a review 
of  the  Blue  Shield  plans  as  recommended  for  the 
State  Society  by  Dr.  Paul  Hohm.  Dr.  Hohm  com- 
pared the  plan  proposed  with  those  used  by  Iowa, 
Nebraska  and  Colorado.  The  group  gave  unan- 
imous approval  and  instructed  both  delegates  to 
vote  favorably  at  the  special  meeting  of  the  House 
of  Delegates  for  the  state  plan. 

The  Huron  District  Medical  Society  had  26  mem- 
bers until  the  fall  of  1955  when  Dr.  I.  Ray  Howard 
returned  to  Government  service  leaving  us  with 
25  active  members. 

B.  T.  Lenz,  M.D. 

The  Committee  has  read  and  approved  the  report  ot 
the  Councilor  of  the  Fifth  District. 


REPORT  OF  COUNCILLOR  OF 
SIXTH  DISTRICT 

Three  meetings  held  March  7,  October  6 and 
March  15,  1956.  No  record  of  attendance. 
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Programs:  March  7,  1955,  Dr.  Lyndon  King  on 
“Common  Dermatological  Conditions,  Diagnosis 
and  Treatment.” 

October  6,  1955,  Polio  vaccine  program  discussed. 

Officers  1956-57  — President  — L.  W.  Tobin, 
M.D.,  Vice-President  — D.  R.  Nelimark,  M.D.,  Sec- 
retary-Treasurer— C.  I.  Stevens,  M.D.,  Delegates — 
Drs.  H.  R.  Lewis  and  W.  H.  Fritz,  Alternates  — 
Drs.  W.  F.  Bollinger  and  C.  F.  Binder,  Censor  — 
Dr.  J.  H.  Lloyd. 

B.  R.  Skogmo,  M.D. 

The  Committee  has  read  and  approved  the  report  of  the 
Councilor  of  the  Sixth  District. 

REPORT  OF  COUNCILLOR  OF 
SEVENTH  DISTRICT 

Membership  totals  102  members,  7 honorary 
members  and  5 military  members. 

There  were  nine  meetings  held  during  the  past 
year,  and  all  of  them  were  well  attended. 

C.  J.  McDonald,  M.D. 

The  Committee  has  read  and  approved  the  report  of  the 
Councilor  of  the  Seventh  District. 

REPORT  OF  COUNCILLOR  OF 
EIGHTH  DISTRICT 

The  eighth  District  Medical  Society  has  had  two 
regular  and  one  special  meeting  this  year. 

During  the  first  meeting,  January  11,  1956,  the 
following  members  were  elected  to  their  respec- 
tive offices:  President  — Dr.  Marian  Auld,  Vice- 
President  — Dr.  D.  B.  Reaney,  Secretary  — Dr. 
R.  S.  Monk,  and  Treasurer  — Dr.  A.  Michaels. 

Dr.  Kenneth  Keene,  orthopedic  surgeon  of  Sioux 
City,  Iowa,  gave  a lecture  on  “The  Treatment  of 
Injuries  to  the  Ankle.” 

The  next  regular  meeting  was  March  23,  1956, 
at  which  time  Dr.  David  P.  Earle,  internist  from 
Northwestern  University  Medical  School  spoke  on 
the  subject  of  “Edema  and  Fluid  Balance.”  This 
was  in  collaboration  with  the  post  graduate  train- 
ing program  of  the  University  of  South  Dakota 
Medical  School. 

Our  delegates  were  appointed:  Drs.  Marian  Auld 
and  D.  B.  Reaney  and  our  alternates  are  Drs.  Hub- 
ner  and  McVay.  A committee  was  appointed  to 
nominate  a member  for  the  general  practitioner 
of  the  year.  The  chairman  of  this  committee  is  Dr. 
J.  P.  Steele  with  Drs.  D.  B.  Reaney  and  Brooks 
Ranney  as  his  assistants.  Such  nomination  is  to  be 
brought  to  the  House  of  Delegates  meeting  in  June. 
Our  Board  of  Censors  is  now  composed  of  Dr.  E.  J. 
Moore,  1956-1958;  Dr.  J.  P.  Steele,  1955-1957;  and 
Dr.  D.  B.  Reaney,  1954-1956. 

Dr.  Sattler  had  arranged  for  letters  to  be  sent 
to  Senators  Mundt  and  Case  in  reference  to  HR- 
7225. 

Dr.  Steele  moved  that  we  instruct  our  delegates 
to  relate  to  the  House  of  Delegates  at  their  next 
regular  meeting  that  the  South  Dakota  State  Med- 
ical Association  should  be  active  in  directing  a 
farm  safety  program  as  has  been  done  success- 
fully in  the  Iowa  Medical  Association. 

A special  meeting  was  held  on  April  19,  1956, 
during  which  Dr.  C.  J.  McDonald  of  Sioux  Falls 
and  Dr.  R.  S.  Monk  explained  the  proposed  Blue 
Shield  program.  Following  this  the  District 
unanimously  agreed  to  instruct  our  Delegates  to 
vote  in  favor  of  a Blue  Shield  plan  for  this  State. 

Our  two  delegates  and  Dr.  Monk,  substituting 
for  Dr.  Sattler  as  Councillor,  attended  a special 
meeting  of  the  House  and  voted  in  favor  of  the 
proposed  Blue  Shield  Plan. 

The  District  treasurer  has  collected  approx- 
imately fifty  percent  of  dues  of  the  year  at  this 
time. 

During  the  two  suppers,  in  association  with  two 
regular  meetings,  approximately  $25.00  was  collec- 
ted to  be  given  to  the  Medical  Education  Fund  by 
our  Ladies’  Auxiliary. 

T.  H.  Sattler,  M.D. 

The  Committee  has  read  and  approved  the  report  of  the 
Councilor  of  the  Eighth  District. 


REPORT  OF  COUNCILLOR  OF 
NINTH  DISTRICT 

The  Black  Hills  District  has  had  six  meetings 
this  year.  The  membership  of  the  Society  num- 
bers slightly  over  100  and  the  interest  shown  in 
the  meetings  as  evidenced  by  member  attendance 
has  improved  over  previous  years.  There  are  still 
those  who  always  attend  and  still  those  who  never 
attend. 

The  programs  at  the  meetings  were  as  follows: 

June  9,  1955:  VAC  — Hot  Springs,  S.  Dak.,  Dr. 

E.  S.  Gordon,  Professor  of  Medicine,  University  of 
Wisconsin  — “Uses  and  Abuses  of  ACTH  and  Cor- 
tisone.” 

August  9,  1955:  Spearfish  — Dr.  Robert  Parker, 
Mayo  Clinic  — “Management  of  Heart  Disease.” 

October  13,  1955:  Sanator  — Dr.  Richard  C.  Cul- 
len, University  of  Colorado  — “The  Management 
of  Diabetes.” 

December  13,  1955:  Deadwood  — Audio  Digest 
of  Office  Gynecology. 

February  2,  1956:  Rapid  City  — Dr.  Clark  Milli- 
kon,  Mayo  Clinic  — “Diagnosis  and  Treatment  of 
Strok0S 

April  12,  1956:  Ft.  Meade  — Film,  “Search  of 
Sanity”  — Panel  on  Treatment  on  Mentally  111  at 
Ft.  Meade  by  Dr.  Wilms,  Psychiatrist;  Dr.  Royal, 
Psychologist;  Mr.  Phillip,  Psychiatric  Social 
Worker;  Mrs.  Hale,  Staff  Nurse. 

The  officers  of  the  District  for  this  year  are 
Dr.  Thomas  Mead,  Spearfish,  President;  Dr.  John 
Feehan,  Rapid  City,  Vice-President;  Dr.  Wayne 
Geib,  Rapid  City,  Secretary;  Delegates  — Drs. 
Mead,  Ruud,  Geib,  Boyce  and  Behrens.  South 
Dakota  State  Medical  Association  Councillor  nom- 
ination — Dr.  Bailey. 

The  interest  shown  by  the  majority  of  the  mem- 
bers in  the  Blue  Shield  situation  has  been  quite 
gratifying.  There  was  a sincere  effort  expended 
by  most  members  to  obtain  the  facts  from  which 
they  could  make  up  their  own  minds  whether  they 
wished  for  progress  on  Blue  Shield  to  continue. 

A.  A.  Lampert,  M.D. 

The  Committee  has  read  and  approved  the  report  of  the 
Councilor  of  the  Ninth  District. 

REPORT  OF  COUNCILLOR  OF 
TENTH  DISTRICT 

There  were  three  meetings  held  during  the  year. 

Dr.  Gillis,  President  of  the  Medical  Association 
talked  to  the  District  at  the  September  meeting 
and  Dr.  Lewis  presented  a paper  on  orthopedic 
problem  cases.  There  was  a discussion  on  Blue 
Shield  at  the  last  meeting. 

R.  G.  Quinn,  M.D. 

The  Committee  has  read  and  approved  the  report  of 
the  Councilor  of  the  Tenth  District. 

REPORT  OF  COUNCILLOR  OF 
ELEVENTH  DISTRICT 

There  were  three  meetings  held  during  the  year. 

Dir.Gillis  gave  us  his  views  and  hopes  for  the 
Association  at  our  Fall  meeting. 

At  the  December  meeting  officers  for  the  coming 
year  were  elected,  they  are  as  follows:  C.  E.  Lowe, 
M.D.,  President;  P.  Steiner,  M.D.,  Vice-President; 

F.  C.  Totten,  Delegate;  Dr.  C.  E.  Lowe  passed  away 
in  January  so  Dr.  Steiner  is  now  president  of  our 
District. 

The  April  meeting  was  to  discuss  Blue  Shield, 
and  our  District  voted  in  favor  of  the  Blue  Shield 
plan. 

G.  C.  Torkildson,  M.D. 

The  Committee  has  read  and  approved  the  report  of  the 
Councilor  of  the  Eleventh  District. 

REPORT  OF  COUNCILLOR  OF 
TWELFTH  DISTRICT 

Election  of  Officers:  Ed  Johnson,  M.D.,  Milbank, 
President;  W.  H.  Karlins,  M.D.,  Webster,  Vice- 
President;  Dagfin  Lie,  M.D.,  Webster,  Secretary- 
Treasurer;  Ed.  Johnson,  M.D.,  Delegate  and  Walter 
Judge,  M.D.,  Milbank,  Alternate  Delegate. 

The  District  went  on  record  as  favoring  Blue 
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Shield  program  for  South  Dakota.  Blizzards  forced 
cancellations  of  two  regularly  called  meetings  dur- 
ing the  winter. 

F.  F.  Pfister,  M.D. 

The  Committee  has  read  and  approved  the  report  of  the 
Councilor  of  the  T’welfth  District. 


REPORTS  OF  COMMITTEES 
AS  ADOPTED  BY  THE 
HOUSE  OF  DELEGATES 

REPORT  OF  THE  COMMITTEE 
ON  SCIENTIFIC  WORK 

The  Committee  on  Scientific  Work  submits  the 
Scientific  Program  for  the  1956  Joint  Session  of  the 
North  and  South  Dakota  State  Medical  Associa- 
tions, which  includes: 

“Total  Right  Hepatic  Lobectomy”  Films,  Cour- 
tesy E.  R.  Squibb. 

“The  Pathologist’s  Responsibility  in  the  Diag- 
nosis and  Treatment  of  Cancer”  by  Lauren  V. 
Ackerman,  M.D. 

“Roentgen  Diagnosis  of  the  Acute  Abdomen”  by 
Roger  A.  Harvey,  M.D. 

“Acute  Surgical  Abdomen”  Arnold  Jackson,  M.D. 

“Diseases  of  the  Thyroid”  by  George  Crile,  Jr., 
M.D. 

“Laryngeal  and  Tracheal  Emergencies  in  the 
Newborn  and  Young  Infant”  by  Alden  H.  Mil- 
ler, M.D. 

“Changing  Concepts  in  the  Surgical  Treatment 
of  Cancer”  by  George  Crile,  Jr.,  M.D. 

Cancer  Forum 

“Toxemia  of  Pregnancy”  film,  courtesy  Irwin, 
Neisler  & Company. 

“The  Management  of  Cephalopelvic  Dispropor- 
tion” William  F.  Mengert,  M.D. 

“Dermatologic  Use  of  Steroids”  by  Francis  W. 
Lynch. 

“Tuberculosis  and  the  Physician  in  General  Prac- 
tice” by  J.  A.  Myers,  M.D. 

“Management  of  Peptic  Ulcer”  by  Walter  L.  Pal- 
mer, M.D. 

“Diabetes  Mellitus  with  a Discussion  of  the 
Newer  Types  of  Insulin  by  E.  H.  Rynearson, 
M.D. 

“Surgical  Treatment  of  Hydronephrosis”  by 
F.  E.  B.  Foley,  M.D. 

“Foot  Problems  Amenable  to  Surgical  Treat- 
ment” by  Mark  Coventry,  M.D. 

“Evaluation  of  Newer  Surgical  Techniques  for 
Congenital  Malformations  of  the  Heart”  by 
Paul  Adams,  M.D. 

“The  Respirator  Center  and  Rehabilitation”  by 
William  Spencer,  M.D. 

“The  Foley  Y-Plasty”  Film. 

“Precancerous  Lesions  of  the  Colon  and  Rectum” 
by  Walter  Fansler,  M.D. 

“Post-Operative  Psychoses”  by  E.  M.  Hammes, 
Jr.,  M.D. 

“Diagnostic  Aspects  of  Surgically  Correctable 
Malformations  of  the  Heart  in  Infants”  by  Paul 
Adams,  M.D. 

“Pituitary”  by  E.  H.  Rynearson,  M.D. 

The  Committee  acknowledges  with  thanks  the 
assistance  of  numerous  physicians  of  both  North 
and  South  Dakota  in  contacting  prospective 
speakers,  and  both  Executive  Secretaries,  Lyle 
Limond  and  John  C.  Foster,  for  their  work  in 
arranging  the  Scientific  Program. 

R.  G.  Mayer,  M.D.,  Chairman 
F.  D.  Gillis,  M.D. 

A.  P.  Reding,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  COMMITTEE 
ON  PUBLIC  POLICY  AND  LEGISLATION 

The  most  important  matter  to  come  to  the  atten- 
tion of  this  Committee  was  the  series  of  articles  in 
the  Argus-Leader  dealing  with  the  coroner  system. 
In  these  articles,  Mr.  Anson  Yeager  strongly  ad- 
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vised  the  inauguration  of  the  medical  examiner 
system  and  the  abolishing  of  the  present  coroner 
system.  There  is  no  doubt  that  the  present  coroner 
system  is  inadequate  and  inefficient. 

Your  chairman  of  your  committee  took  it  upon 
himself  to  inquire  somewhat  into  the  cost  of  chang- 
ing over  to  the  medical  examiner  system.  It  is  the 
opinion  of  the  chairman  that  in  dealing  with  the 
State  Legislature  one  must  anticipate  what  they 
will  go  for  in  the  form  of  cost,  and  offer  them 
something  that  they  will  accept.  Therefore,  it 
seemed  that  the  system  offered  by  the  medical  so- 
ciety last  year  was  too  expensive  and  too  compli- 
cated to  expect  that  the  legislature  would  accept  it. 

The  chairman  took  it  upon  himself  to  write  to 
Dr.  Milton  Helpern,  who  is  chief  examiner  of  the 
city  of  New  York.  We  asked  him  if  trained  med- 
ical examiners  were  available.  We  also  asked  him 
if  he  could  give  us  an  idea  of  what  salaries  these 
examiners  would  expect.  We  received  a lengthy 
and  courteous  answer.  He  stated  that  there  were  a 
few  available  , but  that  they  expected  salaries  of 
around  $25,000  a year  and  assistants  expected 
salaries  of  around  $18,000  a year. 

He  also  suggested  that  the  pathologist  at  the 
State  University  could  be  the  chief  medical  exam- 
iner for  the  state  and  the  toxicologist  at  the  Uni- 
versity could  handle  that  end  of  it.  This  might  be 
more  plausible  for  the  fact  that  the  present  salary 
of  both  of  these  men  could  be  added  to  until  it 
approximated  the  figures  mentioned.  As  an  ex- 
ample, if  the  present  pathologist  at  the  University 
gets  $10,000,  the  legislature  could  supplement  it 
with  another  $15,000.  This  could  then  constitute  a 
total  salary  of  $25,000  and  would  be  the  most  eco- 
nomical if  this  system  was  adopted.  The  work 
around  the  state  could  be  on  a piece  work  basis 
by  the  other  pathologist  who  were  nearest  at  hand. 
In  other  words,  our  most  economical  move  in  this 
direction  would  be  through  utilizing  abilities  al- 
ready at  hand  at  the  University  and  State  College. 

We  of  this  committee  strongly  recommend  that 
the  society  give  critical  appraisal  of  the  possibility 
of  changing  from  the  coroner  to  the  medical  ex- 
aminer system.  A great  deal  of  public  interest  was 
found  to  have  been  engendered  by  the  articles  in 
the  Argus-Leader. 

A committee  of  the  South  Dakota  State  Medical 
Association  visited  Washington  in  January  to  dis- 
cuss legislation  with  the  South  Dakota  Congres- 
sional Delegation. 

Respectfully  submitted, 

G.  I.  W.  Cottam,  M.D.,  Chr. 

F.  D.  Gillis,  Sr.,  M.D. 

A.  P.  Peeke,  M.D. 


PUBLICATIONS  COMMITTEE 

During  the  past  fiscal  year  the  “South  Dakota 
Journal  of  Medicine  and  Pharmacy”  published  952 
pages,  an  increase  of  72  pages  over  the  previous 
year.  Editorial,  scientific  articles  and  news  items 
totaled  5121/4  pages,  which  made  an  increase  of 
251/8  over  the  year  before.  Advertising  pages  in- 
creased a total  of  48%. 

Thirty-four  scientific  or  medical  economic  ar- 
ticles were  printed,  16  of  them  being  the  output  of 
South  Dakota  authors.  The  Pharmaceutical  Sec- 
tion, under  the  editorship  of  Mr.  Harold  Bailey  at 
South  Dakota  State  College,  has  been  increased  in 
size  and  the  format  improved. 

Financially,  the  Journal  had  receipts  of  $21,- 
306.08,  with  a bank  balance  of  $1,555.69,  and  ex- 
penses of  $21,037.69  during  the  fiscal  year. 

A copy  of  the  May  issue  of  the  “South  Dakota 
Journal  of  Medicine  and  Pharmacy”  was  sent  to 
every  member  of  the  North  Dakota  State  Medical 
Association;  as  well  as  all  of  the  regular  sub- 
scribers. 

At  the  December  1955  meeting  of  the  House  of 
Delegates  of  the  American  Medical  Association  in 
Boston,  Massachusetts;  action  was  taken  to  sever 
the  connection  of  the  State  Journal  Advertising 
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Bureau  with  the  AMA.  The  Bureau  handles  co- 
operative advertising  for  33  state  medical  journals 
serving  37  state  medical  societies  holding  mem- 
bership in  the  State  Journal  Advertising  Bureau. 
Most  of  the  income  of  our  Journal  is  derived  from 
this  cooperative  advertising.  Your  Editor  has  been 
a member  of  the  Advisory  Committee  for  this 
Bureau  since  1954. 

To  complete  this  separation  of  the  Bureau  and 
the  AMA;  it  was  deemed  necessary  to  incorporate 
as  the  State  Medical  Journal  Advertising  Bureau, 
Inc.  This  incorporation  was  effected  at  a meeting 
in  Chicago  in  February,  1956;  which  was  attended 
by  your  Editor,  who  became  one  of  the  Directors 
of  the  Bureau.  The  South  Dakota  State  Medical 
Association,  by  action  of  its  Council,  subscribed  for 
20  shares  of  common  stock  in  the  corporation  with 
a par  value  of  $10.00  per  share. 

R.  G.  Mayer,  M.D.,  Chr. 

R.  E.  Van  Demark,  M.D. 

D.  H.  Manning,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  THE  COMMITTEE 
ON  MEDICAL  DEFENSE 

The  Medical  Defense  Committee  did  not  meet  as 
there  were  no  questions  of  Medical  Defense 
brought  forth;  therefore  there  is  no  business  to  re- 
port. 

The  Committee  wishes  to  report  the  untimely 
death  of  one  of  it’s  members  — V.  V.  Kobza,  M.D., 
of  Rapid  City. 

A.  P.  Reding,  M.D.,  Chr. 

D.  R.  Mabee,  M.D. 

V.  V.  Kobza,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  THE  MEDICAL  SCHOOL 
AFFAIRS  COMMITTEE 

One  meeting  was  held  during  the  year  on  Jan- 
uary 14th  at  Huron.  The  meeting  consisted  en- 
tirely of  a report  by  Walter  L.  Hard,  Ph.D.,  Dean 
of  the  Medical  School  with  discussion  of  the  var- 
ious items  by  members  of  the  Committee.  The 
following  items  were  presented  by  Dr.  Hard. 

The  results  of  a recent  survey  by  the  Joint  Com- 
mission were  on  the  whole  entirely  favorable  and 
most  complimentary,  and  in  almost  all  catagories 
deficiencies  mentioned  in  the  1949  report  had  been 
more  than  adequately  corrected.  The  School  of 
Medicine  now  has  an  effective  and  competent  fac- 
ulty with  a reasonable  spreading  of  faculty  mem- 
bers through  the  various  academic  ranks.  A tribute 
was  also  paid  to  many  capable  clinicians  about  the 
state  who  contribute  on  a voluntary  basis  to  the 
teaching  program.  As  concerns  practicing  phys- 
icians in  the  state  who  participate  in  the  clinical 
program,  it  was  pointed  out  that  it  was  most  de- 
sirous to  have  a full  time  clinical  faculty  member 
to  coordinate  the  various  clinical  activities,  espec- 
ially since  they  are  geographically  separated. 

The  next  subject  of  discussion  was  the  admission 
of  out  of  state  students  to  our  medical  school.  It 
was  pointed  out  that  reasonable  preference  is  given 
to  South  Dakota  men  but  that  this  policy  does  not 
exclude  the  admission  of  out  of  State  students 
when  their  qualifications  are  superior  to  those  of 
South  Dakota  applicants.  While  the  number  of 
South  Dakota  students  applying  for  admission  to 
the  Medical  School  is  less  than  several  years  ago, 
it  was  pointed  out  that  this  is  a national  trend.  In 
this  connection,  the  councilling  services  to  the  stu- 
dents is  being  expanded. 

The  School  of  Medicine  was  commended  for 
initiating  a program  of  post  graduate  medical  edu- 
cation. Two  post  graduate  programs  were  offered 
in  the  past  year  and  an  announcement  was  made  of 
the  post  graduate  course  on  Fluids  and  Electrolyte: 
that  was  given  March  21  to  March  24,  1956. 

Dr.  Hard  mentioned  that  research  grants  from 
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various  companies  have  continued  to  be  very  sub- 
stantial and  valuable  contribution  to  the  various 
research  department.  An  account  of  the  AMEF 
contributions  for  the  past  year  was  presented. 

The  Medical  School  budget  was  carefully  re- 
viewed by  members  of  the  Committee  expecially 
as  regards  the  salary  schedule.  Our  salary  schedule 
was  also  comparable  with  a number  of  other  med- 
ical schools  and  it  was  the  unanimous  opinion  of 
the  Committee  to  submit  a recommendation  to  the 
Council  and  they  submit  and  recommend  to  the 
University  President  and  Regents  of  Education 
that  every  influence  be  exerted  in  the  next  legis- 
lative session  for  an  increase  of  20%  in  the  salary 
budget  of  the  Medical  School.  At  the  moment  we 
have  an  excellent  faculty  but  unless  salaries  are 
substantially  increased  we  cannot  hope  to  hold 
these  men  in  South  Dakota. 

Respectfully  submitted, 
C.  B.  McVay,  M.D.,  Chr.  W.  H.  Saxton,  M.D. 

H.  Russell  Brown,  M.D.  L.  J.  Pankow,  M.D. 
Ronald  Price,  M.D.  F.  D.  Gillis,  Jr.,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 

REPORT  OF  THE  COMMITTEE 
ON  MEDICAL  ECONOMICS 

No  report. 

M.  Davidson,  M.D.,  Chr. 

R.  H.  Hayes,  M.D. 

P.  R.  Scallin,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 

REPORT  OF  THE  COMMITTEE 
ON  NECROLOGY 

The  Committee  reports  the  following  deceased 
physicians  in  the  State  during  the  past  year: 

G.  H.  Gulbrandson,  M.D.,  Brookings,  passed 
away  on  March  21,  1956. 

H.  T.  Kenney,  M.D.,  Watertown,  passed  away 
January,  1956. 

V.  V.  Kobza,  M.D.,  Rapid  City,  passed  away  in 
December,  1955. 

C.  E.  Lowe,  M.D.,  Mobridge,  passed  away  in 
January,  1956. 

I.  I.  Schuchardt,  M.D.,  Aberdeen,  passed  away 
in  February,  1956. 

J.  L.  Stewart,  M.D.,  Spearfish,  passed  away  in 
January,  1956. 

A.  G.  Allen,  M.D.,  formerly  of  South  Dakota, 
passed  away  in  January,  1956. 

C.  F.  Bosch,  M.D.,  formerly  of  South  Dakota, 
passed  away  January  5,  1956. 

B.  P.  Graber,  M.D.,  formerly  of  South  Dakota, 
passed  away  during  the  year. 

R.  S.  Hart,  M.D.,  formerly  of  South  Dakota, 
passed  away  in  September,  1955. 

L.  E.  Hines,  M.D.,  formerly  of  South  Dakota, 
passed  away  in  May  of  1955. 

C.  A.  Clark,  M.D.,  Chr. 

J.  B.  Janis,  M.D. 
p.  J.  Glood,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  THE  COMMITTEE 
ON  PUBLIC  HEALTH 

There  was  no  meeting  held  during  the  year. 

E.  J.  Perry,  M.D.,  Chr. 

F.  C.  Totten,  M.D. 

G.  J.  Van  Heuvelen,  M.D. 


REPORT  OF  THE  SUBCOMMITTEE 
ON  CANCER 

The  Committee  on  Cancer  extends  its  efforts 
through  the  South  Dakota  Division  of  the  Amer- 
ican Cancer  Society.  The  aims  of  the  Society  to 
control  cancer  through  research,  education  and 
services  are  actively  carried  on  in  our  State.  A 
goodly  amount  of  funds  raised  in  South  Dakota 


were  expended  on  the  National  level  for  research, 
three  projects  on  cancer  research  were  supported 
at  the  South  Dakota  University  Medical  School, 
one  at  South  Dakota  State  College.  A dressings 
program  has  been  very  active  through  the  State. 
There  have  been  many  calls  on  the  loan  fund  dur- 
ing the  year.  The  excellent  publication  CA  by  the 
American  Cancer  Society  was  sent  to  351  South 
Dakota  physicians.  Arrangements  have  been  made 
for  the  providing  of  two  speakers  at  our  coming 
Bi-State  meeting. 

The  South  Dakota  Division  of  the  American 
Cancer  Society  of  Watertown  wishes  to  co-operate 
with  the  South  Dakota  physicians  in  cancer  work. 

P.  V.  McCarthy,  M.D.,  Chr. 

W.  A.  Geib,  M.D. 

Wm.  Duncan,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  THE  SUBCOMMITTEE 
ON  TUBERCULOSIS 

With  the  improved  methods  of  treatment  of 
tuberculosis,  it  is  possible  to  view  the  prospect  of 
the  complete  eradication  of  tuberculosis.  It  is  still 
too  early  to  predict  when  tuberculosis  will  no 
longer  be  a problem;  however,  such  a time  is  ap- 
proaching. With  the  prospect  of  the  elimination  of 
tuberculosis,  it  becomes  increasingly  necessary 
that  all  active  cases  of  tuberculosis  be  detected  and 
that  steps  be  taken  to  insure  the  isolation  and 
treatment  of  such  cases.  This  is  a goal  that  has 
been  advocated  in  the  past,  but  one  that  the  legis- 
lature has  been  reluctant  to  accept.  It  must  be 
borne  in  mind  that  eradication  can  never  be  ac- 
complished if  a single  active  case  of  tuberculosis 
is  still  allowed  to  infect  others  by  being  allowed 
to  associate  with  non-infected  persons.  There  will 
always  be  individuals  who  are  reluctant  to  accept 
treatment  and  these  must  be  compelled  to  be 
isolated  if  we  are  to  hope  for  eradication.  The  sub- 
committee on  tuberculosis  wishes  to  recommend 
that  steps  be  taken  by  the  next  session  of  the  legis- 
lature to  require  isolation  of  active  tuberculous 
patients. 

With  the  decreasing  incidence  of  tuberculosis, 
certification  of  schools  and  tuberculin  testing  will 
become  of  increasing  importance.  Detection  and 
contact  checking  are  increasingly  important  as  the 
incidence  decreases.  Dr.  R.  G.  Mayer  and  Dr.  Wal- 
lace, with  their  co-workers  in  the  Aberdeen  area, 
are  to  be  congratulated  on  the  fine  work  they  have 
done.  During  the  last  year  and  a half,  the  Brown 
County  Health  Office,  with  the  cooperation  of  the 
Aberdeen  physicians,  have  tested  pupils  and  school 
personnel  in  every  school  in  Brown  County.  The 
subcommittee  on  tuberculosis  recommends  that 
physicians  in  South  Dakota  cooperate  whole 
heartedly  in  this  program.  It  is  an  opportunity  to 
create  good  public  relations  and  fosters  health  edu- 
cation, as  well  as  practicing  preventive  medicine. 

The  time  will  soon  approach  when  it  will  be  pos- 
sible to  combine  the  Indian  Sanatorium  and  the 
State  Sanatorium  under  one  roof.  For  reasons  of 
economy,  this  should  be  done  as  soon  as  practical. 
If  geriatrics  is  to  be  an  increasing  problem,  perhaps 
one  institution  could  be  used  for  an  old  peoples’ 
home  and  one  a tuberculosis  institution. 

Respectfully  submitted, 

W.  L.  Meyers,  M.D.,  Chr. 

R.  G.  Mayer,  M.D. 

J.  P.  Steele,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 

REPORT  OF  COMMITTEE  ON 
MATERNAL  AND  CHILD  WELFARE 

There  was  no  meeting  held  during  the  year. 

F.  H.  Cooley,  M.D.,  Chr. 

W.  E.  Van  Demark,  M.D. 

L.  W.  Tobin,  M.D. 
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REPORT  OF  THE  EXECUTIVE  COMMITTEE 

The  Executive  Committee  has  had  two  official 
meetings  the  past  year.  The  Committee  members 
have  conferred  with  each  other  at  numerous  times 
by  letter  or  telephone  as  to  various  matters  per- 
taining to  the  interest  of  the  Association.  We  here- 
by respectfully  submit  this  report  to  the  House  of 
Delegates. 

F.  D.  Gillis,  M.D.,  Chr. 

A.  P.  Peeke,  M.D. 

M.  M.  Morrissey,  M.D. 

R.  A.  Buchanan,  M.D. 

P.  V.  McCarthy,  M.D. 

A.  P.  Reding,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  THE  MEDIATION  COMMITTEE 

This  Committee  reports  that  since  its  last  report 
we  have  handled  10  claims  of  Grievance  against 
physicians  in  South  Dakota.  The  following  is  a 
breakdown  of  the  items: 

Number  of  Grievances  filed  with  the  Commit- 
tee or  brought  to  our  attention.  10 
Cases  in  which  legal  action  (malpractice)  was 
threatened  or  implied  but  now  apparently 
dropped.  3 

Cases  in  which  legal  action  is  still  a threat 
despite  action  by  the  Committee.  Recovery  is 
doubtful.  2 

Personal  retaliatory  action  against  a physician, 
no  suit  threatened.  1 

Grievance  regarding  overcharge  to  patients.  4 
Charges  satisfactorily  explained  to  patient  or 
adjusted  by  physician.  3 

Grievance  regarding  overcharge  being  pro- 
cessed by  Committee  at  time  of  report.  On 
April  21,  1956  this  case  was  settled  by  accept- 
ance of  the  recommendation  of  the  Committee, 
by  the  doctor. 

Grievances  in  which  District  Society  Greiv- 
ance  Committee  aided  State  Committee  or 
settled  matter  within  their  District.  2 
Quarrel  between  physician  and  His  Commun- 
ity Hospital.  1 

There  have  been  no  physical  meetings  of  the 
Committee  during  the  past  year.  All  actions  and 
deliberations  have  been  by  correspondence  and 
correlation  of  views  of  Committee  members  by  the 
Chairman  and  the  final  disposition  of  the  matter 
concurred  in  by  the  Committee  members  by  mail. 
This  has  been  effective  in  all  matters  for  this  year, 
but  is  not  intended  as  the  establishment  of  such  a 
rule.  Saving  in  travel  time  and  expense  has  thus 
been  kept  at  an  absolute  minimum. 

The  Committee  has  set  a time  and  place  for  a 
meeting  during  the  annual  session  to  make  itself 
available  to  anyone  who  might  wish  to  consult  on 
pertinent  matters  with  us. 

The  Committee  is  in  accord  with  contemplated 
action  to  restore  its  name  to  Grievance  Com- 
mittee. It  is  our  belief  that  while  it  is  our  func- 
tion to  mediate  differences,  it  best  serves  the  pur- 
pose of  improved  public  relations  to  bear  a name 
that  calls  attention  to  the  fact  that  it  is  an  agency 
of  the  State  Medical  Association  with  which  a 
grievance  may  properly  be  filed. 

This  Committee  also  urges  that  by  adoption  of 
this  report,  the  House  of  Delegates  thereby  instruct 
its  Delegates  to  the  American  Medical  Association 
to  offer  a resolution  at  the  next  American  Medical 
Association  session,  setting  up  regional  and  na- 
tional meetings  of  the  various  State  Grievance 
Committees  with  their  respective  state  executive 
secretaries,  for  the  purpose  of  exchanging  ideas 
and  methods  of  mediation  of  grievances  for  mutual 
advantage  and  for  establishing  some  uniformity  of 
handling  grievances,  investigating  complaints  and 
mediating  differences,  as  well  as  establishing 
..somewhat  uniform  rights  of  expectancy  by  the 


physicians  in  the  various  American  Medical  Asso- 
ciation Regions  of  the  nation.  We  believe  that 
such  an  exchange  of  ideas  would  be  of  great  assist- 
ance to  the  various  State  Grievance  Committees  in 
better  serving  their  physicians. 

The  members  of  the  Committee  thank  the  State 
Medical  Association  for  the  trust  and  confidence 
vested  in  us  and  wish  to  assure  the  Association 
that  it  is  our  desire  to  continue  that  service. 

Respectfully, 

L.  J.  Pankow,  M.D.,  Chr. 

D.  S.  Baughman,  M.D. 

D.  A.  Gregory,  M.D. 

R.  E.  Jernstrom,  M.D. 

A.  W.  Spiry,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  THE  COMMITTEE 
ON  DIABETES 

No  report. 

D.  R.  Nelimark,  M.D.,  Chr. 

E.  W.  Sanderson,  M.D. 

T.  H.  Sattler,  M.D. 


REPORT  OF  THE  COMMITTEE 
ON  MENTAL  HEALTH 

The  Committee  on  Mental  Health  did  not  hold 
any  meetings  during  the  year,  but  its  members 
were  active  in  mental  health  programs  by  other 
agencies. 

Telephonic  communications  between  committee 
members  led  to  a decision  to  only  observe  the  dif- 
ficulties at  Yankton  State  Hospital. 

George  Smith,  M.D.,  Chr. 

E.  S.  Watson,  M.D. 

R.  C.  Knowles,  M.D. 

Jennings  Fershing,  M.D. 

M.  R.  Gelber,  M.D. 

Clark  Johnson,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  THE  COMMITTEE 
ON  BENEVOLENT  FUND 

The  Benevolent  Fund  of  the  State  Medical  Asso- 
ciation was  started  in  the  “hard  years”  when  many 
doctors  of  this  State  were  in  dire  need  of  such  a 
Fund  and  at  that  time  would  have  helped  immeas- 
urably. Because  of  this  need  appreciated  by  all 
physicians  — it  was  the  Medical  Auxiliary  to  con- 
ceive the  idea  of  a Fund  to  be  used  for  physicians 
or  family  if  the  occasion  of  such  need  should  again 
arise. 

With  the  advent  and  continuance  of  “good  times” 
it  was  later  decided  by  th  Auxiliary  and  the  Med- 
ical Association  that  the  Fund  should  be  continued 
to  be  added  to,  and  that  it  could  be  used  for  loans 
to  needy  medical  students  when  properly  endorsed 
by  the  School  Dean  and  the  Committee.  This  past 
year  our  first  loans  were  made.  The  Fund  is  held 
by  the  Association  Executive  Secretary  and  is  now 
in  the  amount  of  $2,532.22  in  cash;  $3,825.00  in 
bonds;  and  $1,200.00  in  loans,  a total  of  $7,557.22. 
Three  loans  were  made  at  $400.00  each  to  the  three 
students  at  the  University  of  South  Dakota. 

The  Committee  feels  that  the  Fund  shall  prove 
of  real  help  through  loans,  and  it  is  our  hope  that 
the  Fund  shall  be  continued  and  increased  for  this 
purpose,  and  for  its  original  intent  if  the  occasion 
should  ever  again  present  itself. 

Respectfully  submitted, 

Wm.  E.  Donahoe,  M.D. 

J.  C.  Hagin,  M.D. 

F.  C.  Totten,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 
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REPORT  OF  THE  COMMITTEE 
ON  RHEUMATIC  FEVER  & HEART  DISEASE 

The  Rheumatic  Fever  Committee  has  continued 
its  program  essentially  in  two  parts,  (1)  for  lay 
education  and  (2)  for  professional  education. 

Under  lay  education  we  have  promoted  through- 
out the  state,  rheumatic  fever  clinics  presented  to 
the  P.T.A.’s  of  various  school  districts  at  which 
time  one  of  the  representatives  of  the  Board  of  the 
South  Dakota  State  Heart  Association  would  pre- 
sent a talk  on  Rheumatic  Fever  followed  by  show- 
ing the  picture  “THE  VALIANT  HEART.”  A ques- 
tion and  answer  period  would  follow  this  presen- 
tation and  after  this  distribution  of  pamphlets  to 
better  familiarize  parent  and  teachers  with  the 
early  signs  of  Rheumatic  Fever  and  the  proper 
treatment. 

Through  the  cooperation  of  the  South  Dakota 
Heart  Association  we  have  set  up  a pilot  clinic  in 
the  public  schools  in  Yankton,  South  Dakota,  and 
this  is  under  the  direction  of  Dr.  W.  F.  Stanage, 
who  is  one  of  the  members  of  the  Rheumatic  Fever 
Committee  of  the  South  Dakota  State  Heart  Asso- 
ciation. This  clinic  consists  of  swabbing  the 
throats  of  all  pupils  complaining  of  a sore  throat 
and  this  in  turn  is  then  cultured  and  if  a strep 
organism  is  found,  a note  then  goes  home  to  the 
family  to  the  effect  that  they  should  seek  advise 
from  their  family  physician  as  to  the  proper  follow- 
up care.  Through  this  medium  we  hope  to  be  able 
to  get  some  idea  of  the  incidence  of  Rheumatic 
Fever  amongst  the  children  who  have  strep-infec- 
tion who  do  not  not  receive  proper  treatment  and 
also  give  us  an  index  of  the  effectiveness  of  this 
program  in  the  students  who  did  receive  proper 
treatment.  It  will  also  serve  as  a means  of  pub- 
licizing the  importance  of  early  recognition  of 
strep  infection  in  the  throat  and  proper  treatment. 

During  our  annual  fund  raising  campaign  for  the 
South  Dakota  Heart  Association  the  film  “THE 
VALIENT  HEART”  was  shown  over  many  of  the 
T.V.  stations  throughout  the  state  and  also  to  many 
of  the  service  clubs  and  P.T.A.  groups  in  various 
cities  throughout  the  state. 

This  year  we  were  invited  to  be  represented  at 
the  State  Society  of  Rehabilitation  of  the  Crippled 
Child.  This  is  the  first  time  it  has  been  recog- 
nized in  the  state  that  a child  with  a heart  lesion, 
either  congenital  or  acquired,  is  definitely  con- 
sidered a crippled  child.  The  presentation  that  was 
given  to  this  society  through  one  of  the  board 
members  of  the  South  Dakota  State  Heart  Associa- 
tion was  very  graciously  received  and  I am  sure 
that  we  will  be  invited  to  participate  in  this  pro- 
gram in  the  future. 

Under  the  second  part,  namely  that  of  profes- 
sional education,  through  the  concerted  effort  of 
the  AMA  and  the  National  Heart  Association  en- 
titled “PREVENTION  OF  RHEUMATIC  FEVER 
AND  BACTERIAL  ENDOCARDITIS  WITH  CON- 
TROL OF  STREPTOCOCCAL  INFECTIONS”  was 
sent  out  to  every  doctor  throughout  the  state.  In 
addition  to  this,  letters  went  out  to  every  secretary 
of  the  District  Medical  Societies  as  to  the  avail- 
ability of  literature  through  our  state  office  of  the 
South  Dakota  State  Heart  Association,  both  for  lay 
and  professional  education,  and  also  the  service  of 
supplying  a speaker  at  one  of  the  District  Society 
meetings  to  explain  the  problem  of  Rheumatic 
Fever  in  the  State  and  some  of  the  recent  develop- 
ments in  this  field.  Also,  the  South  Dakota  State 
Heart  Association  has  lent  its  support  to  the  doc- 
tors throughout  the  state  in  gaining  admission  of 
their  patient  who  has  either  acquired  or  congenital 
heart  lesion  which  can  be  corrected  by  surgical 
means  to  the  proper  institution  where  definite 
treatment  can  be  given. 

J.  W.  Argabrite,  M.D.,  Chr. 

D.  C.  Austin,  M.D. 

H.  W.  Farrell,  M.D. 


The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  THE  COMMITTEE 
ON  RADIO  BROADCASTS 

The  Committee’s  main  function  is  to  assure  the 
wide  spread  and  continuous  use  of  AMA  radio 
transcriptions  by  the  various  radio  stations 
throughout  the  state. 

The  Committee  has  had  no  meetings  during  the 
year.  However,  much  work  was  accomplished  by 
telephone  and  letter.  At  the  present  time,  weekly 
radio  transcriptions  are  being  used  by  radio  sta- 
tions in  Aberdeen,  Mitchell,  Rapid  City,  Water- 
town  and  Yankton.  Advance  programing  for  the 
remainder  of  1956  has  been  accomplished  at  these 
stations.  In  addition  to  the  scheduled  transcrip- 
tions, time  has  been  obtained  for  spot  announce- 
ments and  physician  interviews  to  publicize  Med- 
ical Education  Week. 

Radio  station  acceptance  of  the  transcription 
series  has  not  been  complete  in  the  past  because  of 
two  things.  First,  there  has  been  lack  of  contin- 
uity in  program.  This  has  been  most  evident  dur- 
ing the  period  when  committee  changes  are  made. 

On  many  occasions  the  programing  has  been 
stopped  for  several  months  following  the  appoint- 
ment of  a new  committee.  Second,  there  has  been 
faulty  timing  in  getting  the  transcriptions  to  the 
radio  station  in  time  for  use  on  a definitely  sched- 
uled program.  These  two  problems  have  been 
eliminated  by  doing  two  things.  First,  programing 
is  arranged  for  an  entire  year.  In  this  way,  con- 
tinuity remains  even  though  committee  changes 
are  made.  Second,  once  advance  programing  is 
accomplished  and  the  series  are  decided  upon,  the 
AMA  Bureau  of  Health  Education  is  advised  of 
the  series  to  be  used  and  the  dates  on  which  they 
are  to  be  sent  to  the  radio  station.  The  AMA  is 
happy  to  accept  the  responsibility  of  shipping  the 
series  to  the  radio  station  at  the  proper  time. 

The  Committee  definitely  feels  that  the  radio 
transcription  series  are  of  value  and  that  every 
effort  should  be  made  to  continue  their  use  in  the 
future. 

J.  J.  Stransky,  M.D.,  Chr. 

Wm.  Fritz,  M.D. 

R.  C.  Jahraus,  M.D. 

P.  H.  Koren,  M.D. 

F.  D.  Leigh,  M.D. 

Robert  Olson,  M.D. 

J.  C.  Rodine,  M.D. 

J.  P.  Steele,  M.D. 

The  Committee  moved  the  adoption  of  the  Report  of  the 
Committee  on  Radio  Broadcasts  and  felt  the  scheduling 
of  program  as  no<w  carried  out  very  desirable. 


REPORT  OF  THE  AMEF  COMMITTEE 
The  AMEF  Committee  conducted  a letter  solici- 
tation type  of  campaign  in  1955.  During  May  let- 
ters of  appreciation  were  sent  to  each  South  Da- 
kota physician  who  had  contributed  to  the  Founda- 
tion in  1954.  A request  for  further  contribution 
was  made  with  that  same  contract.  A series  of 
three  letters  were  mailed  to  each  South  Dakota 
physician  during  the  latter  months  of  1955,  no 
attempt  being  made  to  eliminate  from  the  mailing 
list  the  physicians  who  had  already  contributed  in 
the  year.  No  personal  contacts  were  attempted  ex- 
cept instances  where  a member  of  the  AMEF  com- 
mittee had  the  opportunity  presented  to  him  by 
his  District.  Our  President,  Dr.  Gillis,  spoke  favor- 
ably of  the  AMEF  on  a number  of  occasions  and 
included  mention  of  it  in  his  president’s  page.  Total 
contributions  received  from  South  Dakota  phys- 
icians during  the  year  totaled  over  $6,300.00.  The 
number  of  contributors  was  138.  Both  of  these 
figures  represented  a slight  increase  over  similar 
figures  for  1954.  As  a State  we  again  ranked  high 
as  33%  of  our  physicians  contributed,  compared 
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with  a figure  nationwide  of  near  12%.  The  AMEF 
Committee  feels  the  1955  campaign  was  satisfac- 
tory. The  Committee  feels  the  effort  expected  on 
the  campaign  produced  very  satisfactory  results 
but  also  feels  that  the  profession  at  large  has  failed 
to  appreciate  the  need  of  the  medical  schools  for 
unrestricted  funds  and  has  failed  to  interpret  the 
implications  an  unbalanced  medical  school  budget 
has  for  the  training  of  future  physicians. 

During  the  year  1955,  approximately  25,000  men 
contributed  money  for  medical  education  through 
AMEF.  31,944  additional  physicians  contributed 
money  for  medical  education  directly  through 
Alumni  Funds.  Total  AMEF  contributions  by  phys- 
icians amounts  to  $757,163.00.  Total  monies  con- 
tributed through  Alumni  Funds  amounted  to  $1,- 

748.587.00.  In  other  words  physicians  contribute 
$2,505,750.00  to  medical  education  during  1955. 
Add  to  this  total  figure  about  $2,000,000.00  con- 
tributed by  corporations  to  the  National  Fiind  for 
Medical  Education  to  which  organization  go  the 
physician  AMEF  contributions  and  a total  of  $4,- 

500.000. 00  is  seen  to  have  been  contributed  for 
medical  education  during  the  year  1955.  The  total 
need  of  the  medical  schools  is  estimated  at  $10,000,- 
000  per  year  which  represents  10%  of  the  com- 
bined medical  school  budgets.  The  AMA  Com- 
mittee would  therefore  take  this  opportunity  to 
emphasize  again  the  importance  of  the  American 
Medical  Education  Foundation. 

Our  eighty-one  medical  schools  train  approx- 
imately 27,000  under- graduates  and  55,000  other 
medical  scientists  each  year.  They  graduate  more 
then  6,000  doctors  annually,  1,000  more  then  a 
decade  ago,  but  not  enough  to  keep  pace  with  the 
ever  increasing  demand.  Strong  self  reliant  well 
staffed  medical  schools  are  a key  stone  of  our  na- 
tional welfare.  The  nation’s  health  depends  upon 
physicians  and  their  allied  personnel.  We  as  prac- 
ticing physicians  cannot  afford  to  allow  their  acad- 
emic standards  to  deteriorate.  We  must  face  real- 
istically the  fact  that  if  we  do  not  do  our  part  in 
aiding  the  schools  to  financially  meet  their  urgent 
need  and  their  long  range  problems  the  Federal 
Government  will.  The  average  physician  in  our 
state  and  every  other  state  must  cease  simply  talk- 
ing about  freedom  of  the  practice  of  medicine  and 
produce  more  concrete  evidence  of  his  belief  that 
the  practice  of  medicine  should  remain  above  gov- 
ernment control. 

The  AMEF  Committee  would  recommend  a con- 
tinuation of  a letter  solicitation  type  campaign  for 
the  year  1956.  It  would  further  recommend  that 
each  District  devote  at  least  part  of  the  time  spent 
in  meeting  emphasizing  the  importance  of  phys- 
ician participation  to  AMEF. 

This  report  is  respecthrlly  submitted  by:  A.  A. 
Lampert,  M.D.,  Chr.,  S.  F.  Sherrill,  M.D.,  H.  L.  Say- 
lor, Jr.,  M.D.,  O.  J.  Mabee,  M.D.,  and  A.  P.  Reding, 
M.D. 

The  Committee  moved  the  approval  of  the  Report  of 
the  AMEF  Committee  and  that  the  important  work  of  this 
Committee  be  urged  to  be  continued  with  emphasis  on  the 
letter  or  mailing  contact  of  all  the  doctors  in  the  State  as 
well  as  through  District  publicity. 


REPORT  OF  EDITORIAL  COMMITTEE 
The  South  Dakota  Journal  of  Medicine  and  Phar- 
macy again  showed  an  increase  in  published  pages 
oyer  the  previous  year;  editorials,  scientific  ar- 
ticles, news  items,  and  advertising  pages  all  shar- 
ing in  this  increase.  However,  slightly  less  than 
half  of  the  scientific  articles  were  submitted  by 
South  Dakota  physicians. 

The  Editorial  Committee  would  appreciate  sug- 
gestions_  for  _ stimulating  our  members  to  write 
more  scientific  articles  and  editorials  for  our  Jour- 
nal. Our  Assistant  Editor  Dorothy  Anderson  Week, 
continues  to  work  zealously  to  improve  our  Jour- 
nal. Your  Editor,  Business  Manager  John  C.  Foster, 


and  Assistant  Editor  Dorothy  Anderson  Week 
(and  Kay  Hanna)  attended  the  Biennial  Conference 
of  Editors  and  Business  Managers  of  State  Medical 
Journals  at  AMA  Headquarters  Building  in 
Chicago  on  November  7 and  8,  1955. 

R.  G.  Mayer,  M.D.,  Chr. 

D.  H.  Manning,  M.D. 

G.  J.  Van  Heuvelen,  M.D. 

H.  R.  Wold 

W.  E.  Jones,  M.D. 

Mary  Price,  M.D. 

Harold  Lowe,  M.D. 

Amos  Michael,  M.D. 

T.  W.  Reul,  M.D. 

After  reviewing  the  Report  of  Editorial  Committee,  the 
Committee  proposed  that  regarding  the  request  for  sug- 
gestions by  the  Committee  on  how  to  secure  more  articles 
from  South  Dakota  Doctors  for  publication  in  the  South 
Dakota  Journal.  (1)  publicity  he  given  South  Dakota 
Doctors  through  their  District  Society  emphasizing  the 
appreciation  of  any  scientific  articles  that  they  might 
wish  to  submit  for  publication;  (2)  possibility  of  tape 
recording  all  talks  or  programs  when  possible  with  the 
thought  that  transcribing  aid  may  be  obtained  in  helping 
the  author  edit  for  publication;  (3j  Councillors  encourage 
Districts  to  pledge  a certain  number  of  articles  for  the 
Journal  in  a given  year.  The  Committee  recommended 
that  a list  of  individuals  willing  to  appear  at  other  Dis- 
trict meetings  for  scientific  presentation  he  again  issued 
to  all  Districts  and  Districts  be  encouraged  to  utilize  this 
personnel  for  their  District  Medical  programs.  The  Com- 
mittee moved  the  adoption  of  the  report  of  the  Editorial 
Committee. 


REPORT  OF  THE  COMMITTEE 
ON  MEDICAL  LICENSURE 

The  Board  of  Medical  and  Osteopathic  Examiners 
held  their  regular  meeting  in  July,  1955  and  Jan- 
uary 1956.  The  July  meeting  was  held  at  the  Syl- 
van Lake  Resort  in  the  Black  Hills  and  the  Jan- 
uary meeting  in  Sioux  Falls. 

Officers  were  chosen  at  the  July  meeting:  F.  F. 
Pfister,  M.D.,  President;  J.  H.  Cheney,  D.  O.,  Vice- 
President;  and  Magni  Davidson,  M.D.,  Secretary- 
Treasurer. 

Sixteen  physicians  wrote  the  examination  and 
all  passed.  Four  of  these  physicians  were  D.P.’s 
19  physicians  were  licensed  by  reciprocity.  Six 
D.P.  physicians  who  completed  four  years  of  tem- 
porary licensure,  were  given  full  licensure  during 
the  year. 

The  Sub-Committee  of  the  Board  on  Physical 
Therapy  met  with  the  Board  at  its  July  meeting  to 
approve  applicants  for  licensure  under  the  Phys- 
ical Therapy  License  law.  18  Physical  Therapists 
were  admitted  to  licensure  and  two  were  rejected 
because  of  inadequate  training. 

The  Board  is  also  studying  a uniform  practice 
act  made  by  the  Federation  of  Medical  Examining 
Boards. 

F.  F.  Pfister,  M.D.,  Chr. 

Magni  Davidson,  M.D. 

C.  E.  Kemper,  M.D. 

The  Committee  moved  the  adoption  of  the  Report  of 
the  Committee  on  Medical  Licensure. 


REPORT  OF  THE  COMMITTEE  ON  VETERANS 
ADMINISTRATION  AND  MILITARY  AFFAIRS 

The  Committee  met  once  during  the  year.  The 
following  recommendations  are  to  the  House  of 
Delegates. 

1.  That  the  action  of  the  Council  in  terminating 
the  V.A.  Home  Town  Care  Plan  as  now  con- 
stituted be  endorsed. 

2.  That  if  the  Congress  of  the  United  States  de- 
cides that  the  government  has  an  obligation 
to  provide  medical  care  for  service  personnel 
dependents,  that  it  be  done  in  such  a manner 
as  to  provide  free  choice  of  physician,  pre- 
ferably through  a Blue  Shield  type  of  plan.  It 
is  further  recommended  that  copies  of  this 
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action  be  forwarded  to  our  congressional  dele- 
gation and  the  American  Medical  Association. 

3.  That  the  House  of  Delegates  authorize  a reso- 
lution to  be  sent  to  our  congressional  delega- 
tion suggesting  that  retired  officers  and  en- 
listed men  alike  be  given  annual  physical 
examinations  to  redetermine  physical  dis- 
ability. 

L.  C.  Askwig,  M.D.,  Chr. 

D.  H.  Manning,  M.D. 

F.  F.  Pfister,  M.D. 

M.  R.  Gelber,  M.D. 

The  Committee  moved  the  adoption  of  the  report  of  the 
Committee  on  Veterans  Administration  and  Military 
Affairs. 


REPORT  OF  THE  COMMITTEE 
ON  SPAFFORD  MEMORIAL  FUND 

No  report. 

T.  E.  Eyres,  M.D.,  Chr. 


REPORT  OF  COMMITTEE  ON  PREPAYMENT 
AND  INSURANCE  PLANS 

The  Prepayment  and  Insurance  Committee  held 
five  meetings  during  the  year.  They  are  as  follows: 

Part  of  the  Committee  held  a meeting  in  Atlantic 
City  during  the  AMA  sessions  on  June  7,  1956. 

January  15th  the  Committee  met  in  Huron. 

January  27th  part  of  the  Insurance  Committee 
met  in  Sioux  Falls  and  drew  up  plans  for  rest  of 
the  Committee. 

March  18th  the  Committee  met  in  Huron. 

Members  of  the  Committee  presented  the  in- 
formation that  was  worked  up  by  the  Committee 
to  each  District  Society  during  the  month  of  April 
and  early  May. 

On  May  5th  a Special  House  of  Delegates  meet- 
ing was  held  and  the  Committee  preserved  the  in- 
formation and  a resolution  was  adopted  by  the 
House  to  start  Blue  Shield  in  South  Dakota. 

C.  J.  McDonald,  M.D.,  Chr. 

D.  H.  Breit,  M.D. 

E.  A.  Johnson,  M.D. 

Paul  Hohm,  M.D. 

A.  A.  Lampert,  M.D. 

Robert  Monk,  M.D. 

The  Committee  moved  the  daoption  of  the  report  of  the 
Committee  on  Prepayment  and  Insurance  Plans. 


REPORT  OF  THE  COMMITTEE 
ON  NATIONAL  LEGISLATION 

The  Legislative  Committee  of  the  State  Medical 
Association  is  one  committee  the  importance  of 
which  is  increasing  rapidly.  The  committee  has 
the  duty  of  acquainting  itself  with  State  and  Na- 
tional legislation  in  which  there  is  any  medical 
implication.  After  becoming  familiar  with  the 
medical  implications  of  proposed  legislation  it  is 
the  committee’s  further  duty  to  acquaint  the  mem- 
bers of  the  Association  with  their  opinions  of  the 
legislation  and  their  recommendation  concerning 
action  by  the  members  of  the  Association.  Further 
recommendations  concerning  action  by  the  mem- 
bers of  the  Association.  Further  it  is  their  duty  to 
then  acquaint  the  elected  representatives  at  the 
State  and  National  levels  with  the  opinions  of  the 
State  Medical  Association. 

The  American  Medical  Association  through  its 
Legal  Department  and  its  Washington  office  makes 
available  extensive  material  in  which  all  national 
bills  with  medical  implications  are  well  analyzed 
and  the  recommendations  of  the  Association  are 
plainly  stated.  This  same  material  is  made  avail- 
able to  the  membership  of  the  AMA  through  the 
Journal  of  the  AMA.  Unfortunately,  the  volume  of 
proposed  legislation  in  which  there  are  medical 
implications  is  so  large  that  the  average  physician 
'SO  distantly  concerned  that  a tremendous  gap 
exists  between  the  knowledge  made  available  by 
accurate  AMA  analysis  and  the  information  with 
which  the  average  physician  is  well  acquainted. 


Legislation  with  medical  implication  originating 
within  the  State  constitute  a problem  of  consider- 
able less  magnitude  but  of  no  less  importance. 
Considerable  less  time  is  available  during  which 
the  members  of  the  Association  may  be  made  ac- 
quainted with  State  sponsored  legislation  than  is 
true  on  a National  level.  With  the  cooperation  of 
the  Executive  Secretary  and  the  members  of  the 
Council  information  on  important  matters  has 
been  rather  rapidly  disseminated  throughout  the 
State.  During  the  last  legislative  session  in  1954 
a system  was  established  where  two  or  three  doc- 
tors were  in  attendance  in  Pierre  all  through  the 
legislative  session.  This  system  was  so  organized 
that  no  one  physician  had  to  spend  more  than  three 
days  in  Pierre  and  so  organized  that  there  were 
always  physicians  available  for  information  and 
for  advise  relative  to  problems  of  medical  import- 
ance. It  was  felt  by  the  Council  that  this  latter 
innovation  was  of  prime  importance  during  the 
last  legislative  session  and  it  is  strongly  recom- 
mended by  this  committee  that  the  procedure  be 
continued. 

During  this  past  year  members  of  the  Legislative 
Committee  went  to  Washington  to  discuss  with  our 
Senators  and  Representatives  problems  of  medical 
interest  in  which  we  felt  there  existed  special  im- 
portance. It  was  very  gratifying  to  the  committee 
to  see  the  interest  and  enthusiasm  with  which 
thoughts  from  home  were  received  by  our  elected 
representatives  and  to  perceive  the  acqte  insight 
our  elected  representatives  had  into  our  own  prob- 
lems. The  proposed  legislation  which  occur  in  most 
of  the  discussions  included  the  proposed  Social  Se- 
curity Amendments  for  1955  as  embodied  in  House 
Bill  7225,  the  Bricker  Amendment  type  Bill,  the 
Jenkins-Keogh  type  income  tax  relief  bills,  the 
good  and  bad  about  physicians  being  included  in 
Social  Security,  the  Dr.  Draft,  Federal  Aid  to  Med- 
ical Schools  for  construction.  Dependent  Care  to 
the  Dependents  of  Service  Personnel  and  many 
other  items  of  current  interest.  The  Committee  be- 
lieves the  time  and  money  involved  in  such  a trip 
was  very  adequately  and  very  well  spent.  The 
Committee  recommends  that  our  President’s  sug- 
gestion that  such  a pilgrimage  be  made  a yearly 
procedure  receive  favorable  consideration  by  the 
Budget  Committee. 

As  originally  stated  in  this  report  the  importance 
of  the  legislation  committee  is  growing  by  leaps 
and  bounds.  It  is  sincerely  hoped  that  the  Legisla- 
tive Committee  for  the  ensuing  year  will  meet 
early  in  its  year  and  map  out  in  detail  its  program. 
It  is  strongly  recommended  that  a yearly  pilgrim- 
age to  Washington  be  authorized  in  the  budget  and 
that  a roster  be  arranged  for  physicians  represen- 
tation at  the  Pierre  legislative  session.  It  is  further 
recommended  that  each  physician  vow  unto  him- 
self to  become  more  interested  in  legislation  with 
medical  implications  and  to  become  conversant 
with  our  current  and  not  too  distant  in  the  future 
problems  of  legislative  interest. 

F.  D.  Gillis,  Sr.,  M.D.,  Chr. 

A.  W.  Spiry,  M.D. 

A.  A.  Lampert,  M.D. 

A.  P.  Peeke,  M.D. 

M.  M.  Morrissey,  M.D. 

The  Committee  approved  the  Report  of  the  Committee 
on  National  Legislation  and  recommended  that  the  policy 
of  doctors  being  in  attendance  in  Pierre  throughout  the 
Legislation  session  be  continued. 


REPORT  OF  THE  COMMITTEE 
ON  RURAL  MEDICAL  SERVICE 

In  the  capacity  of  chairman  of  the  Rural  Medical 
Service  of  South  Dakota  State  Medical  Association 
this  year,  I have  answered  numerous  corres- 
pondence for  information  in  regard  to  rural  prob- 
lems. I attended  the  11th  National  Conference  on 
Rural  Health,  which  was  held  at  Portland,  Oregon, 
at  the  Multnomah  Hotel,  on  March  7,  8 and  9th. 
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The  topic  was  “Your  Doctor  and  You.”  This  was  a 
very  stimulating  program  and  we  had  some  very 
excellent  speakers.  Your  secretary  Mr.  John  C. 
Foster,  was  at  the  meeting  and  I am  sure  that  you 
would  all  have  been  very  proud  of  his  participa- 
tion in  our  program.  This  was  probably  the  best 
and  the  largest  we  have  had. 

On  returning  to  South  Dakota  on  the  29th  of 
March,  we  tried  to  hold  our  first  Rural  Health  Con- 
ference, with  the  cooperation  of  the  South  Dakota 
State  Public  Health  Department,  the  Extension, 
and  we  invited  the  farm  groups,  the  Farmers 
Union,  the  Farm  Grange,  and  the  Farm  Bureau 
people,  however,  due  to  very  bad  storms  two  of 
bur  speakers  were  not  able  to  be  there.  Also  a 
great  number  of  the  farmers,  whom  we  expected, 
were  not  able  to  be  there.  I feel  that  this  was  a 
good  start  and  if  the  groups  there  feel  that  it  is 
what  they  want  we  will  certainly  be  glad  to  co- 
operate with  them.  Dr.  E.  F.  Kalda  and  Dr.  G.  J. 
Bloemendaal  both  were  on  the  program  and  did 
very  well  in  bringing  out  some  pertinent  points  for 
the  need  of  good  rural  medicine. 

I want  to  take  this  opportunity  to  thank  the 
South  Dakota  State  Medical  Association  for  giving 
me  an  opportunity  to  work  in  this  capacity. 

Respectfully  submitted, 

A.  P.  Peeke,  M.D.,  Chr. 

E.  F.  Kalda,  M.D. 

G.  J.  Bloemendaal,  M.D. 

After  re’vie’wing  the  Committee  on  Rural  Medical  Ser- 
vice, the  Reference  Committee  recommends  further  that 
the  Committee  on  Rural  Health  explore  the  possibility  of 
setting  up  a better  program  or  Rural  Medical  Service  and 
if  feasible  and  can  be  done  vuithin  limits  of  funds  novj 
available  they  do  so.  The  Reference  Committee  moved 
the  adoption  of  the  Report  on  Rural  Medical  Service  and 
recommended  that  the  resolution  on  Farm  Safety  presented 
by  the  Eighth  District  Medical  Society  be  referred  to  the 
Committee  on  Rural  Health  and  that  the  letter  with  de- 
tails be  transmitted  to  each  member  of  the  Committee. 


REPORT  OF  THE  COMMITTEE 
ON  NURSING  TRAINING 

There  has  been  no  meeting  of  this  Committee 
this  year.  However,  I have  been  rather  active  in 
the  Nurses  Training  Program  in  our  hospital  here 
and  have  been  very  interested  in  the  Nurses  Train- 
ing program. 

P.  P.  Brogdon,  M.D.,  Chr. 

H.  P.  Adams,  M.D. 

H.  J.  Grau,  M.D. 

After  reviewing  the  Report  of  the  Committee  on  Nurs- 
ing, the  Reference  Committee  feels  that  the  Nursing  Train- 
ing Program  not  only  be  continued  as  at  present  but  also 
extended,  and  that  the  Medical  Association  aid  and  en- 
courage in  whatever  way  possible  the  high  nursing 
standards.  The  Committee  recommends  a more  thorough 
study  of  the  problems  facing  Nursing  Training  service  in 
the  state  with  particular  reference  to  the  available  facil- 
ities for  Nursing  Training,  this  study  to  be  made  in  co- 
ordination with  the  State  Nurses  Association  and  the  find- 
ings to  be  submitted  to  the  Council  at  the  earliest  possible 
time.  The  Reference  Committee  recommends  that  the 
personnel  of  the  Nursing  Training  Committee  be  ap- 
pointed to  the  Joint  Commission  for  the  Improvement  of 
the  Care  of  the  Patient. 


REPORT  OF  THE  COMMITTEE 
ON  WORKMEN'S  COMPENSATION 

The  Workmen’s  Compensation  Committee  is 
presently  studying  an  outline  for  a Manual  of 
South  Dakota  State  Compensation  legislation.  This 
work  is  not  complete  and  recommendations  are 
withheld  at  this  time.  There  has  been  no  other 
activity  of  the  Committee. 

J.  N.  Hamm,  M.D.,  Chr. 

R.  Giebink,  M.D. 

H.  R.  Lewis,  M.D. 

After  reviewing  the  Report  of  the  Committee  on  Work- 
men’s Compensation,  the  Reference  Committee  recom- 


mends a more  specific  evaluation  of  present  W orkmen’s 
Compensation  Law  be  studied  and  evaluated  with  the 
Council’s  Action.  The  Committee  further  recommends 
that  legislation  be  presented  at  the  next  session.  The  Ref- 
erence Committee  recommends  that  a publicity  campaign 
be  directed  at  employers  urging  catastrophic  insurance 
coverage,  drawing  up  a letter  to  every  employer. 


REPORT  OF  COMMITTEE  ON  BLOOD  BANKS 

No  report. 

R.  L.  Carefoot,  M.D.,  Chr. 

C.  L.  Behrens,  M.D. 

A.  K.  Myrabo,  M.D. 

The  Reference  Committee  recommends  that  the  Com- 
mittee on  Blood  Banks  he  continued. 


REPORT  OF  THE  COMMITTEE 
ON  PRESS-RADIO  COMMITTEE 

The  Press  Radio  Committee  has  had  no  official 
meeting  the  past  year.  The  year  before,  a meet- 
ing was  held  to  which  the  Press  and  Radio  were 
invited.  We  felt  this  meeting  was  quite  successful. 
The  understanding  was  that  the  press  would  prob- 
ably hold  a similar  meeting  this  year,  inviting  the 
Radio  and  the  Medics.  So  far,  this  has  not  been 
done.  However,  the  meeting  might  still  be  called 
this  year.  It  was  felt  that  it  would  not  be  neces- 
sary for  us  to  call  a meeting  as  no  special  problems 
have  arisen. 

Last  fall  a letter  was  sent  out  by  the  committee 
to  the  secretaries  of  the  Press  and  Radio,  asking 
them  to  notify  the  committee  if  they  had  any  prob- 
lems with  the  medical  profession.  No  such  notifica- 
tions have  been  received.  However,  I contacted  the 
chairman  of  the  Associated  Press  Committee  which 
handles  press  relations  the  Medical  profession  for 
the  Associated  Press.  He  asked  for  comments  from 
committeemen  and  received  several  complaints. 
Their  comments  were  as  follows. 

The  Press-Radio  relations  are  improved  where 
the  doctors  as  a group  discuss  the  matters  with  the 
press.  They  feel  that  better  understanding  with 
the  press  would  result  if  the  District  Medical  So- 
cieties had  a newspaper  man  instead  of  a doctor  to 
explain  the  press  problems.  They  also  feel  that 
doctors  still  intimidate  hospital  staffs  in  not  in- 
forming the  press  of  legitimate  news.  They  state 
that  hospitals  are  derelict  in  not  giving  newspapers 
details  about  accidents.  They  are  good  at  giving 
news  about  highway  accidents,  so  are  the  doctors. 
They  all  realize  this  is  public  information  but  still 
do  not  cooperate  on  information  about  accidents  in 
the  home  and  on  farmyards.  They  state  that  these 
things  show  up  in  the  weekly  press  and  finally  get 
into  the  daily  press  but  feel  that  they  should  have 
it  in  the  daily  press  sooner.  This  seems  to  be  their 
biggest  gripe.  They  also  feel  that  the  doctors  pub- 
licity for  themselves  and  the  hospitals,  but  are  not 
as  cooperative  in  giving  the  news.  I think  this  is 
probably  justifiable  criticism  in  some  places.  They 
serve  one  important  point  that  they  feel  -that  the 
best  way  to  improve  press  relations  is  to  have  a 
discussion  between  the  doctors,  the  hospitals  and 
the  press,  on  local  levels.  They  feel  that  the  dis- 
semination of  the  State  Code  is  all  right  but  not 
sufficient. 

Our  Committee  feels  that  all  of  these  criticisms 
are  justifiable  at  certain  times  in  certain  areas.  On 
the  whole  however,  the  press  and  radio  feel  that 
there  has  been  definite  improvement  and  that  this 
improvement  will  continue.  The  Associated  Press 
meets  this  year  in  Rapid  City  and  your  chairman 
has  been  asked  to  meet  them  on  press  relations. 

The  committee  recommends  that  each  town  with 
a newspaper,  the  local  doctors  or  district  will  see  to 
is  that  there  is  a press-radio  committee  which  func- 
tions. It  is  also  heard  that  every  district  will  have 
either  one  doctor  or  a committee  responsible  for 
press-radio  relations  in  that  district  and  see  to  it 
that  every  town  is  properly  represented. 
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ACHROMYCIN 

Tetracycline  Lederle 


Achromycin  is  unsurpassed  in  its  range  of 
effectiveness.  Each  successive  month  more 
physicians  are  confirming  this  fact  for  them- 
selves in  their  own  daily  practice  in  the  ther- 
apy of  respiratory,  genitourinary,  dermato- 
logic and  other  infections. 

Achromycin  can  be  of  service  to  you  because 
of  these  important  advantages : 

• true  broad-spectrum  action 

• rapid  diffusion  and  penetration 

• prompt  control  of  infection 

• proved  effective  against  a wide  variety  of 
infections  caused  by  Gram-positive  and 
Gram-negative  bacteria,  rickettsiae,  and 
certain  viruses  and  protozoa 

• side  effects,  if  any,  usually  minimal 

• produced  under  exacting  quality  control 
in  Lederle’s  own  laboratories  and  offered 
only  under  the  Lederle  label 

• a complete  line  of  dosage  forms 


ACHROMYCIN  SF 

Achromycin  Tetracycline  with  Stress  For- 
mula Vitamins  for  severe  or  prolonged  ill- 
ness. Attacks  the  infection  — defends  the  pa- 
tient — hastens  normal  recovery.  Offered  in 
Capsules  of  250  mg.  and  in  an  Oral  Suspen- 
sion, 125  mg.  per  5 cc.  teaspoonful. 


filled  sealed  capsules 
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Copies  of  the  Press,  Radio  Code  are  available  to 
anyone  who  wishes  one.  Also  copies  of  accident 
forms  which  have  been  used  in  the  hospitals  with 
very  good  Press,  Radio  relations  can  be  obtained 
if  desired.  These  can  be  obtained  from  our  secre- 
tary, Mr.  Foster. 

Roy  E.  Jemstrom,  M.D.,  Chr. 

E.  A.  Rudolph,  M.D. 

S.  M.  Brzica,  M.D. 

The  Reference  Committee  wishes  to  commend  the  Press 
Radio  Committee  on  its  excellent  report  and  moves  adop- 
tion of  this  report. 


REPORT  OF  THE  COMMITTEE 
ON  THE  CORONER'S  LAW 

The  Committee  for  the  Study  of  the  Coroner’s 
Law  met  in  Pierre  on  March  29,  1956.  Those 
present  were:  Drs.  Morrissey,  Hayes,  Geib  and  Mr. 
Foster.  The  Committee  decided  to  request  that 
the  House  of  Delegates  endorse  the  Model  Post- 
Mortem  Examinations  Act  drafted  by  the  National 
Conference  of  Commissioners  of  Uniform  State 
Laws  in  1954,  as  amended  by  the  South  Dakota 
Committee  for  the  Study  of  the  Coroner’s  Law.  The 
proposed  laws  set  up  a Commission  on  Post- 
Mortem  Examinations  which  appoints  a Chief 
Medical  Examiner.  The  law  defines  types  of  deaths 
to  be  investigated,  provides  that  an  autopsy  may 
be  conducted  on  authorization  of  the  Chief  Med- 
ical Examiner,  provide  for  the  maintenance  of 
Laboratories,  permits  the  Commission  to  make 
rules  and  regulations  concerning  its  office,  and 
transfers  the  duties  of  the  Coroner’s  Office  to  the 
Office  of  Post-Mortem  Examinations. 

W.  A.  Geib,  M.D.,  Chr. 

M.  M.  Morrissey,  M.D. 

R.  H.  Hayes,  M.D. 

The  Reference  Committee  commends  the  Committee  on 
the  Coroner’s  Law  on  the  preliminary  work  they  have 
done  and  urges  them  to  continue  the  work  and  to  cooperate 
with  the  like  Committee  from  South  Dakota  Funeral 
Directors  Association  in  setting  up  legislation. 


REPORT  OF  THE  COMMITTEE 
ON  REHABILITATION 

The  committee  held  no  meetings  during  the  year 
1955-1956.  Some  communications  were  held  be- 
tween the  chairman  and  various  members  of  the 
committee. 

M.  M.  Morrissey,  M.D.,  Chr. 

Robert  Van  Demark,  M.D. 

A.  A.  Lampert,  M.D. 

H.  E.  Ahrlin,  M.D. 

R.  C.  Knowles,  M.D. 

P.  G.  Bunker,  M.D. 

The  Reference  Committee  recommends  that  the  Com- 
mittee on  Rehabilitation  be  continued  and  that  they  estab- 
lish some  liason  with  the  Department  of  Vocational  Re- 
habilitation to  delineate  the  problems. 


REPORT  OF  THE  COMMITTEE 
FOR  1956  JOINT  MEDICAL  MEETING 

The  Committee  submits  the  complete  program  of 
social  and  scientific  activities  for  the  75th  Anniver- 
sary Meeting,  and  thanks  the  members  of  the 
North  Dakota  Committee  and  all  those  who  helped 
in  making  the  arrangements  for  the  Joint  Session. 

R.  G.  Mayer,  M.D. 

H.  Russell  Brown,  M.D. 

F.  D.  Gillis,  M.D. 

The  Reference  Committee  moved  the  adoption  of  the 
Report  of  the  Committee  for  1956  Joint  Medical  Meeting 
with  special  thanks  to  the  Joint  Committee. 


REPORT  OF  THE  COMMITTEE 
ON  SCHOOL  HEALTH 

Every  school  should  have  the  services  of  a phys- 
ician available  as  a consultant  on  health  problems, 
to  supervise  the  provision  of  emergency  care,  and 
to  direct  the  health  service  program  of  the  school. 


School  health  procedures  should  be  related  to  those 
of  practicing  physicians  and  dentists.  Physicians 
and  dentists,  as  individuals  and  as  members  of 
medical  and  dental  societies,  and  often  as  members 
of  boards  of  education,  should  exert  leadership  in 
the  development  of  school  health  services. 

There  is  no  competition  between  properly  con- 
ducted school  health  services  and  those  provided 
by  private  physicians  and  dentists.  Effective  school 
health  procedures  undoubtedly  lead  many  children 
to  the  offices  of  physicians  and  dentists  for  treat- 
ment of  conditions  not  identified  by  the  parent. 
Provision  of  medical  and  dental  treatment  is  not  a 
school  function;  since  fundamental  school  health 
services  are  preventive  and  protective. 

Since  the  task  of  the  medical  society  is  to  ad- 
vance medical  care;  we  recommend  that  every  Dis- 
trict Medical  Society  have  an  active  Committee  on 
School  Health,  and  urge  every  physician  in  South 
Dakota  to  cooperate  wholeheartedly  with  school 
authorities  in  their  respective  communities. 

R.  G.  Mayer,  M.D.,  Chr. 

N.  E.  Wessman,  M.D. 

R.  A.  Buchanan,  M.D. 

The  Reference  Committee  moved  the  adoption  of  the 
Report  of  the  Committee  on  School  Health. 


REPORT  OF  THE  COMMITTEE 
ON  CARE  OF  THE  INDIGENT 

The  Committee  met  in  Huron  once  during  the 
year,  and  discussed  the  necessity  of  a complete 
statewide  study  on  Care  of  the  Indigent. 

A decision  was  made  to  survey  county  commis- 
sioners, county  auditors,  district  medical  societies 
and  some  individual  physicians  as  to  the  status  of 
care  for  the  indigent  in  the  various  counties. 

It  was  further  decided  that  the  Committee  should 
produce  a code  governing  care  of  the  indigent  for 
presentation  to  the  House  of  Delegates  at  the  an- 
nual meeting. 

The  survey  now  has  been  conducted  by  the 
executive  secretary’s  office,  but  all  returns  have 
not  been  received.  Approximately  50  of  the  coun- 
ties have  now  reported  and  as  soon  as  the  others 
are  returned  the  survey  will  be  tabulated. 

H.  P.  Adams,  M.D.,  Chr. 

A.  P.  Peeke,  M.D. 

H.  Russell  Brown,  M.D. 

F.  F.  Pfister,  M.D. 

P.  V.  McCarthy,  M.D. 

E.  J.  Perry,  M.D. 

F.  C.  Totten,  M.D. 

W.  A.  Delaney,  Jr.,  M.D. 

The  Reference  Committee  moved  the  adoption  of  the 
Report  of  the  Committee  on  Care  of  the  Indigent. 


REPORT  OF  THE  REFERENCE  COMMITTEES 
CREDENTIALS  COMMITTEE 
A quorum  was  present  for  the  meeting  of  the 
House  of  Delegates  and  the  credentials  of  those  in 
attendance  were  in  order.  Total  registrations  for 
the  convention  was  641,  including  110  N.  D.  doctors, 
205  S.  D.  doctors,  29  doctor  guests,  25  guests,  122 
exhibitors  and  150  auxiliary. 

G.  Torkildson,  M.D.  Chr. 

F.  D.  Leigh,  M.D. 

R.  J.  Quinn,  M.D. 

The  Reference  Committee  recommends  that  the  State 
Association  sponsor  a Hunter’s  Fall  Medical  Meeting 
starting  the  fall  of  1957  and  location  rotated  between  dis- 
tricts who  desire  to  have  it,  subject  to  approval  of  the 
Council,  each  district  to  file  their  applications  with  the 
Executive  Office  prior  to  the  Fall  Council  meeting  one 
year  prior  to  the  hunting  season.  This  is  also  subject  to 
obtaining  the  minimum  number  of  registrants  and  facil- 
ities to  house  them. 

Wayne  Geib,  M.D.,  Chr. 

T.  Sattler,  M.D. 

Harvard  Lewis,  M.D. 
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REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  OFFICERS  AND  COUNCILORS 

The  Committee  has  heard  and  approved  the 
report  of  our  late  President  Dr.  Gillis,  and  feels 
that  his  report  indicates  the  energy  and  devotion 
which  he  gave  to  the  affairs  of  the  State  Medical 
Association  even  in  the  last  year  of  life  granted 
him. 

The  Committee  has  read  and  recommends  ap- 
proval of  the  report  of  the  President-Elect. 

The  Committee  has  read  and  approved  the  report 
of  the  Vice  President. 

The  Committee  has  read  and  approved  the 

report  of  the  Secretary-Treasurer. 

The  Committee  has  read  and  approved  the  re- 
port of  the  Speaker  of  the  House. 

The  Committee  has  read  and  approved  the 

Statement  of  Operations  of  the  General  Fund  of 
the  State  Medical  Association. 

The  Committee  has  read  and  approved  the 

report  of  the  Executive  Secretary  and  believes  that 

he  deserves  special  commendation  for  the  out- 
standing job  of  managing  the  affairs  of  the  Asso- 
ciation. 

The  Committee  has  read  and  approved  the 

reports  of  the  A.M.A.  Delegate  and  Alternate  Dele- 
gate and  feels  that  special  thanks  should  be  given 
them  for  their  conscientious  work  for  the  Associa- 
tion. 

The  Committee  has  read  and  approved  the  re- 
port of  the  Council. 

The  Committee  has  read  and  approved  the 

report  of  the  councilor  of  the  First  District. 

The  Committee  has  read  and  approved  the 

report  of  the  Councilor  of  the  Second  District,  and 

notes  that  this  report  is  very  complete  and  indicates 
especially  active  interest  that  District  has  in  the 
affairs  of  the  Association. 

The  Committee  has  read  and  approved  the 

report  of  the  Councilor  of  the  Third  District. 

The  Committee  has  read  and  approved  the 

report  of  the  Councilor  of  the  Fourth  District. 

The  Committee  has  read  and  approved  the 

report  of  the  Councilor  of  the  Fifth  District. 

The  Committee  has  read  and  approved  the 

report  of  the  Councilor  of  the  Sixth  District. 

The  Committee  has  read  and  approved  the 

report  of  the  Councilor  of  the  Seventh  District. 

The  Committee  has  read  and  approved  the 

report  of  the  Councilor  of  the  Eighth  District. 

The  Committee  has  read  and  approved  the 

report  of  the  Councilor  of  the  Ninth  District. 

The  Committee  has  read  and  approved  the 

report  of  the  Councilor  of  the  Tenth  District. 

The  Committee  has  read  and  approved  the 

report  of  the  Councilor  of  the  Eleventh  District. 

The  Committee  has  read  and  approved  the 

report  of  the  Councilor  of  the  Twelfth  District. 

W.  Jones,  M.D.,  Chr. 

F.  C.  Kohlmeyer,  M.D. 

C.  A.  Johnson,  M.D. 


REPORT  OF  REFERENCE  COMMITTEE  ON 
RESOLUTIONS  AND  MEMORIALS 

WHEREAS,  the  Aberdeen  District  Doctors  and 
the  Ladies  Auxiliary  members  have  been  so 
thorough  in  making  arrangements  for  the  success 
of  the  combined  meeting  on  our  75th  Anniversary, 
BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  give  its  voice  in  appreciation 
and  thanks  to  the  local  Doctors  of  Aberdeen  and 
their  wives. 

WHEREAS,  the  management  of  the  Sherman 
and  Alonzo  Ward  Hotels,  the  managers  of  the  var- 
ious motels,  and  the  Presentation  Sisters  have  been 
so  cooperative  in  providing  facilities  for  the  suc- 
cess of  the  75th  Anniversary  meeting  of  the  South 
Dakota  State  Medical  Association, 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  extend  its  thanks  and  appre- 
ciation to  the  Sherman  Hotel,  the  Alonzo  Ward 


Hotel,  the  managers  of  the  various  motels,  and  the 
Presentation  Sisters. 

WHEREAS,  the  Civic  Auditorium  has  been  pro- 
vided by  the  Chamber  of  Commerce  and  the  Mayor 
of  Aberdeen,  making  it  possible  for  the  success  of 
the  working  arrangements, 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  extend  its  thanks  and  appre- 
ciation for  the  facilities  provided. 

WHEREAS,  the  Aberdeen  News  and  Radio  Sta- 
tions KSDN  and  KABR  have  been  most  coopera- 
tive in  presenting  the  public  news  of  the  75th  An- 
nnual  Meeting  of  the  South  Dakota  State  Medical 
.^Vssoci&^ioni 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  extend  its  thanks  to  the  Aber- 
deen American  News  and  Radio  Stations  KSDN 
and  KABR. 

WHEREAS,  the  American  Legion  Club  of  Aber- 
deen has  provided  facilities  for  the  Stag  Party 
contributing  much  to  the  success  of  the  meeting 
and  entertainment, 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  extend  its  thanks  to  the  Amer- 
ican Legion  Club. 

WHEREAS,  the  North  Dakota  State  Medical 
Association  in  commemoration  of  75  years  of  med- 
icine in  the  Dakotas  has  rendered  valuable  aid 
and  contributed  to  the  success  of  a joint  meeting, 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  extend  its  sincere  thanks  and 
appreciation  for  their  cooperation  to  the  North 
Dakota  State  Medical  Association. 

WHEREAS,  the  Aberdeen  Country  Club  has  pro- 
vided facilities  for  activities  and  has  contributed 
much  to  the  success  of  the  meeting, 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  extend  its  thanks  to  the  Aber- 
deen Country  Club. 

Arnold  Myrabo,  M.D.,  Chr. 

E.  A.  Johnson,  M.D. 

A.  P.  Reding,  M.D. 

REPORT  OF  THE  COMMITTEE 
ON  CONSTITUTION  AND  BY-LAWS 

Proposed  Amendment  to  the  Chapter  III  Section 
II  as  follows: 

Committee  feels  that  delegates  should  be  present 
to  cast  their  own  vote.  We  move  the  rejection  of 
this  proposed  Amendment. 

Proposed  Amendment  to  grant  Courtesy  Mem- 
bership to  Interns  and  Residents. 

The  Committee  believes  that  the  House  of  Dele- 
gates has  this  authority  without  necessity  of  an 
amendment  to  the  Constitution  and  By-Laws. 
State  and  Federal  employed  physicians  now  pay 
half  memberships  under  provisions  of  Article  IX 
which  provides  that  the  House  of  Delegates  fixes 
the  per  capita  assessment. 

This  Committee  therefore  makes  the  following 
motion: 

We  move  that  the  House  of  Delegates  grant  cour- 
tesy memberships  without  charge  to  interns  and 
residents  who  are  serving  approved  internships  and 
residencies  in  the  State  of  South  Dakota. 

Also  that  State  or  Federally  employed  physicians 
who  are  members  of  other  State  Societies,  but 
temporarily  stationed  in  South  Dakota  be  granted 
similar  membership. 

They  shall  enjoy  all  the  privileges  of  the  South 
Dakota  Medical  Association,  but  shall  not  vote  or 
hold  office. 

Respectfully  submitted, 

L.  C.  Askwig,  M.D.,  Chr. 

Magni  Davidson,  M.D. 

A.  A.  Lamport,  M.D. 

REPORT  OF  REFERENCE  COMMITTEE  NO.  4 
WHICH  IS  THE  REFERENCE  COMMITTEE  ON 
STANDING  COMMITTEES 

Those  present:  Drs.  J.  McGreevy,  Chr.,  C.  J. 
Clark  and  B.  Lenz. 
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I.  The  Committee  has  read  and  aproved  the  re- 
port of  the  Committee  on  Scientific  Work. 

II.  The  Committee  approved  the  report  of  the 
Committee  on  Public  Policy  and  Legislation. 

III.  The  Committee  has  read  and  approved  the 
report  of  the  Committees  on  Publications. 

IV.  The  Committee  approves  the  report  on  Med- 
ical Defense. 

V.  The  Committee  approves  the  report  of  the 
Committees  on  Medical  School  Affairs,  Medical 
Education  and  Hospitals. 

VI.  The  Committee  approves  the  report  of  the 
Committee  on  Necrology. 

VII.  The  Committee  approves  the  report  of  the 
Committee  on  Public  Health. 

VHI-  The  Committee  approves  the  report  of  the 
Sub-Committee  on  Cancer. 

IX.  The  Committee  approves  the  report  of  the 
Sub-Committee  on  Tuberculosis. 

X.  The  Committee  approves  the  report  of  the 
Committtee  on  Diabetes. 

XL  The  Committee  approves  the  report  of  the 
Executive  Committee. 

XH.  The  Committee  approves  the  report  of  the 
Mediation  Committee. 

XHI.  There  was  no  report  of  the  Sub-Committee 
on  Maternal  and  Child  Welfare. 

XIV.  There  was  no  report  of  the  Committee  on 
Mental  Health. 

XV.  The  Committee  approves  the  report  on  the 
Benevolent  Fund. 

XVI.  The  Committee  approves  the  Report  of  the 
Committee  on  Rheumatic  Fever  and  Heart  Disease. 

XVII.  The  Committee  approves  the  report  of  the 
Committee  on  Radio  Broadcasts. 


REPORT  OF  REFERENCE  COMMITTEE  NO  5 
SPECIAL  COMMITTEES  & MISCELLANEOUS 
BUSINESS 

Special  Committee 
W.  Geib,  M.D.,  Chr. 

T.  Sattler,  M.D. 

H.  Lewis,  M.D. 

A-1.  The  Committee  moved  the  adoption  of  the 
Report  of  the  Committee  on  Radio  Broadcasts  and 
felt  that  the  scheduling  of  programs  as  now  car- 
ried out  very  desirable. 

A-2.  The  Committee  moved  the  approval  of  the 
Report  of  the  AMEF  Committee  and  that  the  im- 
portant work  of  this  Committee  be  urged  to  be  con- 
tinued with  emphasis  on  the  letter  or  mailing  con- 
tact of  all  the  Doctors  in  the  State  as  well  as 
through  District  publicity. 

A-3-  After  reviewing  the  Report  of  Editorial 
Committee,  the  Committee  proposed  that  regard- 
ing the  request  from  suggestions  by  the  Committee 
on  how  to  secure  more  articles  from  South  Dakota 
Doctors  for  publication  in  the  South  Dakota  Jour- 
nal, (1)  publicity  be  given  South  Dakota  Doctors 
through  their  District  Society  emphasizing  the  ap- 
preciation of  any  scientific  articles  that  they  might 
wish  to  submit  for  publication;  (2)  possibility  of 
tape  recording  all  talks  or  programs  when  possible 
with  the  thought  that  transcribing  aid  may  be  ob- 
tained in  helping  the  author  edit  for  publication; 
(3)  Councillors  encourage  Districts  to  pledge  a cer- 
tain number  of  articles  for  the  Journal  in  a given 
year.  The  Committee  recommended  that  a list  of 
individuals  willing  to  appear  at  other  District 
meetings  for  scientific  presentation  be  again  issued 
to  all  Districts  and  Districts  be  encouraged  to 
utilize  this  personnel  for  their  District  Medical  pro- 
grams. The  Committee  moved  the  adoption  of  the 
Editorial  Committee. 

A-4.  The  Committee  moved  the  adoption  of  the 
Report  of  the  Committee  on  Medical  Licensure. 

A-5.  The  Committee  moved  the  adoption  of  the 
Committee  on  Veterans  Administration  and  Mili- 
tary Affairs. 

A-6.  The  Committee  moved  the  adoption  of  the 


Committee  on  Prepayment  and  Insurance  Plans. 

A-7.  The  Committee  approved  the  Report  of  the 
Committee  on  National  Legislation  and  recom- 
mended that  the  policy  of  doctors  being  in  attend- 
ance in  Pierre  throughout  the  Legislation  session 
be  continued. 

A-8.  After  reviewing  the  Committee  on  Rural 
Medical  Service,  the  Reference  Committee  recom- 
mends further  that  the  Committee  on  Rural  Health 
explore  the  possibility  of  setting  up  a better  pro- 
gram of  Rural  Medical  Service  and  if  feasible  and 
can  be  done  within  limits  of  funds  now  available 
they  do  so.  The  Reference  Committee  moved  the 
adoption  of  the  Report  on  Rural  Medical  Service 
and  recommended  that  the  resolution  on  Farm 
Safety  presented  by  the  Eighth  District  Medical 
Society  be  referred  to  the  Committee  on  Rural 
Health  and  that  the  letter  with  details  be  trans- 
mitted to  each  member  of  the  Committee. 

A-9.  After  reviewing  the  Report  of  the  Commit- 
tee on  Nursing,  the  Reference  Committee  feels  that 
the  Nursing  Training  Program  not  only  be  con- 
tinued as  at  present  but  also  extended,  and  that 
the  Medical  Association  aid  and  encourage  in  what- 
ever way  possible  the  high  nursing  standards.  The 
Committee  recommends  a more  thorough  study  of 
the  problems  facing  Nursing  Training  service  in 
the  state  with  particular  reference  to  the  available 
facilities  for  nursing  Training,  this  study  to  be 
made  in  coordination  with  the  State  Nurses  Asso- 
t station  and  the  findings  to  be  submitted  to  the 
Council  at  the  earliest  possible  time.  The  Reference 
Committee  recommends  that  the  personnel  of  the 
Nursing  Training  Committee  be  appointed  to  the 
Joint  Commission  for  the  Improvement  of  the  Care 
of  the  Patient. 

A-10.  After  reviewing  the  Report  of  the  Com- 
mittee on  Workmen’s  Compensation,  the  Reference 
Committee  recommends  a more  specific  evaluation 
of  present  Workmen’s  Compensation  Law  be 
studied  and  evaluated  with  the  Council’s  Action. 
The  Committee  further  recommends  that  legisla- 
tion be  presented  at  the  next  session.  The  Ref- 
erence Committee  recommends  that  a publicity 
campaign  be  directed  at  employers  urging  catas- 
trophic insurance  coverage,  drawing  up  a letter  to 
every  employer. 

A-11.  The  Reference  Committee  recommends 
that  the  Committee  on  Blood  Banks  be  continued. 

A-12.  The  Reference  Committee  wishes  to  com- 
mend the  Press  Committee  on  its  excellent  report 
and  moves  adoption  of  this  report. 

A- 13.  The  Reference  Committee  commends  the 
Committee  on  the  Coroner’s  Law  on  the  prelim- 
inary work  they  have  done  and  urges  them  to  con- 
tinue the  work  and  to  cooperate  with  the  like  Com- 
mittee from  the  South  Dakota  Funeral  Directors 
Association  in  setting  up  legislation. 

A- 14.  The  Reference  Committee  recommends 
that  the  Committee  on  Rehabilitation  be  continued 
and  that  they  establish  some  liason  with  the  De- 
partment of  Vocational  Rehabilitation  to  delineate 
the  problems. 

A-15.  The  Reference  Committee  moved  the 

adoption  of  the  Report  of  the  Committee  for  1956 
Joint  Medical  Meeting  with  special  thanks  to  the 
Joint  Committee. 

A- 16.  The  Reference  Committee  moved  the 

adoption  of  the  Report  of  the  Committee  on  School 
Health. 

A-17.  The  Reference  Committee  moved  the 

adoption  of  the  Report  of  the  Committee  on  Care 
of  the  Indigent. 


REPORT  OF  REFERENCE  COMMITTEE  NO.  6 
NOMINATING  COMMITTEE 

The  Nominating  Committee  wishes  to  submit 
the  following  slate  of  nominees  for  State  Associa- 
tion Officers: 

President — A.  P.  Peeke,  M.D. 
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President-Elect — M.  M.  Morrissey,  M.D. 

Vice-President — F.  F.  Pfister,  M.D. 

Speaker  of  the  House — C.  R.  Stoltz,  M.D. 

AMA  Delegate — A.  A.  Lampert,  M.D. 

Alternate  AMA  Delegate — A.  P.  Reding,  M.D. 

Councilor-First  District — P.  V.  McCarthy,  M.D. 

Councilor-Second  District — C.  R.  Stoltz,  M.D. 

Councilor-Fourth  District— L.  C.  Askwig,  M.D. 

Councilor-Eighth  District — T.  Sattler,  M.D. 

The  Committee  wishes  to  nominate  Sioux  Falls 
as  the  site  of  the  1957  meeting  and  Huron  or  Rapid 
City  as  the  site  of  the  1958  meeting.  The  Commit- 
tee feels  that  the  selection  of  the  site  should  be 
made  two  years  in  advance  to  enable  proper  plan- 
ning. 


F.  Pfister,  M.D.,  Chr. 
J.  N.  Berbos,  M.D. 

C.  Stoltz,  M.D. 

J.  Anderson,  M.D. 

C.  D.  Swanson,  M.D. 
M.  Pangburn,  M.D. 


B.  R.  Skogmo,  M.D. 

C.  J.  McDonald,  M.D. 
M.  Auld,  M.D. 

J.  Hamm,  M.D. 

R.  J.  Quinn,  M.D. 

A.  W.  Spiry,  M.D. 


DISTINGUISHED  SERVICE  AWARDS 

Started  in  1951. 

1952 —  H.  Russell  Brown,  M.D.,  Watertown 

1953 —  Guy  Van  Demark,  M.D.,  Sioux  Falls 

1954 —  J.  C.  Ohlmacher,  M.D.,  Vermillion 

1955 —  R.  G.  Mayer,  M.D.,  Aberdeen 

1956 —  J.  C.  Ohlmacher,  M.D.,  Vermillion 


FIFTY  YEAR  CLUB  MEMBERS 

C.  S.  Bobb,  M.D.,  Mitchell 

J.  L.  Chassell,  M.D.,  Belle  Fourche 

A.  H.  Christiansen,  M.D.,  Clark,  Illinois 

F.  L.  Class,  M.D.,  Huron 

W.  D.  Farrell,  M.D.,  Aberdeen 

F.  W.  Freyberg,  M.D.,  Mitchell 
E.  E.  Gage,  M.D.,  Sioux  Falls 

E.  H.  Grove,  M.D.,  Arlington 
A.  P.  Hawkins,  M.D.,  Waubay 
A.  S.  Jackson,  M.D.,  Rapid  City 
R.  J.  Jackson,  M.D.,  Hot  Springs 
J.  A.  Jacotel,  M.D.,  Milbank 

G.  T.  Jordan,  M.D.,  Vermillion 

G.  H.  Miller,  M.D.,  Spearfish 
T.  P.  Ranney,  M.D.,  Aberdeen 

F.  A.  Richards,  M.D.,  Sturgis 
T.  F.  Riggs,  M.D.,  Pierre 

H.  L.  Saylor,  M.D.,  Huron 

C.  H.  Weisshaar,  M.D.,  Aberdeen 
E.  A.  Wilkinson,  M.D.,  Highmore 
O.  R.  Wright,  M.D.,  Huron 


ATTENTION 

The  Annual  Meeting  of  the  South 
Dakota  Society  of  Internal  Medicine 
is  to  be  Held  in 
Vermillion,  S.  D. 
September  29,  1956 
University  of  S.  D.  Medical  School 

Credit  Will  Be  Given  To  Members  of  the 
S.  D.  Academy  of  General  Practice 


Programs  Are  Being  Mailed  To  All 
Physicians  in  State 


SPEAKER'S  BUREAU 

The  South  Dakota  Journal  is  in  the  process 
of  revising  the  Speaker’s  Bureau  listing  for  a 
future  issue  of  the  Journal. 

The  listing  is  comprised  of  S.  D.  physicians 
who  have  signified  their  willingness  and 
availability  to  discuss  various  subjects  at  dis- 
trict medical  meetings. 

Would  all  physicians  who  are  interested  in 
being  listed  under  the  Speaker’s  Bureau 
please  forward  to  the  Journal  office  their 
name  and  subject  they  wish  to  present. 
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South  Dakota  Medical  Association  Roster- 1956 

Membership  by  Districts 


Alway,  J.  D.  Aberdeen 

Avotins,  R.  Faulkton 

Berbos,  J.  N. Aberdeen 

Berzins,  R Bowdle 

Bloemendaal,  G.  J.  Ipswich 

*Brenckle,  J.  F.  Mellette 

*Bruner,  J.  E Aberdeen 

Bunker,  P.  G.  Aberdeen 

Calene,  J.  L.  Aberdeen 

Cooley,  F.  H.  Aberdeen 

Comely,  J.  F.  - Aberdeen 

Currie,  K.  P.  Britton 

Damm,  W.  P. Redfield 

Drissen,  E.  M.  Britton 

Echrich,  J.  A.  — Aberdeen 

*Elward,  L.  R. Doland 

*Farrell,  W.  D.  Aberdeen 


ABERDEEN 
DISTRICT  No.  1 

Pres.,  R.  G.  Mayer,  M.D. 
Sec.,  Wm.  Gorder,  M.D. 


Gelber,  M.  R. Aberdeen 

Gorder,  Wm.  Aberdeen 

Hagan,  A.  S.  Faulkton 

Hudgins,  D.  Aberdeen 

*Jackson,  E.  B.  Aberdeen 

Keegan,  Agnes  Aberdeen 

King,  B.  F. Aberdeen 

Martyn,  W.  E.  Aberdeen 

Mayer,  R.  G.  Aberdeen 

Murdy,  B.  C. Aberdeen 

Murdy,  C.  B.  Aberdeen 

Murdy,  Robert  C _ Aberdeen 

McCarthy,  P.  V. Aberdeen 

McIntosh,  G.  F Eureka 

Nelson,  L.  A.,  M.M.  Faulkton 

Nelson,  P.  S.  Redfield 


Norgello,  V.  Redfield 


Perry,  E.  J. 
Patterson,  D. 


Redfield 

Redfield 


Pittenger,  E.  A.  Aberdeen 

Rank,  R.  K Aberdeen 


Ranney,  T.  P. 

Rodine,  J.  C.  

Rudolph,  E.  A.  __ 

Sanders,  M.  E. 

Scallin,  P.  R.  

Scheffel,  A.  R.  .. 

Steele,  G.  

Vogele,  A.  C. 

Vogele,  C.  L.  

*Weishaar,  C.  E. 
Zvejnicks,  K. 


Aberdeen 
Aberdeen 
Aberdeen 
..  Redfield 
..  Redfield 
..  Redfield 
Aberdeen 
Aberdeen 
Aberdeen 
Aberdeen 
Hosmer 


Allen,  S.  W.  — - — Watertown 

Argabrite,  J.  W. Watertown 

Auskaps,  R.  Lake  Norden 

Bartron,  G.  R.  Watertown 

Bartron,  H.  J.,  Jr.  Clark 

Brakss,  V.  Castlewood 

Brewster,  C.  B.  Watertown 

Brown,  H.  R.  Watertown 

Campbell,  D.  F.,  M.M. 

Watertown 


WATERTOWN 
DISTRICT  No.  2 
Pres.,  D.  N.  Fedt,  M.D. 
Sec.,  S.  W.  Allen,  Jr.,  M.D. 


♦Christianson,  A.  H. Illinois 

Clark.  C.  J.  Watertown 

♦Crawford,  J.  H.,  Jr.  Watertown 

Drobinsky,  M. Estelline 

Fedt,  Donald  Watertown 

Fershing,  J.  Estelline 

Janavs,  V. Willow  Lake 

Kilgard,  R.  M.  Watertown 

Larsen,  M.  W.  Watertown 

♦Magee,  W.  G.  Watertown 


Maxwell,  R.  T.  Clear  Lake 

Randall,  O.  S .Watertown 

Reul,  T.  W. Watertown 

Rousseau,  C.  Watertown 

♦Schieb,  A.  P. Watertown 

Schmidt,  M.  A.  Watertown 

Stoltz,  C.  R.  Watertown 

Stransky,  J.  J.  Watertown 

Walters,  S.  J.  Watertown 

Willen,  A.  Clark 


Anderson,  J.  A. Madison 

Austin,  D.  C.  Brookings 

Baughman,  D.  S.  Madison 

Benjamin,  M.  B.  Michigan 

Cole,  K.  Lake  Preston 

Davidson,  M.  Brookings 

Friefeld,  S.  Brookings 

Henry,  Robert  Brookings 


Askwig,  L.  C. Pierre 

Bilak,  R.  Wisconsin 

Collins,  E.  H.  Gettysburg 

Cowan,  J.  T.  Pierre 

Dzintars,  P.  F.  Philip 

Ehik,  G.  Faith 

Fox,  S.  W.  Pierre 

Horthy,  K.  Kennebec 


MADISON-BROOKINGS 
DISTRICT  No.  3 

Pres.,  B.  Kolp,  M.D. 

Sec.,  C.  M.  Kershner,  M.D. 

Hillan,  D.  D.  Madison 

Hurewitz,  M.  Flandreau 

Kershner,  C.  M.  Brookings 

Kolp,  B.  A.  Volga 

Muggly,  J.  A.  Madison 

Otey,  B.  T Flandreau 

Patt,  W.  H.  Brookings 

Peeke,  A.  P.  Volga 


PIERRE 

DISTRICT  No.  4 

Pres.,  S.  W.  Fox,  M.D. 

Sec.,  J.  Cowan,  M.D. 

Horthy,  H.  Kennebec 

Hura,  R.  Eagle  Butte 

Jahraus,  R.  C.  Pierre 

Janis,  J.  B. Hoven 

Mangulis,  G Philip 

Martin,  H.  B.  Harrold 

Morrissey,  M.  M Pierre 

Murphy,  J.  C.  Murdo 


Plowman,  E.  T.  Brookings 

Roberts,  C.  S.,  Jr.,  M.M. 

Lake  Preston 

Scheller,  D.  L.  Arlington 

Tank,  M.  Brookings 

Watson,  E.  S.  Brookings 

Westaby,  J.  R.  Madison 

Whitson,  G.  E. Madison 

Wold,  H.  R.  Madison 


Orgussar,  R Onida 

♦Riggs,  T.  F.  Pierre 

Salladay,  I.  R Pierre 

Simon,  S.  Pierre 

Sundet,  N.  J.  Kadoka 

Swanson,  C.  L.  Pierre 

Urbanyi,  E.  W. Gettysburg 

Van  Heuvelen,  G.  J.  Pierre 

♦Wilkinson.  E.  A.  Highmore 


— 306  — 


AUGUST  1956 


Adams,  H.  P.  Huron 

Avots-Avotins  K.  Carthage 

Buchanan,  D.  Huron 

Buchanan,  R.  A.  Huron 

Burman,  G.  E.  De  Smet 

Carefooot,  R.  L.  Huron 

Charbonneau,  Y.  ^ Huron 

*Cogswell,  M.  E. Wolsey 

Dean,  Roscoe,  M.M. 

Wess.  Springs 


Auld,  C.  V.  Plankinton 

Binder,  C.  F.  Chamberlain 

*Bobb,  C.  S.  Mitchell 

Bobb,  E.  C.  Mitchell 

Bollinger,  W.  F. Parkston 

Brogdon,  P.  P.  Mitchell 

Delaney,  Robert  Mitchell 

Delaney,  W.  A.,  Jr. Mitchell 

*Dick,  L.  C Spencer 

Gillis,  F.  D.,  Jr Mitchell 


Akland,  L. Canton 

Anderson,  T Sioux  Falls 

Anderson,  W.  R - Sioux  Falls 

Angelos,  T. Canton 

Arneson,,  W.  A. Sioux  Falls 

Aspaas,  P.  K. Dell  Rapids 

Barnett,  G.  L.  Sioux  Falls 

Becker,  S Sioux  Falls 

Billingsley,  P.  R Sioux  Falls 

Billion,  T.  J.,  Jr.  Sioux  Falls 

Borris,  R.,  M.M.  Valley  Springs 

Breit,  D.  H.  Sioux  Falls 

Brzica,  S.  M.  Sioux  Falls 

Burns,  E.  A. Sioux  Falls 

Burns,  K.  R.  Sioux  Falls 

Carney,  M.  Kansas 

Chalmers,  J.  H Sioux  Falls 

Clark,  J.  C. Sioux  Falls 

Collins,  R.  E.  Montrose 

Cottam,  G.  I.  W.  Sioux  Falls 

Cutshall,  V.  H.  Sioux  Falls 

Dehli,  H.  M. Colton 

Devick,  J.  C.  Colton 

De  Witt,  W.  Sioux  FaUs 

Dickinson,  J.  Canistota 

Donahoe,  J.  W.  Sioux  Falls 

Donahoe,  R.  R Sioux  Falls 

Donahoe,  S.  A.  Sioux  Falls 

Donahoe,  W.  E Sioux  Falls 

Driver,  D.  R.  Sioux  Falls 

Duimstra,  F Sioux  Falls 

Eggers,  M.  W. Sioux  Falls 

Eirinberg,  I.  Sioux  Falls 

Ensberg,  D Sioux  Falls 

Erickson,  E.  Sioux  Falls 

Farrell,  H.  W.  Sioux  Falls 

Fisk,  R.  G.  Dell  Rapids 

*Gage,  E.  E.  Sioux  Falls 


HURON 

DISTRICT  No.  5 

Pres.,  E.  A.  Hofer,  M.D. 

Sec.,  D.  Buchanan,  M.D. 

Gryte,  C.  F.  Huron 

Hagin,  J.  C.  Miller 

Hofer,  E.  A.  Huron 

Hohm,  P Huron 

Hohm,  T.  Huron 

Jacoby,  Hans  Huron 

Kilpatrick,  W.  R.  J. Huron 

Leigh,  F.  D. Huron 

Lenz,  B.  T.  Huron 

Lillard,  R.  L. Woonsocket 


MITCHELL 
DISTRICT  No.  6 

Pres.,  L.  W.  Tobin,  M.D. 

Sec.,  C.  I.  Stevens,  M.D. 

Holland,  L.  W. Chamberlain 

*Hoyne,  A.  H.  Salem 

*Keene,  F.  F. Wess.  Springs 

Krijger,  Anna  Corsica 

Lloyd,  J.  H.  Mitchell 

Mabee,  D.  R.  Mitchell 

Mabee,  O.  J.  Mitchell 

McCann,  J.  P.  Parkston 

Nelimark,  D.  R.  Mitchell 


SIOUX  FALLS 
DISTRICT  No.  7 

Pres.,  N.  E.  Wessman,  M.D. 

Sec.,  A.  K.  Myrabo,  M.D. 

Gargas,  B.  R.  Sioux  Falls 

Giebinit,  R.  R.  Sioux  Falls 

Green,  C.  D. Iowa  City,  la. 

Green,  R.  D.  Sioux  Falls 

Greenfield,  D. Sioux  Falls 

Greenough,  E.  E.  Sioux  Falls 

Gregg,  J.  B.  Sioux  Falls 

Groebner,  O.  A. Sioux  Falls 

*Grove,  A.  F. Dell  Rapids 

Grove,  M.  S.  - Sioux  Falls 

Hage,  W Sioux  Falls 

Hansen,  H.  F.  Sioux  Falls 

Hermanson,  J.  M.  Valley  Springs 

Hofer,  E.  J Freeman 

Hoskins,  J.  H. Sioux  Falls 

*Hummer,  H.  R. Sioux  Falls 

Hyden,  A.  Sioux  Falls 

Ihle,  C.  W.  Sioux  Falls 

Jones,  W.  L.  Sioux  Falls 

Kahler,  E.  S.  Sioux  Falls 

*Keller,  S.  A.  Calif. 

Kemper,  C.  E.  Viborg 

King,  L. Sioux  Falls 

Kittelson,  H.  O.  Sioux  Falls 

Knowles,  R.  C.  Sioux  Falls 

Kohlmeyer,  F.  C.  Sioux  Falls 

Lamb,  H.  Arizona 

Lanam,  M.  O Custer 

Larson,  C.  S.  — Sioux  Falls 

Leraan,  L.  G.  Sioux  Falls 

Lewallen,  G.  Lennox 

Lietzke,  E.  T.  Beresford 

Low,  Lyman,  M.M.  Lennox 

Magdsick,  C.  C.,  Jr.  Sioux  Falls 

Maresh,  E.  R.  Sioux  Falls 

Mitchell,  C.  B.  Sioux  Falls 

Myrabo,  A.  K. Sioux  Falls 

McDonald,  C.  J. Sioux  Falls 


McManus,  T.  B. Wess.  Springs 

Pangburn,  M.  W.  Miller 

Saxton,  W.  H.  Huron 

*Saylor,  H.  L.,  Sr.  Huron 

Saylor,  H.  L.,  Jr. Huron 

Spencer,  E Wess.  Springs 

Tai,  Shau  N.  Huron 

Tschetter,  P.  S. Huron 

*Wright,  O.  R.  Huron 


Peiper,  W.  A.  Mitchell 

Pollerman,  T.  Alexandria 

Porter,  M.  Parkston 

Skogmo,  B.  R.  Mitchell 

*Stegeman,  S.  B.  Minnesota 

Stevens,  C.  I.  Mitchell 

Tobin,  F.  J.  Mitchell 

Vonburg,  V.  R.  Mitchell 

Weber,  R.  A.  Mitchell 

Welbes,  M.  A.  Bridgewater 


McGreevy,  E.  J. Sioux  Falls 

McGreevy,  J.  V.  Sioux  Falls 

Nelson,  J.  A.  Sioux  Falls 

Nelson,  R.  E.  Sioux  Falls 

Nilsson,  F.  C. Sioux  Falls 

Ogborn,  R.  J.  Sioux  Falls 

Olson,  R.  G.  Sioux  Falls 

Opheim,  W.  L Sioux  Falls 

Orr,  Russell  Sioux  Falls 

Pankow,  L.  J.  Sioux  Falls 

Parke,  L.  L.  Canton 

Peik,  D.  J. Sioux  Falls 

Pekelis,  E. California 

Petres,  A Hartford 

Quinn,  R.  H. Sioux  Falls 

Reagan,  J.  L.,  M.M.  Sioux  Falls 

Reagan,  P.  C.  Sioux  Falls 

Reagan,  R.  Sioux  Falls 

Reifel,  A.  Sioux  Falls 

Rich,  E.  L. Sioux  Falls 

Sanderson,  E.  W.  Sioux  Falls 

Sercl,  W Sioux  Falls 

Shreves,  H. Sioux  Falls 

Smith,  G.  W — _ Sioux  Falls 

Stahmann,  F.  Sioux  Falls 

Stern,  C.  A. Sioux  Falls 

Suckow,  E.  E.  Garretson 

*Van  Demark,  G.  E.  Sioux  Falls 
Van  Demark,  R.  E.  Sioux  Falls 
Van  Demark,  W.  E.  Sioux  Falls 

Van  Lier,  P.  C. Sioux  Falls 

Volin,  H.  P.  Lennox 

Volin,  V.  V.  Sioux  Falls 

Watson,  E.  F.  Garretson 

Wessman,  N.  E.  Sioux  Falls 

Williams,  D.  B.  Sioux  Falls 

Williams,  M.  F.  Sioux  Falls 


*Zimmerman,  Goldie,  E. 

Missoula,  Montana 


— 307  — 


SOUTH  DAKOTA 


Abts,  F.  J. Yankton 

Andre,  H.  C. Vermillion 

Auld,  Marian  Yankton 

Auld,  M.  A.  Yankton 

Baum,  O.  Yankton 

Berg,  S.  — - Tyndall 

Dregseth,  K.  Yankton 

Eyres,  T.  E.  Vermillion 

Fairbanks,  W.  H.  Vermillion 

Flynn,  E.  Pickstown 

Foley,  R.  J.  Tyndall 

Glood,  D.  Viborg 

Grover,  W.  W. Yankton 

Haas,  F.  W.  Yankton 

Hill,  J.  F Yankton 


Ahrlin,  H.  Rapid  City 

Bailey,  J.  D. Rapid  City 

Baker,  C.  E.  Belle  Fourche 

Behrens,  C.  L. Rapid  City 

Berkman,  D.  Rapid  City 

Borgmeyer,  H.  J.  Rapid  City 

Boyce,  R.  A.  Rapid  City 

Bradshaw,  F.  J.  Ft.  Meade 

Bray,  R.  B.  Rapid  City 

Brownell,  M.  E.  Rapid  City 

Butler,  J.  M.  Hot  Springs 

Byrne,  J.  R.  Edgemont 

Chassell,  J.  L. Belle  Fourche 

Clark,  B.  S.  Spearfish 

Clark,  C.  A.  Lead 

Crane,  H.  L.  ..  Washington,  D.  C. 
D’Arata,  E.  J.  ..  New  Underwood 

Davidson,  H.  E. Lead 

Dawley,  W.  A.  Rapid  City 

Day,  M. Rapid  City 

Dillion,  J.  A.,  M.M.  Rapid  City 

Dulaney,  C.  H.  Ft.  Meade 

Elston,  J.  Rapid  City 

Erickson,  J.  W.  Rapid  City 

Faul,  M.  D.  Lead 

Feehan,  J.  J.  Rapid  City 

Fitzgibbon,  T.  Deadwood 

*Fleeger,  R.  B. Lead 

Geib,  W. Rapid  City 

Gilbert,  F.  J.  Belle  Fourche 

Grau,  H.  J.  Rapid  City 

Hamm,  J.  N.  Sturgis 

Hare,  H.  J.  Rapid  City 


Clark,  F.  J.  Gregory 

Hayes,  R.  H.  Winner 


Jestadt,  J.  J.,  M.M Calif. 

Lowe,  H.  Mobridge 

Lowe,  J.  A.  Mobridge 

Marr,  V.  O.  McLaughlin 


Gregory,  D.  A.  Milbank 

*Hawkins,  A.  P.  Waubay 

*Jacotel,  J.  A.  Milbank 


YANKTON 
DISTRICT  No.  8 

Pres.,  Marian  Auld,  M.D. 
Sec.,  Robert  Monk,  M.D. 


*Hohf,  J.  A 

Yankton 

Honke,  R.  W.  

Wagner 

Hubner,  R.  F.  

Yankton 

James,  F.  

Pickstown 

Johnson,  C.  F. 

Yankton 

Jordan,  G.  T.  

Vermillion 

*Joyce,  E 

Hurley 

Kalda,  E.  F.  

- Platte 

Kaufman,  I.  I 

Freeman 

Kelsey,  F.  O. 

Vermillion 

Lyso,  M.  

Yankton 

Michael,  A.  C.  

Vermillion 

Monk,  R.  

Yankton 

Moore,  E.  J.  

Vermillion 

McVay,  C.  B.  

Yankton 

BLACK  HILLS 
DISTRICT  No.  9 

Pres.,  T.  E.  Mead,  M.D. 

Sec.,  W.  Geib,  M.D. 

Hare,  Lyle  Spearfish 

Heidepreim,  G.  Rapid  City 

*Heineman,  A.  A. Wasta 

Hesz,  A.  B.  Hill  City 

Holleman,  W.  W Rapid  City 

Howe,  F.  S.  Deadwood 

Hvam,  Ole Quinn 

*Jackson,  A.  S.  Lead 

*Jackson,  R.  J.  Rapid  City 

Jacobson,  T.  R. Hot  Springs 

Jernstrom,  R.  E.  Rapid  City 

Johnson,  C.  A.  Belle  Fourche 

Jones,  W.  E.  Sturgis 

Kegaries,  D.  L.  Rapid  City 

Koren,  Paul  Rapid  City 

La  Master,  H. Belle  Fourche 

Lampert,  A.  A.  Rapid  City 

Leeds,  J.  F.,  M.M.  Hot  Springs 

Lemley,  R.  E.  Rapid  City 

Lydiatt,  J.  Hot  Springs 

Marousek,  M. Belle  Fourche 

Mattox,  J.  E.  Deadwood 

Mattox,  N.  E. Deadwood 

Mead,  T.  Spearfish 

Merryman,  M.  P Rapid  City 

Meyer,  W.  L. Sanator 

Mills,  G.  W.  Wall 

*Miller,  G.  H.  Spearfish 

Minkel,  R. Lead 

*Morse,  W.  E.  Rapid  City 

Morsman,  C.  F.  Hot  Springs 

McCroskey,  R.  C. Rapid  City 

Munson,  H.  B. Rapid  City 


ROSEBUD 
DISTRICT  No.  10 

Sec.,  J.  E.  Studenberg,  M.D. 


Rosel,  R.  W.  Burke 

Staats,  R.  E.  Winner 


NORTHWEST 
DISTRICT  No.  11 

Pres.,  P.  Steiner,  M.D. 

Sec.,  B.  P.  Nolan,  M.D. 

Nolan,  B.  P.  Mobridge 

Rose,  E.  F.  — Texas 

Spiry,  A.  W.  Mobridge 

Stephans,  A.  Selby 

WHETSTONE  VALLEY 
DISTRICT  No.  12 

Pres.,  E.  A.  Johnson,  M.D. 
Sec.,  D.  Lie,  M.D. 


Johnson,  E.  A.  Milbank 

Judge,  W.  T.  Milbank 

Karlins,  W.  H.  Webster 


*Ohlmacher,  J.  C.  Vermillion 

Price,  Mary  Armour 

Price,  Ronald  Armour 

Ranney,  B.  Yankton 

Reaney,  D.  B.  Yankton 

Reding,  A.  P.  Marion 

Riesberg.  E.  Yankton 

Riesberg,  H Yankton 

Sattler,  T.  H. Yankton 

Stanage,  W.  F.  Yankton 

Steele,  J.  P.  Yankton 

Thompson,  R.  F. Yankton 

Tidd,  J.  T. Yankton 

Villa,  J.  P.  Freeman 

Willcockson,  T.  H. Yankton 

Younker,  F.  T.  Lake  Andes 


Namminga,  S.  E.  — . Fort  Meade 

Neisius,  F Lead 

Newby,  H.  D.  Rapid  City 

Olsson,  G.  Rapid  City 

O’Toole,  T.  F.  Rapid  City 

Owen,  G.  S.  Rapid  City 

*Owen,  N.  T. Rapid  City 

Palmerton,  E.  S. Rapid  City 

Paulson,  G.  Rapid  City 

Pemberton,  M.  O.  Deadwood 

Phillips,  R.  K.  Hot  Springs 

Pokorny,  J.  F.  Newell 

Roper,  C.  E.  Hot  Springs 

Radusch,  F.  J.  Rapid  City 

Repsys,  A.  Buffalo 

Riner,  H.  L.  New  Mexico 

Ruud,  E.  T.  Rapid  City 

Saxton,  A.  J.  Rapid  City 

Sebring,  F.  U.  Martin 

Semones,  A.,  Jr.  Lead 

Sherrill,  S.  F.  Belle  Fourche 

Slingsby,  J.  B.  Rapid  City 

Smiley,  J.  C.  Deadwood 

Soe,  C.  A Lead 

Spain,  M.  L.  Rapid  City 

Stewart,  N.  W.  Lead 

Theissen,  H.  H.  Rapid  City 

Westaby,  R.  S.,  Jr.  Martin 

Whitney,  N.  R.  Rapid  City 

Williams,  F.  R.  Rapid  City 

Wood,  G.  F. Rapid  City 

Yackley,  J.  V.,  M.M.  Rapid  City 
Zarbaugh,  G.  F.  Deadwood 


Studenberg,  J.  E Winner 

Zeidaks,  O. Burke 


Steiner,  P.  K.  Lemmon 

Totten,  F.  C.  Lemmon 

Zandersons,  Vilas  Herried 


Lovering,  J.  Webster 

Peabody,  P.  D.,  Jr.  Sisseton 

Pfister,  F.  F. Webster 


*Indicates  Honorary  Member 


M.M.  Indicates  Military  Member 
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Akland,  L.  Canton 

Abts,  F.  J Yankton 

Adams,  H.  P.  Huron 

Ahrlin,  H.  L.  .... Rapid  City 

Allen,  S.  W.  Watertown 

Alway,  J.  D Aberdeen 

Anderson,  J.  A Madison 

Anderson,  T.  Sioux  Falls 

Anderson,  W.  R.  Sioux  Falls 

Andre,  H.  C Vermillion 

Argabrite,  J.  W.  Watertown 

Angelos,  T.  Canton 

Arneson,  W.  Sioux  Falls 

Askwig,  L.  C.  Pierre 

Aspaas,  P.  K. Dell  Rapids 

Auld,  C.  V.  Plankinton 

Auld,  M.  A.  Yankton 

Auld,  Marian  L.  Yankton 

Auskaps,  R. Lake  Norden 

Austin,  ID.  C Brookings 

Avots,  Avotins,  K.  Carthage 

Avotins,  R Faulkton 

Bailey,  J.  D.  Rapid  City 

Baker,  C.  E.  Belle  Fourche 

Barnett,  G.  L. Sioux  Falls 

Bartron,  G.  R. Watertown 

Bartron,  H.  J.,  Jr.  ....  Watertown 

Baughman,  D.  S Madison 

Baum,  Otto  Yankton 

Becker,  S.  Sioux  Falls 

Behrens,  C.  L.  Rapid  City 

Benjamin,  M.  B.  Michigan 

Berbos,  J.  N Aberdeen 

Berg,  S.  Tyndall 

Berkman,  D.  Rapid  City 

Berzins,  R.  Bowdle 

Bilak,  R.  Wisconsin 

Billingsley,  P.  R.  ....  Sioux  Falls 
Billion,  T.  J.,  Jr.  ....  Sioux  Falls 

Binder,  C.  F.  Chamberlain 

Bloemendaal,  G.  J.  Ipswich 

*Bobb,  C.  S.  Mitchell 

Bobb,  E.  C.  Mitchell 

Bollinger,  W.  F.  Parkston 

Borris,  R.  C.,  M.D. 

Valley  Springs 
Borgmeyer,  H.  J.  ....  Rapid  City 

Boyce,  R.  A.  Rapid  City 

Bradshaw,  F.  J.  Ft.  Meade 

Brakss,  V.  Castlewood 

Bray,  R.  B.  Rapid  City 

Breit,  D.  H.  Sioux  Falls 

*Brenckle,  J.  F.  Mellette 

Brewster,  C.  B.  Watertown 

Brogdon,  P.  P. Mitchell 

Brzica,  S.  M.  Sioux  Falls 

Brown,  H.  R.  Watertown 

Brownell,  M.  E.  Rapid  City 

*Bruner,  J.  E.  Aberdeen 

Buchanan,  D.  Huron 

Buchanan,  R.  A Huron 

Bunker,  P.  G.  Aberdeen 

Burman,  G.  E.  De  Smet 

Burns,  E.  A.  Sioux  Falls 

Burns,  K.  R. Sioux  Falls 

Butler,  J.  M.  Hot  Springs 

Byrne,  J.  R.  Edgemont 

Calene,  J.  L.  Aberdeen 

Campbell,  D.  F.,  M.M. 

Watertown 

Carefoot,  R.  L.  Huron 

Carney,  M.  Manhatten,  Kan. 

Chalmers,  J.  H. Sioux  Falls 

Charbonneau,  Y.  Huron 

Chassell,  J.  L. Belle  Fourche 

* Christianson,  A.  Illinois 

Clark,  B.  S.  Spearfish 

Clark,  C.  A Lead 


Clark,  C.  J.  Watertown 

Clark,  F.  J.  Gregory 

Clark,  J.  C Sioux  Falls 

*Cogswell,  M.  E. Wolsey 

Cole,  K.  Lake  Preston 

Collins,  E.  H.  Gettysburg 

Collins,  R.  E.  Montrose 

Cooley,  F.  H.  Aberdeen 

Comely,  John  Aberdeen 

Cottam,  G.  I.  W Sioux  Falls 

Cowan,  J.  T.  Pierre 

Crane,  H.  L.  ..  Washington,  D.  C. 
*Crawford,  J.  H.,  Jr.  Watertown 

Currie,  K.  P.  Britton 

Cutshall,  V.  H Sioux  Falls 

D’Arata,  E.  J.  ..  New  Underwood 

Damm,  W.  P Redfield 

Davidson,  H.  E.  Lead 

Davidson,  M.  Brookings 

Dawley,  W.  A Rapid  City 

Day,  Maxwell  Rapid  City 

Dean,  Roscoe,  M.M. 

Wess.  Springs 

Dehli,  H.  M Colton 

Delaney,  R.  Mitchell 

Delaney,  W.  A.,  Jr.,  Mitchell 

Devick,  J.  C.  Colton 

De  Witt,  W.  Sioux  Falls 

*Dick,  L.  C Spencer 

Dickinson,  J.  Canistota 

Dillon,  J.  A.,  M.M. Rapid  City 

Donahoe,  J.  W.  Sioux  Falls 

Donahoe,  R.  R.  Sioux  Falls 

Donahoe,  S.  A.  Sioux  Falls 

Donahoe,  W.  E.  Sioux  Falls 

Dregseth,  K.  Yankton 

Drissen,  E.  M Britton 

Driver,  D.  R.  Sioux  Falls 

Drobinsky,  M. Estelline 

Duimstra,  F.  Sioux  Falls 

Dulaney,  C.  H Ft.  Meade 

Dzintars,  P.  F.  Philip 

Eckrich,  J.  A.  Aberdeen 

Eggers,  M.  W.  Sioux  Falls 

Eirinberg,  I.  Sioux  Falls 

Elston,  J.  Rapid  City 

*Elward,  L.  R.  Dolan 

Ensberg,  D. Sioux  Falls 

Erickson,  E. Sioux  Falls 

Erickson,  J.  W.  Rapid  City 

Eyres,  T.  E.  Vermillion 

Ehik,  G.  Faith 

Fairbanks,  W.  H.  Vermillion 

Farrell,  H.  W.  Sioux  Falls 

*Farrell,  W.  D.  Aberdeen 

Faul,  M.  D Lead 

Fedt,  Donald  Watertown 

Feehan,  J.  J. Rapid  City 

Fershing,  J.  Estelline 

Fisk,  R.  G.  Dell  Rapids 

Fitzgibbon,  T.  Deadwood 

*Fleeger,  R.  B. Lead 

Flynn,  E.  Pickstown 

Foley,  R.  J.  Tyndall 

Friefeld,  S Brookings 

Fox,  S.  W. Pierre 

*Gage,  E.  E.  Sioux  Falls 

Gargas,  B.  R. Sioux  Falls 

Geib,  W.  A.  Rapid  City 

Gelber,  M.  R. Aberdeen 

Giebink,  R.  R.  Sioux  Falls 

Gilbert,  F.  J.  Belle  Fourche 

Gillis,  F.  D.,  Jr.  Mitchell 

Glood,  D.  Viborg 

Gorder,  Wm.  Aberdeen 

Grau,  H.  J.  Rapid  City 

Green,  C.  D.  Iowa  City,  la. 


Green,  R.  D.  Sioux  Falls 

Greenfield,  D.  Sioux  Falls 

Greenough,  E.  E. Sioux  Falls 

Gregg,  J.  B.  Sioux  Falls 

Gregory,  D.  A Milbank 

Groebner,  O.  A. Sioux  Falls 

*Grove,  A.  F. Dell  Rapids 

Grove,  M.  S.  Sioux  Falls 

Grover,  W.  W.  Yankton 

Gryte,  C.  F Huron 

Haas,  F.  W.  Yankton 

Hagan,  A.  S.  Faulkton 

Hage,  W.  Sioux  Falls 

Hagin,  J.  C.  Miller 

Hamm,  J.  N.  Sturgis 

Hansen,  H.  F. Sioux  Falls 

Hare,  H.  J Rapid  City 

Hare,  Lyle  Spearfish 

*Hawkins,  A.  P Waubay 

Hayes,  R.  H.  Winner 

Heidepreim,  G.  Rapid  City 

*Heineman,  A.  A.  Wasta 

Henry,  Robt.  Brookings 

Hermanson,  J.  M. 

Valley  Springs 

Hesz,  A.  B.  Hill  City 

Hill,  J.  F.  Yankton 

Hillan,  D.  D.  Madison 

Hofer,  E.  A Huron 

Hofer,  E.  J.  Freeman 

*Hohf,  J.  A.  Yankton 

Hohm,  Paul  Huron 

Hohm,  Theo.  Huron 

Holland,  L.  W.  Chamberlain 

Holleman,  W.  W.  Rapid  City 

Honke,  R.  W.  Wagner 

Horthy,  A.  Kennebec 

Horthy,  K Kennebec 

Hoskins,  J.  H.  Sioux  Falls 

Howe,  F.  S Deadwood 

*Hoyne,  A.  H.  Salem 

Hubner,  R.  F.  Yankton 

Hudgins,  D.  Aberdeen 

*Hummer,  H.  R.  Sioux  Falls 

Hura,  R.  Eagle  Butte 

Hurewitz,  M.  Flandreau 

Hvam,  Ole  Quinn 

Hyden,  Anton  Sioux  Falls 

Ihle,  C.  W.  Sioux  Falls 

* Jackson,  A.  S.  Lead 

*Jackson,  E.  B.  Aberdeen 

* Jackson,  R.  J ___.  Rapid  City 

Jacobson,  T.  R.  Hot  Springs 

Jacoby,  Hans  Huron 

*Jacotel,  J.  A.  Milbank 

Jahraus,  R.  C.  Pierre 

James,  F.  Pickstown 

Jana  vs,  V.  Willow  Lake 

Janis,  J.  B. Hoven 

Jernstrom,  Roy  E.  ....  Rapid  City 

Jestadt,  J.  J.,  M.M.  Calif. 

Johnson,  C.  A.  ___.  Belle  Fourche 

Johnson,  C.  F.  Yankton 

Johnson,  E.  A.  Milbank 

Jones,  W.  E Sturgis 

Jones,  W.  L.  Sioux  Falls 

Jordan,  G.  T.  Vermillion 

* Joyce,  E Hurley 

Judge,  W.  T. Milbank 

Kahler,  E.  S.  Sioux  Falls 

Kalda,  E.  F.  Platte 

Karlins,  W.  H.  Webster 

Kaufman,  I.  I.  Freeman 

Keegan,  Agnes  Aberdeen 

*Keene,  F.  F.  Wess. Springs 

Kegaries,  D.  L.  Rapid  City 

*Keller,  S.  A.  California 

Kelsey,  F.  O.  Vermillion 
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Kemper,  C.  E. Viborg 

Kershner,  C.  M.  Brookings 

Kilgard,  R.  M.  Watertown 

Kilpatrick,  W.  R.  J Huron 

King,  B.  F.  Aberdeen 

King,  L.,  Jr.  Sioux  Falls 

Kittelson,  H.  O. Sioux  Falls 

Knowles,  R.  C.  Sioux  Falls 

Kohlmeyer,  F.  C.  — . Sioux  Falls 

Kolp,  B.  A.  Volga 

Koren,  Paul  Rapid  City 

Krijger,  Anna  Corsica 

La  Master,  H.  Belle  Fourche 

Lamb,  H.  Arizona 

Lamport,  A.  A.  Rapid  City 

Lanam,  M.  O.  Custer 

Larsen,  M.  W. Watertown 

Larson,  C.  S.  Sioux  Falls 

Leeds,  J.  F.,  M.M.  ..  Hot  Springs 

Leigh,  F.  D Huron 

Lemley,  R.  E.  Rapid  City 

Lenz,  B.  T.  Huron 

Leraan,  L.  G.  Sioux  Falls 

Lewallen,  G Lennox 

Lietzke,  E.  T.  Beresford 

Lillard,  R.  L Woonsocket 

Lloyd,  J.  H.  Mitchell 

Lovering,  J.  Webster 

Low,  L.,  M.M. Lennox 

Lowe,  H.  E.  Mobridge 

Lowe,  J.  A.  Mobridge 

Lydiatt,  J Hot  Springs 

Lyso,  M.  Yankton 

Mabee,  D.  R.  Mitchell 

Mabee,  O.  J.  Mitchell 

*Magee,  W.  G.  Watertown 

Magsdick,  C.  C. Sioux  Falls 

Mangulis,  G.  Philip 

Maresh,  E.  R.  Sioux  Falls 

Marousek,  M.  Belle  Fourche 

Marr,  V.  McLaughlin 

Martin,  H.  B.  Harrold 

Martyn,  W.  E.  Aberdeen 

Mattox,  J.  E.  Deadwood 

Mattox,  N.  E.  Deadwood 

Maxwell,  R.  T.  Clear  Lake 

Mayer,  R.  G.  Aberdeen 

Mead,  T Spearfish 

Merryman,  M.  P. Rapid  City 

Meyer,  W.  L. Sanator 

Michael,  A.  C.  Vermillion 

♦Miller,  G.  H.  Spearfish 

Mills,  G.  W.  Wall 

Minkel,  R. Lead 

Mitchell,  C.  B.  Sioux  Falls 

Monk,  R.  Yankton 

Moore,  E.  J Vermillion 

Morrissey,  M.  M.  Pierre 

♦Morse,  W.  E.  Rapid  City 

Morsman,  C.  F. Hot  Springs 

Muggly,  J.  A.  Madison 

Munson,  H.  B. Rapid  City 

Murdy,  B.  C.  Aberdeen 

Murdy,  C.  B.  Aberdeen 

Murdy,  R.  C Aberdeen 

Murphy,  J.  C.  Murdo 

Myrabo,  A.  K.  Sioux  Falls 

McCann,  J.  P.  Parkston 

McCarthy,  P.  V.  Aberdeen 

McCroskey,  R.  C.  Rapid  City 

McDonald,  C.  J. Sioux  Falls 

McGreevy,  E.  J.  Sioux  Falls 

McGreevy,  J.  V.  Sioux  Falls 

McIntosh,  G.  F.  Eureka 

McManus,  T.  B. Wess.  Springs 

McVay,  C.  B.  Yankton 

Namminga,  S.  E. Fort  Meade 

Neisuis,  F Lead 

Nelimark,  D.  R.  Mitchell 

Nelson,  J.  A.  Sioux  Falls 


Nelson,  L.  A.,  M.M.  ....  Faulkton 

Nelson,  P.  S.  Redfield 

Nelson,  R.  E.  Sioux  Falls 

Newby,  H.  D. Rapid  City 

Nilsson,  F.  C.  Sioux  Falls 

Nolan,  B.  P. Mobridge 

Norgello,  V.  Redfield 

Ogborn,  R.  J.  Sioux  Falls 

♦Ohlmacher,  J.  C.  ....  Vermillion 

Olson,  R.  G.  Sioux  Falls 

Olsson,  G. Rapid  City 

Opheim,  W.  L.  Sioux  Falls 

Orgussar,  R.  Onida 

Orr,  R Sioux  Falls 

Otey,  B.  Flandreau 

O’Toole,  T.  F.  Rapid  City 

Owen,  G.  S. Rapid  City 

♦Owen,  N.  T.  Rapid  City 

Palmerton,  E.  S Rapid  City 

Pangburn,  M.  W.  Miller 

Pankow,  L.  J. Sioux  Falls 

Parke,  L.  L.  Canton 

Patt,  W.  H.  Brookings 

Patterson,  D.  Redfield 

Paulson,  G.  S. Rapid  City 

Peabody,  P.  D.,  Jr.  Sisseton 

Peeke,  A.  P.  Volga 

Pemberton,  M.  O.  Rapid  City 

Peik,  D.  J.  Sioux  Falls 

Peiper,  W.  Mitchell 

Pekelis,  E.  California 

Perry,  E.  J.  Redfield 

Petres,  A Hartford 

Pfister,  F.  F Webster 

Phillips,  R.  K. Hot  Springs 

Pittenger,  E.  A.  Aberdeen 

Plowman,  E.  T Brookings 

Pollerman,  T Alexandria 

Pokorny,  J.  F.  Newell 

Porter,  M.  Parkston 

Price,  Mary Armour 

Price,  Ronald  Armour 

Quinn,  R.  H.  Sioux  Falls 

Radusch,  F.  J. Rapid  City 

Randall,  O.  S Watertown 

Rank,  R.  K.  Aberdeen 

Ranney,  Brooks  Yankton 

Ranney,  T.  P.  Aberdeen 

Reagan,  J.  L.,  M.M.  Sioux  Falls 

Reagan,  P.  C. Sioux  Falls 

Reagan,  R.  Sioux  Falls 

Reaney,  D.  B.  Yankton 

Reding,  A.  P Marion 

Reifel,  A Sioux  Falls 

Repsys,  A.  Buffalo 

Reul,  T.  W.  Watertown 

Rich,  E.  L Sioux  Falls 

Riesberg,  Elsa Yankton 

Riesberg,  H. Yankton 

Riggs,  T.  F.  Pierre 

Riner,  H.  L New  Mexico 

Roberts,  C.  S.,  Jr.,  M.M. 

Lake  Preston 

Rodine,  J.  C.  Aberdeen 

Roesel,  R.  W.  Burke 

Roper,  C.  E.  Hot  Springs 

Rose,  E.  F.  Texas 

Rousseau,  C.  Watertown 

Rudolph,  E.  A.  Aberdeen 

Ruud,  E.  T.  Rapid  City 

Salladay,  I.  R.  Pierre 

Sanders,  M.  E. Redfield 

Sanderson,  E.  W.  Sioux  Falls 

Sattler,  T.  H. Yankton 

Saxton,  A.  J.  Rapid  City 

Saxton,  W.  H.  Huron 

♦Saylor,  H.  L.,  Sr.  Huron 

Saylor,  H.  L.,  Jr.  Huron 

Scallin,  P.  R.  ..... Redfield 

Scheffel,  A.  R.  Redfield 

Scheib,  A.  P.  Watertown 


Scheller,  D.  L.  Arlington 

Schmidt,  M.  A.  Watertown 

Sebring,  F.  U Martin 

Semones,  A.,  Jr.  Lead 

Sercl,  W.  F Sioux  Falls 

Sherrill,  S.  F.  Belle  Fourche 

Shreves,  H.  Sioux  Falls 

Simon,  S.  Pierre 

Skogmo,  B.  R.  Mitchell 

Slingsby,  J.  B.  Rapid  City 

Smiley,  J.  C Deadwood 

Smith,  G.  W. Sioux  Falls 

Soe,  C.  A.  Lead 

Spain,  M.  L.  Rapid  City 

Spencer,  E.  Wess.  Springs 

Spiry,  A.  W.  Mobridge 

Staats,  R.  E.  Winner 

Stahmann,  F.  Sioux  Falls 

Stanage,  W.  F Yankton 

Steele,  G.  Aberdeen 

Steele,  J.  P.  Yankton 

Steiner,  P.  K.  Lemmon 

♦Stegeman,  S.  B.  Minnesota 

Stephans,  A Selby 

Stern,  C.  A.  Sioux  Falls 

Stevens,  C.  I.  Mitchell 

Stewart,  N.  W.  Lead 

Stoltz,  C.  R Watertown 

Stransky,  J.  Watertown 

Studenberg,  J.  E.  Winner 

Suckow,  E.  E.  Garretson 

Sundet,  N.  J. Kadoka 

Swanson,  C.  L.  Pierre 

Tai,  Shau  N Huron 

Tank,  M.  C.  Brookings 

Theissen,  H.  H Rapid  City 

Thompson,  R.  F.  Yankton 

Tidd,  J.  T.  Yankton 

Tobin,  F.  J.  Mitchell 

Totten,  F.  C.  Lemmon 

Tschetter,  P.  S.  Huron 

Urbanyi,  E.  W.  Gettysburg 

♦Van  Demark,  G.  E.  Sioux  Falls 

Van  Demark,  R.  E.  ..  Sioux  Falls 

Van  Demark,  W.  E.  Sioux  Falls 

Van  Heuvelen,  G.  J.  Pierre 

Van  Lier,  P.  C.  Sioux  Falls 

Villa,  J.  P.  Freeman 

Vogele,  A.  C. Aberdeen 

Vogele,  C.  L.  Aberdeen 

Volin,  H.  P.  Lennox 

Volin,  V.  V.  Sioux  Falls 

Vonburg,  V.  R . Mitchell 

Walters,  S.  J Watertown 

Watson,  E.  F.  Garretson 

Watson,  E.  S.  Brookings 

Weber,  R.  A.  Mitchell 

Weishaar,  C.  E Aberdeen 

Welbes,  M.  A.  Bridgewater 

Wessman,  N.  E. Sioux  Falls 

Westaby,  J.  R.  Madison 

Westaby,  R.  S.,  Jr.  Martin 

Whitney,  N.  R.  Rapid  City 

Whitson,  G.  E. Madison 

♦Wilkinson,  E.  A.  Highmore 

Willcockson,  T.  H.  Yankton 

Willen,  Abner  Clark 

Williams,  D.  B.  Sioux  Falls 

Williams,  F.  R.  Rapid  City 

Williams,  M.  F.  Sioux  Falls 

Wold,  H.  R.  Madison 

Wood,  G.  F. Rapid  City 

♦Wright,  O.  R.  Huron 

Yackley,  J.  V.,  M.M.  Rapid  City 

Younker,  F.  T Lake  Andes 

Zandersons,  V.  Herreid 

Zarbaugh,  G.  F.  Deadwood 

Zeidaks,  O.  Burke 

♦Zimmerman,  Goldie,  E. 

Missoula,  Montana 
Zvejnicks,  K.  Hosmer 


♦Indicates  Honorary  Member  M.M.  Indicates  Military  Member 
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PARTNERS  IN  RESPONSIBILITIES 
UNDER  LAW* 
by 

John  T.  Connor** 


It  wasn’t  very  long  ago  that  a man  cele- 
brating his  50th  birthday  was  considered  to 
be  rather  elderly.  But  nowadays,  with  such 
a lengthened  life  span,  we  think  of  a fifty- 
year  old  as  just  getting  into  his  prime  with 
many  healthy  and  useful  years  ahead  of  him. 
That’s  the  way  we  feel  about  our  food  and 
drug  laws  and  the  governmental  agencies 
charged  with  their  proper  administration. 
For  them,  life  has  just  begun! 

After  considerable  hesitation,  I decided  to 
dignify  my  short  tribute  on  this  memorable 
occasion  by  calling  its  theme  “Partners  in 
Responsibilities  Under  Law.”  By  doing  so, 
I hope  to  be  able  better  to  emphasize  a few 
important  questions  facing  all  of  us  inter- 
ested in  providing  better  food  and  drug  prod- 
ucts for  the  public. 

The  people  in  the  Food  and  Drug  Adminis- 
tration, and  in  the  other  agencies  of  the  Fed- 
eral and  State  Governments  associated  with 
their  work,  have  every  right  to  be  proud  of 
the  accomplishments  of  the  last  50  years. 
One  of  the  most  rewarding  aspects  of  Gov- 
ernment service  is  the  great  personal  satis- 
faction which  accompanies  the  competent 
performance  of  important  work  in  the  pub- 
lic interest.  This  occasion  gives  us  who  know 
the  importance  of  their  work  an  opportunity 
to  add  a public  acknowledgment  of  their  fine 

*Delivered  at  the  National  Meeting  to  Commem- 
orate 50th  Anniversary  of  National  Pure  Food, 
Drug,  Cosmetic  and  Meat  Inspection  Laws, 
Washington,  D.  C.,  June  27,  1956. 

**President,  Merck  & Co.,  Inc.,  Rahway,  New 
Jersey. 


performance  in  the  service  of  mankind.  Out- 
standing public  officials  like  Commissioner 
George  Larrick,  in  the  generosity  of  their 
spirit,  are  the  first  to  point  out  that  the  suc- 
cessful attainment  of  their  assigned  respon- 
sibilities depends  upon  the  recognition  and 
fulfillment  by  many  other  people  outside 
Government  service  of  their  separate  but 
related  responsibilities. 

This  whole  field  of  developing,  producing, 
selling,  and  regulating  foods  and  drugs  is  sat- 
urated with  public  interest.  In  fact  it  is  that 
great  public  interest  that  has  attracted  so 
many  people  to  careers  in  this  broad  field; 

some  to  careers  in  Government  regulatory 
activities; 

some  to  careers  in  the  research  labora- 
tories of  universities.  Government  agen- 
cies, private  foundations,  and  industrial 
firms  to  discover  new  food  and  drug  pro- 
ducts, and  gather  necessary  scientific 
data  about  them; 

still  others  to  careers  in  producing  those 
products  safely,  and  with  ever  increas- 
ing efficiency  so  that  their  costs  are 
reasonable  enough  to  have  public  appeal 
and  still  provide  the  manufacturing  firms 
with  the  reasonable  profits  required  to 
assure  continuity  of  operations; 

and  finally,  many,  many  other  people  to 
careers  in  work  facilitating  the  proper 
use  of  these  products — the  trained  phys- 
ician who  prescribes  the  use  of  a new 
drug  by  a sick  patient  — the  retail  phar- 
macist who  fills  that  prescription  — the 
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grocer  who  tells  a customer  about  a new 
product  — and  the  salesman  of  a phar- 
maceutical or  food  manufacturing  firm 
who  helps  inform  the  professions  and 
the  trades  to  stimulate  and  satisfy  the 
public  dem.and  for  the  products. 

In  short,  a common  interest  in  this  great 
work  is  shared  by  many  of  us  in  Govern- 
ment, the  universities,  the  professions,  indus- 
tries, and  other  fields.  That  common  interest 
must  be  recognized  by  all  of  us  if  we  are  to 
fulfill  properly  the  many  common  responsi- 
bilities that  we  have  to  the  general  public. 
Today  I would  like  to  discuss  a few  short- 
term and  long-range  problems  that  may  help 
us  in  a better  understanding  of  our  joint 
responsibilities. 

Personnel  Shortage  Hampers  FDA 

At  the  present  time  the  Food  and  Drug 
Administration  is  being  hampered  in  the 
proper  fulfillment  of  its  regulatory  functions 
because  of  a shortage  of  qualified  profes- 
sional personnel  and  by  inadequate  office 
and  laboratory  facilities.  Commissioner  Lar- 
rick  and  his  associates  have  recognized  their 
responsibility  to  bring  this  situation  to  the 
attention  of  Secretary  Marion  Folsom  and 
the  other  appropriate  officials  in  the  Federal 
Government.  With  their  strong  backing, 
action  is  being  started  to  remedy  this  situa- 
tion to  some  extent  by  providing  more  funds 
to  hire  people  and  to  provide  the  necessary 
new  facilities.  But  m.oney  alone  will  not 
solve  this  problem.  It  will  be  solved  when 
the  importance  of  this  type  of  Government 
service  is  recognized  more  fully  by  the  gen- 
eral public,  and  particularly  by  those  doing 
associated  work  in  universities,  the  profes- 
sions and  industry.  Only  in  such  a climate 
will  enough  men  and  women  of  superior 
ability  be  willing  to  come  and  stay  with  the 
Government  in  sufficient  numbers. 

In  my  opinion  we  in  industry  have  a major 
share  of  responsibility  to  help  bring  about 
this  recognition  and  thereby  provide  the 
right  environment  for  the  effective  and  coop- 
erative Government  service.  I am  happy  to 
be  able  to  say  that  within  industry  there  is 
a growing  recognition  of  that  responsibility. 

Government-managed  Scientific  Research 

Another  difficult  and  long-range  problem 
arises  as  a result  of  the  success  of  scientfic 
research  in  recent  years  in  developing  im- 


portant new  food  and  drug  products.  Under- 
standably enough,  these  outstanding  research 
accomplishments  have  awakened  the  general 
public  to  an  appreciation  of  future  potentials 
in  these  fields  which  affect  the  public  health 
so  directly.  As  a result,  there  is  an  ever 
growing  demand  from  the  general  public, 
expressed  through  the  members  of  the  Con- 
gress, toward  greater  participation  by  the 
Government  in  activities  that  heretofore 
have  been  regarded  as  the  main  responsibil- 
ity of  private  industry. 

In  recent  months  we  have  seen  Congres- 
sional Committees  act  on  their  own  initiative 
to  increase  substantially  appropriations  re- 
quested by  the  Department  of  Health,  Edu- 
cation and  Welfare  to  finance  medical  re- 
search activities.  This  is  in  spite  of  doubts 
expressed  by  the  responsible  officials  about 
the  Government’s  ability  to  spend  the  larger 
sums  wisely,  because  of  the  lack  of  sufficient 
qualified  research  people!  Even  those  who 
disagree  with  the  wisdom  of  this  action  can- 
not ignore  the  growing  public  interest  be- 
hind it.  We  all  have  a -responsibility  to  help 
inform  the  members  of  Congress  and  the 
general  public  about  the  limitations  of 
government-managed  scientific  research,  as 
well  as  its  potentials.  In  particular  we  should 
point  out  that  a large  number  of  the  future 
research  accomplishments  in  the  health  field 
will  be  made  in  the  laboratories  of  univer- 
sities, private  foundations  and  corporate  in- 
dustrial firms,  if  the  recent  past  is  a reason- 
ably good  yardstick.  To  achieve  that  poten- 
tial, however,  those  non-governmental  re- 
search organizations  must  continue  to  be 
free  to  operate  in  an  atmosphere  that  brings 
out  their  best  efforts  and  not  be  restricted 
unduly  by  governmental  controls  or  govern- 
mental programs. 

It  might  be  said  that  the  production  and 
sale  of  foods  and  drugs  are  functions  clearly 
within  the  province  of  private  industry.  If 
so,  it  would  be  a mistake  to  have  any  gov- 
ernmental participation  in  these  areas  go 
beyond  the  basic  regulatory  stage  needed  to 
protect  the  public  interest.  It  is  now  clear, 
however,  that  the  problem  cannot  be  dis- 
missed so  easily  in  light  of  recent  events. 

The  Salk  vaccine  situation,  for  instance, 
shows  that  it  is  quite  possible  to  have  public 
clamor  for  greater  participation  by  govern- 
ments in  the  production  and  distribution  of 
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important  new  drugs.  In  that  instance  some 
influential  elements  of  the  public  press 
pointed  with  favor  to  Canada  and  Denmark, 
where  the  governments  were  engaged  in  pro- 
duction and  distribution  activities.  Even  in 
our  own  country,  the  compromise  solution 
arrived  at  as  a result  of  the  debate  in  Con- 
gress involves  the  free  distribution  of  the 
vaccine  in  substantial  part  through  public 
health  channels  to  large  groups  of  people  re- 
gardless of  flnancial  need.  Many  consider  it 
to  be  a highly  questionable  procedure  be- 
cause it  by-passes  the  regular  professional 
and  trade  channels  that  so  often  in  the  past 
have  proved  their  ability  to  handle  difficult 
situations  with  full  awareness  of  the  public 
interest. 

The  polio  vaccine  situation  is  a precedent 
that  deserves  serious  study  and  discussion  in 
the  era  we  are  entering,  when  we  can  expect 
the  discovery  of  more  and  more  new  chem- 
icals and  drugs  in  our  fight  against  the  im- 
portant diseases  that  cripple  or  kill  our  peo- 
ple. From  that  experience  it  seems  clear 
that  all  of  us  who  work  in  this  broad  field  of 
public  health  have  great  responsibilities  to 
handle  our  activities  competently,  plan 
ahead,  and  explain  our  problems,  as  well  as 
our  accomplishments,  to  the  Congress  and 
the  public  generally.  If  we  do  so  success- 
fully, in  emergency  situations  people  gener- 
ally will  be  content  to  allow  the  normal 
channels  to  operate  because  of  full  confi- 
dence in  their  effectiveness  and  fairness. 

Flexibility  of  Drug  Laws  Desirable 

Our  understandable  emphasis  on  these 
joint  responsibilities  in  the  administration  of 
laws  should  not  dull  our  appreciation  of  the 
great  importance  of  having  a sound  body  of 
laws  to  be  administered. 

In  this  field  of  special  interest  to  us,  the 
virility  and  flexibility  of  our  laws  is  apparent 
to  all.  The  Federal  Food,  Drug,  and  Cosmetic 
Act  is  a good  statute.  Its  approach  is  simple 
and  forthright.  Minimum  standards  of  per- 
formance are  set  forth  and  the  industry  is 
responsible  for  complying  with  them.  In 
most  of  its  functions  the  administrative 
agency  of  the  Government  charged  with  en- 
forcing the  Act  performs  regulatory  actions 
— educating,  guiding,  and  stepping  in  with 
punitive  or  injunctive  actions  only  where  a 
member  of  the  industry  fails  to  conform  to 
the  minimum  standards.  Those  minimum 


standards  are  high  enough  to  insure  our  peo- 
ple of  clean,  pure,  and  safe  foods,  drugs,  and 
cosmetics,  and  yet  as  a practical  matter, 
they  can  and  are  regularly  attained  by  able 
and  conscientious  producers. 

Those  food,  drug  and  cosmetic  laws  have 
more  than  met  the  tests  of  time.  In  many 
cases  they  have  been  flexible  enough  to  re- 
spond to  the  changing  conditions  brought 
about  by  the  progress  of  research.  Where 
necessary  they  have  been  modified  and  sup- 
plemented from  time  to  time  as  required  by 
the  changed  conditions. 

That  process  of  modification  of  our  basic 
legal  structure  to  retain  necessary  flexibility 
and  to  allow  for  desirable  growth  is  funda- 
mental to  our  whole  way  of  life  in  this  coun- 
try. It  is  traditional  in  our  democracy  that 
we  have  a government  of  laws  — not  of  men. 
It  is  essential,  therefore,  that  the  laws  should 
change  with  the  times  so  that  they  may  con- 
tinue to  be  administered  for  the  common 
good.  Many  people  deplore  these  changes, 
preferring  to  think  that  we  should  call  a halt 
to  the  legislative  process  and  live  indefinitely 
with  the  laws  we  already  have.  That  view- 
point seems  particularly  unrealistic  in  a field 
such  as  ours  where  scientific  research  brings 
about  so  many  changes  in  our  food  and  drug 
products,  and  in  the  processes  for  making 
them.  We  in  industry  and  Government  who 
are  concerned  with  the  proper  administra- 
tion of  these  laws  for  the  benefit  of  the  gen- 
eral public  must  be  willing  to  accept  justified 
legislative  changes  in  the  laws.  Specifically, 
we  should  expect  to  see  the  addition  of  new 
controls  required  by  new  conditions,  as  well 
as  the  deletion  of  controls  no  longer  needed. 

It  is  clear,  of  course,  that  industry  is  in- 
clined toward  fewer  Government  controls, 
and  Government  administrators  often  tend 
to  favor  greater  controls  as  well  as  the  con- 
tinuance of  all  existing  controls.  Notwith- 
standing that  understandable  difference  in 
approach,  we  all  have  a responsibility  to 
point  out  the  need  for  legislative  changes  in 
an  objective,  informed  manner  consistent 
with  the  public  interest.  If  that  joint  respon- 
sibility is  recognized  and  fulfilled,  we  can 
look  forward  to  50  more  years  of  legislative 
activity  that  is  constructive  and  wise  and 
supported  with  confidence  by  a well- 
informed  electorate. 
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This  report  covers  the  three  years,  July  1, 
1953,  to  June  30,  1956,  during  which  the  edi- 
torship of  the  Pharmacy  Section  of  the 
Journal  has  been  under  my  supervision.  In 
this  time  a total  of  1200  typewritten  pages  of 
material  have  been  submitted  for  publication 
resulting  in  a total  of  382  printed  pages. 

In  1954  the  format  of  the  Journal  was 
changed.  This  resulted  in  a better  looking 
and  a more  readable  magazine.  The  phar- 
macy section  was  definitely  set  apart  from 
the  medical  section  by  the  inclusion  of  a 
title  page  as  well  as  separation  in  the  Table 
of  Contents.  Also,  headings  were  made  to 
introduce  the  various  portions  of  oiir  section. 
The  material  submitted  for  publication  is 
prepared  to  conform  with  these  headings. 
Presently  the  material  is  arranged  in  the  fol- 
lowing manner,  although  not  all  will  neces- 
sarily be  found  in  one  issue. 

Pharmaceutical  Papers 

This  section  includes  those  papers  of  sci- 
entific or  general  interest  which  have  been 
submitted  for  publication.  An  attempt  is 
made  to  vary  the  subjects  from  month  to 
month  so  that  papers  on  drug  store  manage- 
ment are  interspersed  with  papers  on  com- 
pounding technique  and  papers  on  pharma- 
ceutical problems  of  national  and  local  in- 
terest. Recent  examples  are  the  series  of 
four  papers  concerning  the  Pharmaceutical 
Industry  which  were  divided  into  the  begin- 
ning and  development  of  the  industry,  its 
contributions  to  health,  its  research  and  fin- 
ally the  system  of  distribution.  The  paper  by 


Professor  Eidsmoe  on  ophthalmic  solutions 
is  an  example  of  a scientific  paper  on  com- 
pounding technique.  The  paper  by  Dean 
Busse  of  Wisconsin  on  the  five-year  program 
falls  in  the  realm  of  pharmaceutical  educa- 
tion while  Dr.  Bender’s  paper  on  business 
outlooks  in  South  Dakota  should  be  of  inter- 
est to  all  store  owners. 

Pharmaceutical  Economics 

It  was  intended  that  this  section  include 
papers  concerning  the  business  aspects  of 
pharmacy.  For  example,  information  on  the 
current  status  of  fair  trade,  narcotic  regula- 
tions changes,  prescription  surveys,  legisla- 
tion affecting  pharmacy  and  announcements 
of  national  organizations  on  such  topics  as 
national  health  insurance. 

We  are  in  need  of  more  material  for  this 
section  and  would  desire  in  particular  papers 
on  some  practical  aspect  of  drug  store  man- 
agement and  operation  from  successful 
South  Dakota  pharmacists. 

Recent  Pharmaceutical  Specialties 

When  this  portion  of  the  Journal  was 
started  three  years  ago,  in  general,  practic- 
ing pharmacists  in  South  Dakota  had  no  one 
place  to  turn  for  information  on  new  drug 
products  being  currently  released  on  the 
market.  In  this  section  we  have  attempted 
to  fill  this  need  by  including  the  description, 
actions  and  uses,  dosage  and  packaging  of 
new  drugs  as  supplied  by  the  manufacturer. 
These  drugs  are  also  indexed  by  name  and 
manufacturer  yearly  . 

Now  that  several  other  sources  are  avail- 
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able  for  this  information,  we  are  in  some 
doubt  as  to  the  usefulness  of  this  part  of  the 
Journal.  We  would  welcome  your  opinions 
concerning  this. 

President's  Page 

Your  editor  feels  that  this  portion  of  the 
Journal  is  a very  valuable  one.  Most  of  us 
have  little  or  no  contact  with  the  officers  and 
the  state  association  from  one  convention  to 
the  next.  By  having  a portion  of  the  Journal 
set  aside  each  month  as  a president’s  page 
we  hope  to  maintain  contact.  Through  this 
medium  the  membership  can  be  aware  of  the 
plans,  thinking  and  progress  of  his  associa- 
tion throughout  the  year.  The  cooperation 
of  past  presidents  has  been  appreciated,  and 
we  hope  that  this  portion  of  the  Journal  can 
grow  in  the  future. 

Editorial  Page 

From  time  to  time  news  releases  appear 
concerning  matters  of  interest  to  pharmacists 
that  are  not  extensive  enough  or  of  the  pro- 
per nature  to  be  printed  as  a paper.  Some 
recent  examples  are  (1)  The  National  Com- 
mittee on  Relations  with  the  Medical  Pro- 
fession Report,  (2)  Accidental  Poisoning,  (3) 
Material  on  NF  and  USP  Revision,  and  (4) 
the  problem  of  polio  vaccine  supply.  This 
type  of  material  has  been  included  in  that 
portion  of  the  Journal  entitled  the  “Editorial 
Page.” 

Pharmacy  News 

As  the  heading  indicates,  all  material  that 
has  news  value  is  printed  in  this  portion  of 
the  Journal.  Originally  items  of  personal  in- 
terest were  included.  At  the  present  time  no 
items  of  this  nature  are  received  by  my  office 
and,  therefore,  none  can  be  included.  The 
pharmacy  news  section  has,  therefore,  con- 
sisted of  college  of  pharmacy  news  and  some 
items  of  state  interest  and  national  interest. 

One  of  the  difficulties  encountered  is  the 
time  lag  between  receiving  and  publication 
of  these  items.  For  example,  an  item  re- 


ceived June  6 will  not  appear  in  printed 
form  until  the  August  issue,  which  is  mailed 
the  middle  to  latter  part  of  the  month  or  a 
delay  of  lyz  months.  This  tends  to  destroy 
reader  interest  in  even  the  items  of  greatest 
interest  we  can  print. 

In  addition  to  the  collecting  and  writing  of 
the  material  outlined,  your  editor  has  taken 
responsibility  for  proof  reading  the  galley 
sheets  before  publication.  Before  this,  print- 
ing errors  were  common  with  some  of  the 
mistakes  resulting  in  editorial  embarrass- 
ment. At  the  present  time  all  material  in 
type  is  checked  by  my  office  before  printing. 

According  to  reprint  requests  received,  it 
is  evident  that  the  Journal  not  only  has  na- 
tionwide distribution  to  medical  and  phar- 
macy schools  and  associations,  but  also  is 
distributed  to  some  foreign  countries.  Judg- 
ing from  comments  received  we  can  be 
proud  of  the  part  we  play  in  promoting  good 
professional  relations  with  medicine  through 
joint  publication  of  this  Journal.  According 
to  a recent  readership  survey,  at  least  60%  of 
South  Dakota  physicians  read  the  pharma- 
ceutical section  of  the  Journal. 

However,  this  material  is  not  being  pub- 
lished primarily  for  the  physician  and  the 
out  of  state  reader.  We  are  attempting  to 
publish  a monthly  journal  section  of  interest 
to  South  Dakota  pharmacists.  Of  the  approx- 
imately 260  drug  stores  in  South  Dakota  only 
136  received  subscriptions  in  1955  to  the  Jour- 
nal through  the  Commercial  and  Legislative 
Section  of  the  association.  More  stores  should 
subscribe  to  this  publication.  In  connection 
with  this,  it  is  the  editor’s  responsibility  to 
publish  the  type  of  material  that  will  make 
the  Journal  a publication  pharmacists  will 
want  to  read. 

Respectfully  submitted, 

Harold  S.  Bailey 

Pharmaceutical  Editor 


Sympathy  is  extended  to  Mrs.  Guy  Lower,  employee  of  the  Rafferty  Drug  Store, 
Howard,  S.  D.,  on  the  death  of  her  husband  Guy  Lower  on  June  22nd.  And  to  the  children 
Robert  Lower  of  the  Bacon  Drug,  Excelsior,  Minn.,  Mr.  John  Lower,  Professional  Sales- 
man for  Sobering  Drug,  Sioux  Falls,  S.  D.  and  Mrs.  A1  Knutson  of  the  Knutson  Drug, 
Clark,  S.  D. 
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INVERSINE 

Description:  Brand  of  mecamylamine  HCl 
(3-inethylaminoisocamphane  HCl). 

Action:  A potent  ganglionic  blocking  agent. 
The  ganglionic  blockade  it  effects  is  re- 
ported to  be  10-20  times  longer  than  that 
of  hexamethonium  and  3-4  times  longer 
than  that  of  pentolinium.  It  is  completely 
absorbed  from  the  gastrointestinal  tract. 

Indications:  Most  valuable  in  the  manage- 
ment of  hypertensive  vascular  disease. 

Dosage:  Inversine  is  extremely  potent.  Rec- 
ommended initial  dosage  2.5  mg.  twice  a 
day,  preferably  after  meals.  May  be  in- 
creased by  2.5  mg.  at  intervals  of  no  less 
than  2 days  until  desired  response  is  ob- 
tained. Caution:  Side  effects  of  Inversine 
are  substantially  the  same  as  those  en- 
countered with  other  ganglionic  blocking 
agents. 

How  supplied:  In  2.5  mg.  scored  tablets  — 
bottles  of  100,  and  10  mg.  quarter-sected 
tablets  bottles  of  100. 

Source:  Sharp  and  Dohme. 

ELIXIR  ROXEL 

Description:  Reserpine  and  the  B-vitamins 
— thiamine,  pyridoxine,  cyanocobalamine, 
niacinamide  — in  a pleasant  tasting  base. 

Indications:  A tranquilizing  agent  and  nutri- 
tive supplement  useful  in  young,  old,  ado- 
lescent, alcoholic,  obese,  convalescent,  ger- 
iatric and  pediatric  patients  and  others  in 
whom  mental  depression,  neurasthemia 
and  general  nutritional  inadequacy  are 
manifest. 

Dosage:  Titrated  to  individual  requirements. 
Usually  one  tablespoonful  t.i.d.  is  adequate. 

How  supplied:  Pint  bottles. 

Source:  Sharp  and  Dohme. 


AUROVIM 

Description:  A poultry  preparation  combin- 
ing aureomycin  with  Vitamins  A and  D, 
Bi2,  Niacin,  Riboflavin  and  Calcium  panto- 
thenate. 

Indications:  Aurovim  Poultry  Powder  is  de- 
signed to  promote  growth  of  baby  chicks 
and  poults  and  protect  them  from  disease. 
In  laying  flocks,  egg  losses  due  to  CRD, 
non-speciflc  enteritis,  damp  weather  and 
other  stresses  are  reduced  by  the  addition 
of  Aurovim  to  the  bird’s  diet. 

Dosage:  For  growth  stimulation,  first  4 

weeks:  1 ounce  of  Aurovim  to  4 gallons  of 
water  or  16  pounds  of  feed;  after  4 weeks, 
one-half  the  amount  as  recommended 
above.  For  treatment  of  blue  comb  and 
hexamitiasis:  1 ounce  per  gallon  of  water 
or  4 pounds  of  feed  until  feed  intake  re- 
turns to  normal.  For  outbreaks  of  CRD 
and  treatment  of  early  stages  of  synovitis; 
2 ounces  per  gallon  of  water  or  4 pounds 
of  feed  until  feed  intake  returns  to  normal. 

How  supplied:  In  1 and  3V2  pound  cans  with 
a plastic  measuring  scoop. 

Source:  Lederle  Laboratories. 

HYDELTRACIN-TOPICAL  LOTION 

Description:  A combination  of  prednisolone 
and  neomycin  in  a non-greasy,  non-stain- 
ing lotion. 

Indications:  For  the  topical  treatment  of 
allergic  dermatoses,  contact  and  atopic  der- 
matitis, non-speciflc  anogenital  pruritus, 
pruritus  with  licheniflcation.  Also  useful 
in  the  symptomatic  treatment  of  intertrigo, 
sunburn  and  otitis  externa. 

Dosage:  A small  quantity  should  be  applied 
to  the  affected  area  2-3  times  daily. 

How  supplied:  Plastic-squeeze  bottles,  15  cc. 
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Source:  Sharp  and  Dohme. 

DONNAGESIC  EXTENTABS 

Description:  Donnagesic  Extentabs  are  des- 
ignated No.  1 and  No.  2.  Each  No.  1 tablet 
(pink)  contains  hyoscyamine  sulfate  0.3111 
mg.,  atropine  sulfate  0.0582  mg.,  hyosine 
hydrobromide  0.0195,  phenobarbital  48.6 
mg.  (%  gr.)  and  codeine  phosphate  48.6  mg. 
(%  gr.).  No.  2 (red)  tablet  is  the  same  as 
No.  1 with  this  exception:  it  contains  dou- 
ble the  quantity  of  codeine  phosphate,  97.2 
mg.  (IV2  gr.). 

Action  and  Uses:  Donnagesic  Extentabs  pro- 
vide, for  the  first  time,  an  extended  action 
codeine.  The  analgesic  effects,  smoothly 
sustained  for  10-12  hours,  are  equivalent  in 
intensity  to  those  achieved  by  q.4h.  admin- 
istration of  one  Donnatal  tablet  with  1/4  gr. 
codeine  phosphate  (in  Donnagesic  No.  1)  or 
y2  gr.  codeine  phosphate  (in  Donnagesic 
No.  2.).  Donnagesic  Extentabs  are  anti- 
tussive,  spasmolytic  and  sedative  as  well  as 
analgesic.  They  provide  more  efficient  an- 
algesic and  antitussive  action  than  plain 
codeine  on  an  equal  dosage  basis,  since 
codeine  is  potentiated  by  phenobarbital, 
while  the  occasional  disadvantages  of  code- 
ine (constipation,  gastric  uneasiness,  nau- 
sea, vomiting,  excitement  or  other  mani- 
festations of  intolerance)  are  minimized  by 
the  belladonna  alkaloids.  The  analgesic 
action  is  markedly  reinforced  by  the  Don- 
natal  component  when  spasm  of  smooth 
muscle  contributes  to  the  pain  experience. 

Indications:  Pain  — sustained,  somatic  and 
visceral  pain  amenable  to  treatment  by 
codeine,  administered  orally.  For  example: 
pre-  and  post-surgical,  gastro-intestinal, 
renal  or  bilary  colic,  urinary  bladder 
spasm,  malignancy,  dysmenorrhea,  mi- 
graine, and  polyneuritis.  Cough  — persis- 
tent, unproductive  cough,  and  persistent 
productive  cough  when  it  prevents  or  seri- 
ously interferes  with  rest  and  sleep. 

Dosage:  Individualized  according  to  patient’s 
needs.  Usually  one  Extentab  No.  1 or  No.  2 
every  10  or  12  hours  is  adequate.  How- 
ever, if  necessary,  two  tablets  may  be  given 
at  one  time  and/or  dose  repeated  more 
frequently. 

Available:  No.  1 — bottles  of  30  only  — pink, 
coated,  monogrammed  AHR  in  black.  One 
dozen  30’s  to  the  carton.  No.  2 — bottles  of 
30  only  — red,  coated,  monogrammed  AHR 


in  white.  One  dozen  30’s  to  the  carton. 

Source:  A.  H.  Robins  Co.,  Inc. 

RITALIN 

Description:  Methyl  a-phenyl-2-piperidineace- 
tate  hydrochloride. 

Action:  A mild  cortical  stimulant. 

Indications:  Chronic  fatigue  and  depressive 
states.  Ritalin  does  not  mask  normal  fa- 
tigue states  induced  by  overexertion. 

Dosage:  Adjusted  to  individual  patient  needs. 

How  supplied:  Tablets  of  5,  10,  and  20  mg.; 
bottles  of  100,  500  and  1000. 

Source:  Ciba  Pharmaceutical  Products. 

ALBAMYCIN 

Description:  Brand  of  Novobiocin  Sodium. 
A new  antibiotic  produced  by  Streptomy- 
ces  niveus. 

Indications:  Albamycin  is  rapidly  effective 
against  a wide  range  of  gram-positive  and 
certain  gram.-negative  bacteria;  especially 
Staphylococcus  aureus.  Streptococcus  hem- 
olyticus,  Diplococcus  pneumoniae  and  Pro- 
teus valgaris.  It  is  not  cross  resistant  with 
other  antibiotics  and  is  well  absorbed  after 
oral  administration,  producing  extremely 
high  blood  concentrations  which  persist  for 
at  least  24  hours  after  the  last  dose. 

Dosage:  Adults:  Four  capsules  (1  Gm.)  initi- 
ally followed  by  one  capsule  (250  mg.) 
every  6 hours  or  two  capsules  (500  mg.) 
every  12  hours,  i.e.,  before  breakfast  and 
after  supper. 

In  severe  or  unusually  persistent  infec- 
tions, 0.5  Gm.  every  6 hours  or  1 Gm.  every 
12  hours  may  be  employed. 

Children:  15  mg. /Kg. /day  on  either  of 
above  schedules.  In  severe  infections,  the 
dose  may  be  increased  to  30  to  45  mg./Kg./ 
day. 

How  supplied:  Available  in  bottles  of  16  cap- 
sules. 

Source:  The  Upjohn  Company. 

AQUA  VAC  NEWCASTLE  DISEASE  VAC- 
CINE 

AQUA  VAC  INFECTIQUS  BRQNCHITIS 
VACCINE 

Description:  Two  preparations,  Aquavac 

Newcastle  Disease  Vaccine,  and  Aquavac 
Infectious  Bronchitis  Vaccine,  that  can  be 
easily  added  to  drinking  water  for  the  im- 
munization of  poultry  have  been  intro- 
duced by  American  Cyanamid  Company. 

Dosage:  Healthy  birds  of  any  age,  including 
(Continued  on  Page  321) 
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PRESIDENT'S  ADDRESS 
70th  Annual  Convention 
South  Dakota  State  Pharmaceutical 
Association 
by 

Edward  W.  Peterson 


Mr.  Chairman,  officers  and  members  of  the 

South  Dakota  Pharmaceutical  Association, 

honored  guests,  ladies  and  gentlemen: 

Last  year  when  I was  honored  by  being 
elected  as  your  president,  I had  high  hopes 
of  accomplishing  constructive  objectives  for 
the  good  of  our  South  Dakota  Association. 
I had  hoped  to  visit  and  become  better  ac- 
quainted with  each  one  of  you  and  at  the 
same  time  get  your  opinions  on  subjects  vital 
to  the  operation  of  our  respective  businesses. 

However,  as  all  of  you  who  are  in  one  reg- 
istered man  stores  know,  it  is  difficult  to  hire 
relief  men.  Therefore,  I did  not  have  the 
opportunity  to  discuss  our  mutual  problems 
with  nearly  as  many  as  I had  hoped. 

Our  Association  is  no  different  from  all 
other  associations  and  organizations  in  the 
fact  that  our  strength  depends  largely  on  the 
number  of  members  who  attend  and  take  an 
active  part  in  discussing  our  problems.  And, 
as  in  other  organizations,  most  of  the  misun- 
derstanding and  criticism  comes  from  those 
members  who  do  not  attend  our  meetings 
and  therefore  do  not  understand  or  realize 
our  difficulties. 

It  is  easy  to  find  fault  but  it  takes  work, 
cooperation,  and  constructive  effort  to  arrive 
at  plans  and  regulations  which  are  best  for 
the  good  of  all. 

No  less  a personage  than  ex-President 
Herbert  Hoover  said,  “Trade  associations  are 
the  safeguards  of  small  business  and  thus 
prevent  the  extinction  of  competition.  With 
wisdom  and  devotion,  their  voluntary  forces 
can  accomplish  more  for  our  country  than 
any  spread  of  the  hand  of  Government.” 

May  I say  at  this  time  the  Board  of  Phar- 
macy, Executive  Committee  and  Secretary 
Wilson  have  been  most  cooperative  and  help- 
ful. Few  of  us  realize  or  appreciate  the 
amount  of  effort  and  time  the  position  of 
Secretary  of  our  Association  requires.  This 
is  especially  true  when  there  is  legislation 
and  regulations  to  consider. 

I was  very  happy  that  you  gave  me  the 
opportunity  to  attend  the  National  Associa- 


tion of  Retail  Druggists  Convention  at  Atlan- 
tic City.  Our  First  Vice-President  will,  no 
doubt,  give  you  a complete  report  on  the  con- 
vention. 

The  Pharmaceutical  Editor,  Dr.  Harold 
Bailey,  of  our  South  Dakota  Journal  of  Med- 
icine and  Pharmacy  has  again,  this  past 
year,  done  an  excellent  job  of  editing.  Many 
interesting  and  instructive  articles  have  ap- 
peared in  the  pharmaceutical  section.  But, 
how  many  of  us  have  time  or  have  taken 
time  to  read  them? 

Is  our  cooperation  appreciated  and  needed 
by  the  medical  profession  in  publishing  the 
Journal?  Could  the  amount  of  money  used 
for  this  purpose  be  better  spent  in  publiciz- 
ing and  public  relations  for  our  South  Da- 
kota drug  stores  as  a unit?  These  are  ques- 
tions that  I believe  should  be  discussed  at 
our  closed  session. 

School  of  Pharmacy 

Our  School  of  Pharmacy  this  year  will 
graduate  about  43  and  while  rated  class  “A” 
is  still  striving  to  improve.  Since  remodeling 
and  enlarging  their  facilities,  the  enrollment 
has  doubled,  the  freshmen  class  numbering 
in  the  eighties. 

On  April  23  this  year  Dr.  Melvin  W.  Green, 
Director  of  Educational  Relations  for  the 
American  Council  of  Pharmaceutical  Educa- 
tion, which  is  the  accrediting  agency  for  col- 
leges of  pharmacy,  visited  the  Division  of 
Pharmacy  for  an  informal  inspection.  He 
was  well  pleased  with  faculty,  students  and 
the  progress  the  Division  has  made  and  indi- 
cated that  the  rating  would  continue  to  be 
that  of  a Class  A College  of  Pharmacy.  Great 
credit  is  due  Dr.  LeBlanc  and  his  staff. 

A subject  of  vital  interest  to  a large  per- 
centage of  the  druggists  in  our  state  is  the 
teaching  of  more  veterinary  courses.  When 
I discussed  this  with  Dr.  LeBlanc,  I was  in- 
formed that  certain  courses  are  open  to  stu- 
dents in  this  area  on  an  elective  basis.  How- 
ever, the  schedule  is  so  full  of  required 
courses  that  few  veterinary  subjects  can  be 
taken  on  this  basis.  This  situation  may  be 
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remedied  when  the  five-year  program  of 
study  is  in  operation. 

There  were  a few  more  pharmacists  in 
attendance  at  the  Pharmaceutical  Institute 
or  Refresher  course  than  in  previous  years. 
Not  nearly  enough  to  compensate  for  the 
efforts  put  forth  by  the  Division  of  Pharmacy 
faculty;  however,  it  is  hoped  that  in  some 
way  increased  attendance  and  interest  can 
be  stimulated. 

National  Legislation 

A bill,  H.R.  11  known  as  the  Equality  of 
Opportunity  Bill,  was  submitted  to  the  House 
Judiciary  Committee.  This  legislation  is  in- 
tended to  strengthen  the  Robinson-Patman 
Act  by  making  it  illegal  for  suppliers  to  grant 
discriminatory  prices  to  favored  retailers. 
The  bill  was  pigeonholed  by  the  committee 
for  months.  However,  by  the  continuous 
effort  of  our  national  legislative  committee 
and  the  pharmacists  throughout  the  nation, 
a petition  to  force  the  bill  out  of  committee 
received  enough  signatures  so  that  a vote 
was  taken.  The  value  of  cooperative  effort 
on  the  part  of  the  nation’s  pharmacists  was 
thereby  demonstrated. 

Pharmacy  as  a Profession  — We  should,  I 
believe,  urge  enactment  to  give  statutory 
recognition  to  pharmacy  as  a profession.  At 
present  only  two  states,  namely  Illinois  and 
California,  have  such  laws.  While  it  may  not 
be  of  any  interest  to  us,  the  Irish  Supreme 
Court  recently  ruled  that  the  compounding 
of  prescriptions  is  a profession.  You  can  see 
that  pharmacists  all  over  the  world  have 
similar  problems. 

In  this  connection  we  might  ask  this  ques- 
tion. Is  it  right  that  prescription  drugs  should 
be  fair  traded  at  such  low  minimums,  there- 
by placing  emphasis  on  the  product  rather 
than  on  the  professional  service  performed 
by  the  pharmacist?  I think  not. 

According  to  Herman  S.  Waller,  National 
Association  of  Retail  Druggists  Counsel,  “The 
phraseology  of  the  Illinois  provision,  which 
declares  the  practice  of  pharmacy  a profes- 
sion is  more  complete,  more  definite,  and 
more  conclusive  of  the  legislative  intent  and 
purpose  in  the  interest  of  public  health  and 
welfare  than  the  California  Act.”  He  urges 
the  adoption  of  the  Illinois  Pharmacy  Act  as 
a model. 

Excise  Taxes  — I beg  each  one  of  you,  if 


and  when  the  opportunity  arises,  to  work 
for  the  enactment  of  national  legislation  to 
establish  the  collection  of  excise  taxes  at  the 
original  sources  of  supply.  Why  is  this  so 
important  to  us?  Because  sometime  or  other 
under  the  normal  pressure  of  business,  we 
have  all  neglected  to  enter  sales  subject  to 
excise  tax.  We  have  been  fortunate  up  to 
now.  I have  not  heard  of  any  South  Dakota 
druggists  being  visited  by  tax  detectives  as 
yet.  These  agents  go  over  every  invoice  and 
assess  with  penalties  on  every  item  subject 
to  excise  tax  where  tax  has  not  been  remit- 
ted. 

This  has  been  done  in  Iowa  and  in  other 
states.  The  druggists  have  been  forced  to 
pay  the  difference  between  the  amount  of 
tax  collected  and  the  amount  due  on  mer- 
chandise bought  subject  to  excise  tax.  The 
amounts  of  tax  and  penalties  have  ranged 
from  $100  to  $6,000. 

For  some  unknown  reason,  pharmacists 
are  generally  the  only  ones  checked  and, 
therefore,  are  made  the  goats.  So,  I repeat, 
if  a bill  is  presented  in  Congress  to  have  the 
manufacturer  collect  the  excise  tax,  write 
to  your  congressman.  Let  us  cease  to  be  tax 
collectors. 

State  Legislation  and  Regulation 

As  we  all  know,  hundreds  of  our  legiti- 
mate drug  store  items  are  being  sold  in 
nearly  every  type  of  outlet  and  peddled  from 
door  to  door.  A large  majority  of  them  we 
can  do  nothing  about.  However,  there  are 
some,  such  as  vitamins,  that  can  be  regu- 
lated. 

Only  a few  months  ago  the  world’s  largest 
company  of  door  to  door  brush  salesmen 
added  vitamins  to  their  line  and  their  sales- 
men are  selling  them  by  the  thousands. 

Last  August,  the  District  of  Columbia 
Court  ruled  that  vitamins  are  drugs,  not 
simply  a food  supplement,  and  can  be  sold 
only  in  drug  stores  in  that  District. 

Therefore,  I would  like  to  suggest  that  our 
Board  of  Pharmacy  consider  regulations  on 
this  item. 

New  Proposed  Regulations 

First,  let  me  repeat  that  I realize  our 
Board  of  Pharmacy  and  Secretary  Wilson 
have  spent  a great  deal  of  time  and  study 
on  the  new  proposed  regulations  which  will 
be  considered  at  our  closed  session.  I am 
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sure  they  have  always  and  are  now  recom- 
mending what  they  believe  is  for  the  good 
of  pharmacy. 

I favor  any  regulations  which  we  are  cer- 
tain will  be  to  the  best  interests  of  the  ma- 
jority of  the  pharmacists  of  our  state,  both 
from  an  ethical  and  business  standpoint.  But, 
in  drafting  these  regulations,  let  us  never 
lose  sight  of  the  fact  that  we  are  not  a met- 
ropolitan state.  That  is.  South  Dakota  is  not 
made  up  of  large  cities  and  large  drug  stores 
but  rather  hundreds  of  small  communities 
and  one  registered  man  operated  stores.  Also, 
let  us  remember  that  the  owners  of  these 
same  one  man  stores  have  done  an  outstand- 
ing job  in  the  past,  working  day  and  night 
to  raise  the  standards  of  our  profession,  serv- 
ing their  public  and  gaining  ever  increasing 
respect  for  themselves  and  the  drug  busi- 
ness. 

Pharmacists  have  more  laws  and  regula- 
tions with  which  to  try  to  comply  than  any 
other  type  of  business  or  profession.  So  I say 
to  you,  let  us  be  extremely  careful  in  making 
and  adopting  new  regulations  that  may 
tempt  us  to  become  law  violators.  The 
pharmacists  in  hundreds  of  small  towns  in 


our  state  are  not  having  an  easy  time  now 
making  a decent  living.  If  regulations  be- 
come too  drastic  there  will  be  dozens  of 
towns  without  the  services  of  a drug  store. 

I do  not  believe  we  can  legislate  ourselves 
into  business  but  we  can  wake  up,  clean  up 
and  modernize  our  places  of  business  as 
much  as  our  means  will  permit.  Be  alive  and 
merchandise. 

In  some  very  isolated  cases  there  has  been 
too  much  absenteeism  in  the  one  man  oper- 
ated stores.  It  is  up  to  the  individual  to 
guard  against  this  both  for  his  own  protec- 
tion and  for  the  good  of  pharmacy.  Is  it  not 
better  to  police  ourselves  rather  than  to 
force  our  Board  of  Pharmacy  to  take  action? 

I wish  to  express  my  sincere  thanks  to 
Tom  Mills  and  his  committeemen  for  the 
outstanding  job  they  have  done  in  arranging 
and  publicizing  this  convention.  I am  sure 
it  will  be  one  of  our  most  successful. 

I also  want  to  express  my  gratitude  to  the 
Executive  Committee  and  Secretary  Wilson 
for  their  fine  cooperation.  And  to  you,  our 
Association  members,  for  the  privilege  and 
honor  of  serving  you  as  your  president  this 
past  year. 


PHARMACEUTICAL  SPECIALTIES 

(Continued  from  Page  318) 

day  old  chicks,  may  be  immunized  by  the  mixed  with  cold  tap  water  in  accordance 
Aquavac  vaccines.  Both  preparations,  vac-  with  the  following  chart: 
uum  sealed  in  500  and  1,000  dose  vials,  are 


Age  of  birds: 

1 day  — 1 month 

1 month  — 3 months 

3 months  or  older 

The  birds’  water  supply  should  be  discon- 
tinued 2 to  3 hours  prior  to  administration 
of  the  vaccine.  Water  containing  vaccine 
should  be  distributed  into  several  small  con- 
tainers, permitting  two-thirds  to  three- 
fourths  of  the  birds  to  drink  at  once.  Birds 
should  not  be  returned  to  normal  water  sup- 
ply until  all  water  containing  vaccine  is 
consumed. 

Revaccination  of  breeders  and  layers 
against  infectious  bronchitis  is  recommended 
every  4 to  6 months.  Revaccination  of 


LOGO  doses  added  to: 

2V2  gallons  of  water 
5 gallons  of  water 
20  gallons  of  water 

broiler  flocks  is  not  necessary,  since  these 
birds  are  usually  held  for  only  10  to  12 
weeks. 

Breeders  and  layers  should  be  revaccinated 
against  Newcastle  Disease  4 to  6 weeks  after 
first  vaccination  and  every  4 to  6 months 
thereafter.  Broilers  should  be  revaccinated 
against  Newcastle  Disease  4 to  6 weeks  after 
first  vaccination. 

How  supplied:  500  dose  and  100  dose  vials. 
Source:  Lederle  Laboratories. 


500  doses  added  to: 

5 quarts  of  water 
2V2  gallons  of  water 
10  gallons  of  water 
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Greetings  Fellow  Pharmacists:  i 

1 

Thanks  you,  John  Sidle,  for  your  timely  suggestions.  You  can  be  sure  I have  filed  your ' 
letter  away  and  will  review  it  with  the  Executive  Committee  at  oiu:  next  meeting. 

I was  very  pleased  to  know  my  President’s  Page  was  read  by  someone,  for  today  I re- 
ceived a long  letter  from  Orville  A.  Rohlck,  Corsica  Drug,  Corsica,  South  Dakota,  with  several 
good  ideas.  Keep  them  coming  and  I will  do  my  best  to  give  them  a hearing. 

To  date  we  have  had  three  couples  signify  their  intention  of  attending  the  N.A.R.D.  Con- 
vention in  Cincinnati.  They  are  Mr.  and  Mrs.  Vere  Larson,  Alcester;  Mr.  and  Mrs.  Welles  Eer 
Nisse,  Rapid  City;  Mr.  and  Mrs.  George  Lehr,  Rapid  City;  and,  of  course,  my  wife  and  1.  The 
Convention  is  held  in  September  this  year  which  makes  it  easier  for  some  of  us  to  attend.  Think 
it  over  — maybe  you  can  go,  too. 


A1  Knutson,  President 
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70th  Annual  Convention 
Highlights 


Algar  D.  Knutson  Elected 
President 

Algar  D.  Knutson  was  un- 
animously elected  president 
of  the  South  Dakota  State 
Pharmaceutical  Association 
during  the  70th  Annual  Con- 
vention in  Sioux  Falls,  June 
12-14.  Mr.  Knutson  owns  the 
Knutson  Drug  Store,  Clark, 
South  Dakota. 

Other  officers  elected  for 
the  year  1956-57  include 
George  Lehr,  Rapid  City, 
First  Vice-President;  Vere 
Larsen,  Alcester,  Second 
Vice-President;  Willis  Hod- 
son,  Aberdeen,  Third  Vice- 
President;  Albert  Zarecky, 
Pierre,  Fourth  Vice-Presi- 
dent; J.  C.  Shirley,  Brook- 
ings, Treasurer;  and  Bliss  C. 
Wilson,  Pierre,  Secretary. 

Outstanding  Attendance 

The  educational  and  enter- 
taining program  provided  by 
the  pharmacists  of  Sioux 
Falls  under  the  leadership  of 
chairman  Tom  Mills  was  en- 
joyed by  the  largest  conven- 
tion attendance  in  the  his- 
tory of  the  association. 

Tuesday  entertainment  in- 
cluded sports  and  recreation 
and  the  annual  banquet  and 


dance  in  the  evening.  The 
Allied  Drug  Travelers  Sup- 
per and  Dance  was  held 
Wednesday  evening. 

Selection  of  the  Princess 
of  Pharmacy  took  place  at 
the  annual  banquet.  Awar- 
ded an  all  expense  paid 
weekend  in  Minneapolis  was 
Mary  Lou  Scheurenbrand  of 
Mitchell,  senior  pharmacy 
student  at  State  College. 

Convention  speakers  in- 
cluded Dr.  L.  M.  Stavig, 
President  of  Augustana  Col- 
lege; Dr.  E.  R.  Series,  Dean 
of  the  College  of  Pharmacy, 
University  of  Illinois;  J.  E. 
Koffenberger,  Administra- 
tive Assistant  to  the  Execu- 
tive Director  of  Sales,  Eli 
Lilly  & Co.;  J.  M.  Hanlon, 
Division  Manager,  McKes- 
son Robbins,  Inc.;  and 
George  Herhold,  Sales  Man- 
ager, Streator  Industries, 
Inc. 

Resolutions 

1.  WHEREAS  the  Treas- 
urer of  our  Association,  Mr. 
John  J.  Burke,  has  signified 
his  wish  to  retire  from  the 
office  because  of  ill-health 
which  requires  complete  rest 
for  at  least  one  year,  and 


WHEREAS,  John  Burke 
has  served  this  association 
for  two  years  in  an  able  and 
conscientious  manner, 

NOW,  THEREFORE,  BE 
IT  RESOLVED,  that  the 
South  Dakota  Pharmaceuti- 
cal Association  express  its 
regrets  to  Treasurer  John 
Burke  in  his  illness  and  ex- 
tend to  him  our  best  wishes 
for  complete  recovery,  and 

BE  IT  FURTHER  RE- 
SOLVED, that  this  associa- 
tion accept  his  untimely  res- 
ignation and  extend  to  him 
our  thanks  for  his  services. 

2.  RESOLVED  that  this 
association  extend  a note  of 
thanks  for  the  time  and  eff- 
ort that  Dr.  E.  R.  Series  took 
to  visit  our  70th  Convention 
and  appear  on  our  program. 

3.  RESOLVED  that  this 
association  extend  a vote  of 
thanks  to  James  E.  Koffen- 
berger and  the  Eli  Lilly 
Company  for  their  part  in 
our  program. 

4.  RESOLVED  that  this 
association  extend  a vote  of 
thanks  to  J.  M.  Hanlon  and 
McKesson  & Robbins  for 
their  part  in  our  program. 

5.  RESOLVED  that  this 
association  extend  a vote  of 
thanks  to  George  Herhold 
and  Streator  Industries,  Inc., 
for  their  part  in  our  pro- 
gram. 

6.  RESOLVED  that  the 
association  extend  a vote  of 
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thanks  to  Tom  Mills  and  all 
the  Sioux  Falls  druggists 
and  wives  who  made  this 
convention  a success. 

7.  RESOLVED  that  this 
association  extend  a vote  of 
thanks  to  all  the  manufac- 
turers and  wholesalers  who 
contributed  prizes  and  cash 
to  this  convention. 

8.  RESOLVED  that  our 
association  extend  a vote  of 
thanks  to  the  Jewett  Drug 
Co.,  Northwestern  Drug  Co., 
Brown  Drug  Co.  and  Mc- 
Kesson & Robbins  of  Min- 
neapolis, Sioux  City,  and 
Omaha  for  their  Wholesal- 
ers’ Luncheon. 

9.  RESOLVED  that  this 
association  extend  a vote  of 
thanks  to  the  Allied  Drug 
Travelers  for  their  fine  Din- 
ner and  Dance  on  Wednes- 
day evening. 

10.  RESOLVED  that  this 
association  extend  a vote  of 
thanks  to  the  Julius  Schmid 
Inc.  for  the  social  gathering 
on  Tuesday  evening. 

11.  RESOLVED  that  this 
association  extend  a vote  of 
thanks  to  Miss  Betty  Olson 
for  her  fine  work  in  prepar- 
ing a code  of  ethics  for  our 
association. 

12.  RESOLVED  that  this 
association  urge  that  phar- 
macist owners  and  managers 
improve  the  physical  facili- 
ties of  prescription  depart- 
ment and  professional  pro- 
motion of  prescription  ser- 
vices as  outlined  in  the  ad- 
dress of  Mr.  Hanlon.* 

13.  RESOLVED  that  the 
president  of  this  association 
appoint  a committee  for 
study  and  revision  of  our 
Prescription  Pricing  Sched- 
ule, which  now  dates  1951. 

*Mr.  Hanlon’s  address  will  be 
printed  in  full  in  a future  issue 
of  this  Journal — Ed. 


The  following  resolution 
was  turned  over  to  a special 
committee  to  study  and  re- 
port to  the  71st  annual  con- 
vention. 

WHEREAS,  the  retailing 
of  packaged  drugs  and  med- 
icines is  recognized  in  the 
South  Dakota  Pharmacy  law 
as  part  of  the  profession  of 
pharmacy,  and 

WHEREAS,  one  of  the 
purposes  of  this  association 
as  set  forth  in  our  pharmacy 
law  is  to  restrict  the  retail 
sale  of  medicines  to  regu- 
larly educated  and  qualified 
persons,  and 

WHEREAS,  the  public 
health  can  better  be  pro- 
tected by  requiring  pharma- 
cists to  regulate  every  retail 
sale  of  packaged  drugs  and 
medicines  by  warning  the 
purchaser  where  there  may 
be  danger  in  their  use  or 
against  improper  storage  in 
the  home,  and 

WHEREAS,  the  right  to 
regulate,  control  and  license 
those  persons  who  are  quali- 
fied by  learning  to  be  of 
assistance  in  the  retailing  of 
potent  drugs  and  medicines 
is  conceded  by  our  State  Su- 
preme Court  which  held  that 
if  such  regulations  are  suffi- 
ciently strict  to  afford  real 
protection  to  the  public,  then 


the  retailing  of  packaged 
patent  and  proprietary  med- 
icines may  be  lawfully  re- 
stricted to  those  who  are 
qualified  by  learning  and 
who  know  that  threat,  and 
WHEREAS,  a statement  of 
policy  is  deemed  advisable 
in  explanation  of  the  re- 
quirements for  restricted  re- 
tail sale  of  patent  and  pro- 
prietary medicines  as  set 
forth  by  our  Supreme  Court 
in  STATE  V.  WOOD  so  that 
non-pharmacists  may  know 
the  reasons  for  regulating 
the  retail  sale  of  patent  and 
proprietary  medicines  by 
pharmacists,  — 

NOW,  THEREFORE,  BE 
IT  RESOLVED,  by  the 
South  Dakota  State  Pharma- 
ceutical Association  in  con- 
vention assembled  this  14th 
day  of  June,  1956,  that  this 
association  approve  and  en- 
dorse in  principle  the  State- 
ment of  Policy  as  submitted 
to  all  South  Dakota  Regis- 
tered Pharmacists  with  offi- 
cial notice  of  this  annual 
meeting  to  be  considered  at 
this  meeting  of  the  legally 
constituted  South  Dakota 
Pharmaceutical  Association, 
and  recommend  its  adoption 
by  the  South  Dakota  State 
Board  of  Pharmacy  as  its  de- 
clared Statement  of  Policy. 


Group  of  physicians  and  pharmacists  at  the  Aberdeen  District 
Pharmaceutical  Society-Doctor  Appreciation  Night  for  the  physi- 
cians of  the  Aberdeen  area. 

L.  to  R.:  K.  C.  Perrizo;  A.  O.  Bittner;  Guest  speaker,  Dr.  Ben 
Reifel,  Area  Director  of  the  Bureau  of  Indian  Affairs;  Dr.  J.  C. 
Rodine;  Dr.  M.  R.  Gelber;  James  E.  Anderson  and  W.  C.  Grier. 
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NORTH  AMERICAN  BLASTOMYCOSIS 
REPORT  OF  A CASE  TREATED  WITH 
STILBAMIDINE  AND 
DIHYDROXYSTILBAMIDINE* 

By  T.  H.  Sattler,  M.D.,  Yankton.  S.  D.  and 
M.  A.  Marousek.  M.D.,  Belle  Fourche,  S.  D. 


There  are  numerous  reports  in  recent  med- 
ical literature  dealing  with  North  American 
blastomycosis  and  recently  interest  has  been 
stimulated  by  the  encouraging  results  ob- 
tained by  the  use  of  several  of  the  diamidine 
derivatives  in  treatment.  These  drugs,  which 
I include  pentamidine,  propamidine  and  stil- 
I bamidine  have  been  known  for  some  time  and 
; have  been  used  with  good  results,  with  the 
j exception  of  some  troublesome  toxic  manifes- 
tations in  the  treatment  of  trypanosomiasis 
and  kala  azar.  Schoenbach  et  aN  ' 2 were  first 
; to  investigate  the  use  of  stilbamidine  in  sys- 
temic blastomycosis  and  reported  encourag- 
: ing  results.  Dihydroxystilbamidine,  another 
i related  compound,  was  first  investigated  by 
Snapper^  and  found  to  be  less  toxic  and,  sub- 
sequently, four  cases  of  blastomycosis 
[i  were  treated  by  Snapper  and  McVay^  with 
no  significant  toxic  manifestations  and  with 
i good  therapeutic  results.  Additional  obser- 
vations^'  6 on  the  treatment  of  this  disease 
i with  2-hydroxystilbamidine  have  been  pub- 
: lished.  Sutliff,  et  al®  reported  that  9 of  12 
cases  treated  with  2-hydroxystilbamidine 
were  improved  and  7 of  these  were  arrested. 
No  significant  toxic  effects  were  noted. 

This  paper  will  present  a case  of  systemic 
blastomycosis  in  which  both  stilbamidine  and 
^ dihydroxystilbamidine  were  employed  as 
treatment.  A brief  general  review  of  the  dis- 
K ease  will  be  presented  but  those  who  are  in- 

; * From  the  Department  of  Medicine,  Yankton 

' Clinic,  Yankton,  South  Dakota. 


terested  in  pursuing  the  subject  further  are 
referred  to  the  article  by  Snapper  and  Mc- 
Vay,  an  earlier  report  by  McVay  and  Car- 
roll®,  and  the  observations  on  25  cases  by 
Sutliff  et  al.6.  These  papers  give  an  excellent 
review  of  the  disease  and  its  treatment  and 
are  complete  with  comprehensive  biblio- 
graphies for  extended  reading. 

North  American  blastomycosis,  also  known 
as  Gilchrist’s  disease,  was  first  described  by 
T.  C.  Gilchrist  in  1894.  While  formerly  be- 
lieved to  be  confined  to  the  North  American 
continent,  authentic  cases  have  now  been  re- 
ported from  Europe  and  Australia. ’7' s 

The  etiologic  agent  is  a specific  fungus, 
blastomycosis  dermatididis,  the  natural  hab- 
itat of  which  is  not  known  with  certainty,  al- 
though the  soil  is  probably  the  natural  reser- 
voir. The  route  of  infection  in  man  is  also 
open  to  question  but  is  most  probably  by  way 
of  the  respiratory  tract  and/or  through  minor 
skin  abrasions.  Males  are  affected  much  more 
commonly  than  females  most  probably  be- 
cause of  more  frequent  environmental  ex- 
posure. The  disease  is  by  no  means  rare®  as 
was  once  thought  and  probably  as  improved 
methods  of  culture  and  increased  awareness 
are  developed,  it  will  be  recognized  and  diag- 
nosed with  increasing  frequency. 

Blastomycosis  occurs  in  two  recognized 
forms;  cutaneous  and  systemic.''''  The  cutan- 
eous form  is  a chronic  progressive  disease 
characterized  by  remissions  and  exacerba- 
tions and  occasionally  even  spontaneous 
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cures.  Several  methods  of  treatment,  which 
will  be  discussed  later,  have  been  used 
successfully  at  times  to  arrest  the  disease  or 
to  eradicate  it  completely.  The  lesions  are 
most  commonly  found  on  the  face,  neck  or 
extremities  where  they  begin  as  red  papules 
which  slowly  enlarge  and  become  covered  by 
crusts.  The  edges  are  raised  and  purplish  in 
color.  Close  inspection  reveals  tiny  epider- 
mal abscesses  at  the  periphery  of  the  lesion 
from  which  the  causative  fungus  can  be  iso- 
lated and  cultured.  The  lesions  tend  to  spread 
peripherally  over  the  course  of  many  months 
and  as  they  enlarge  the  centers  heal  and  be- 
come covered  with  a thin,  pink  adherent  skin 
which  later  forms  a disfiguring  scar.  If  this 
scar  occurs  over  joints,  contractures  often  de- 
velop. Prognosis  for  life  is  good  as  long  as 
the  disease  remains  confined  to  the  skin. 

Systemic  blastomycosis  carries  a grave 
prognosis  although  many  patients  live  for 
many  years  after  the  onset  of  symptoms. 
Symptoms  depend  upon  the  organ  or  organs 
involved.  The  lungs  are  the  most  common 
site  of  systemic  involvement  but  the  liver, 
spleen,  kidneys,  larynx,  bones,  skin  and  sub- 
cutaneous tissues  are  also  frequently  affected. 
In  fact,  any  organ  system  or  tissue  in  the 
body,  including  the  central  nervous  system, 
may  be  invaded.  Malaise,  fever,  weight  loss, 
anorexia  and  anemia  are  common  symptoms. 
Protein  and  casts  may  be  found  in  the  urine 
and  the  fungus  can  occasionally  be  cultured 
from  the  urine.  In  cases  of  respiratory  in- 
volvement, chronic  cough  with  the  production 
or  large  amounts  of  purulent  sputum,  hem- 
optysis, night  sweats  and  dyspnea  are  to  be 
expected.  Massive  pulmonary  hemorrhage 
may  occur  and  in  the  osteomyelitic  type  there 
is  massive  destruction  of  bone  and  frequently 
suppurative  arthritis.  The  skin  lesions  in  sys- 
temic cases  differ  from  those  in  which  the 
disease  is  primarily  cutaneous.  Here  they 
often  take  the  form  of  multiple  deep-seated 
abscesses  which  vary  in  size  from  one-half  to 
several  centimeters  in  diameter.  As  they  en- 
large, they  approach  the  surface  appearing 
bluish-red,  finally  rupturing  and  discharging 
a purulent  blood-tinged  material.  The  result- 
ing ulcer  becomes  raised  above  the  surround- 
ing skin  and  takes  on  a granulomatous  papil- 
liform appearance  which  discharges  sero- 
purplent  material  and  forms  heavy  crusts. 
The  lesions  enlarge  peripherally  until  large 


areas  of  the  body  may  be  covered.  There  is 
surprisingly  little  pain.  As  in  the  primarily 
cutaneous  form,  when  healing  occurs  the  scar 
often  produces  extreme  disfigurement  and 
severe  contractures. 

Diagnosis  can  only  be  made  with  certainty 
by  culture  of  the  organism  or  by  demonstrat- 
ing it  in  tissues  or  exudates.  It  is  most  com- 
monly found  in  the  sputum,  pleural  exudate, 
gastric  washings  or  skin  lesions.  However, 
typical  skin  lesions  as  described  above  are 
almost  pathognomonic  and,  combined  with 
compatible  clinical  findings,  are  adequate  for 
tentative  diagnosis  in  many  cases.  Other  diag- 
nostic aids  include  a complement  fixation  test 
and  an  intradermal  test,  but  both  have  limi- 
tations and  are  not  absolutely  diagnostic. 
Roentgen  findings  in  pulmonary  involvement 
resemble  those  of  miliary  tuberculosis. 

Differential  diagnosis  in  the  cutaneous  type 
includes  other  fungus  disease;  cutaneous  sar- 
coid, cutaneous  tuberculosis,  tularemia,  rare 
cutaneous  manifestations  of  syphilis  and  epi- 
theliomas. In  the  systemic  form  fungus  in- 
fections, sarcoidosis,  tuberculosis,  lymphomas, 
and  pulmonary  carcinoma  must  be  consid- 
ered. 

In  the  past,  no  completely  successful 
method  of  treatment  has  been  known  and  as 
a result  numerous  methods  have  been  tried 
and  advocated.  The  oldest  and  most  tried 
method  of  treatment  is  the  use  of  potassium 
iodide,  usually  orally  but  in  some  instances 
intravenously  as  well.  If  given  in  sufficient 
quantity  it  will  frequently  arrest  the  disease 
temporarily  and  it  has  been  reported  in  some 
cases  even  to  eradicate  it  completely. s Its 
use  is  not  without  danger  and  may  cause 
violent,  if  not  fatal,  exacerbrations  of  the  di- 
sease if  the  patient  is  hypersensitive  to  the 
fungus.  Prior  to  starting  treatment  with 
iodides,  all  patients  suspected  of  having  blas- 
tomycosis should  be  skin  tested  for  hyper- 
sensitivity to  the  organism.  If  hypersensitiv- 
ity is  found,  the  patient  should  first  be  care- 
fully densensitized  after  which  treatment  is 
begun  very  cautiously  using  minute  amounts 
of  potassium  iodide  and  increasing  the  dosage 
very  slowly.  Even  in  cases  where  hypersen- 
sitivity does  not  exist  the  initial  dosage 
should  be  small  and  then  gradually  increased. 
Various  schedules  of  dosage  can  be  found  in 
standard  textbooks. 

Local  destruction  of  isolated  lesions  by  sur- 
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gical  excision,  electric  or  chemical  cautery, 
carbon  dioxides  now  or  radium  therapy  has 
been  used  in  the  cutaneous  type  with  success- 
ful results  in  some  cases.®  Pneumonectomy 
or  lobectomy  has  been  advocated  in  selected 
cases  where  the  disease  appears  localized. 
Roentgen  therapy  to  localized  lesions  is  bene- 
ficial and  will  often  eradicate  the  cutaneous 
lesions.  Numerous  other  local  and  systemic 
remedies  have  been  employed  including 
arsphenamine,  copper  sulphate  orally  and 
locally,  gentian  violet,  and  sulfonamides.  Mc- 
Vay  and  Carrolpo,  reported  control  of  the 
disease  but  not  eradication  of  the  organism 
with  large  sustained  doses  of  aureomycin. 
However,  recurrence  was  noted  shortly  after 
withdrawal  of  the  drug.  As  stated  earlier,  the 
use  of  propamidine  and  stilbamidine  by 
Schoenbach  et  al.'',  seemed  promising  except 
for  the  marked  toxicity  of  these  compounds. 
Toxic  manifestations  include  trigeminal  and 
other  neuropathies  which  may  be  permanent 
and  also  hepatic  and  renal  damage  may  be 
aggravated.  These  drugs  are  very  unstable 
when  exposed  to  light  and  their  toxic  prop- 
erties are  markedly  enhanced  by  as  little  as 
one  hour  in  direct  light.  The  newer  deriva- 
tive, dihydroxystilbamidine,  is  apparently 
much  less  toxic  as  well  as  more  stable  but 
still  must  be  prepared  as  a solution  immed- 
iately before  administration.  ^ ^ Following 
is  a case  report  of  extensive  systemic  North 
American  blastomycosis  treated  with  both 
stilbamidine  and  dihydroxystilbamidine. 

CASE  REPORT 

This  fifty-five  year  old,  white,  male  farmer, 
was  born  in  western  Minnesota  and  had  lived 
his  entire  life  in  Minnesota  and  eastern  South 
Dakota.  He  was  first  seen  at  the  Yankton 
Clinic  and  Sacred  Heart  Hospital  in  May 
1953  at  which  time  he  suffered  a severe  pul- 
monary hemorrhage.  He  was  given  blood 
transfusions  and  supportive  treatment  with 
improvement  and  was  discharged  with  plans 
to  return  to  the  medical  center  where  he  had 
previously  been  under  treatment. 

His  history  dated  back  to  1938  at  which  time 
his  symptoms  were  nasal  obstruction  and 
epistaxis.  He  saw  several  physicians  and  had 
one  or  more  surgical  procedures  to  relieve  the 
obstruction.  Soon  after  this,  pulmonary 
symptoms  developed  consisting  of  cough, 
dyspnea  and  expectoration  of  thick  sputum. 
Tuberculosis  was  suspected  but  diagnostic 


tests  failed  to  reveal  any  proof  of  the  disease 
according  to  the  patient.  Fungus  studies  were 
previously  also  made  on  the  sputum  with 
negative  results.  His  symptoms  continued  to 
progress  and  in  1944  he  was  seen  elsewhere 
for  evaluation.  Studies  revealed  an  inflam- 
matory process  involving  most  of  the  right 
lung  and  upper  half  of  the  left  lung.  Labora- 
tory studies  were  all  within  normal  ranges. 
Examination  of  the  sputum  and  gastric  wash- 
ings were  negative  for  acid  fast  bacilli  and 
fungi.  Guinea  pig  inoculation  and  a tuber- 
culin skin  test  were  negative.  Biopsy  of  a 
crusted  lesion  on  the  nasal  mucosa  was  re- 
ported as  a non-caseating  granuloma.  There- 
after, he  continued  to  be  studied  elsewhere  at 
various  intervals  through  1951  with  very 
little  change  in  his  general  condition.  Re- 
peated search  for  tubercle  bacilli  and  fungi 
were  negative  and  a tentative  diagnosis  of 
Boeck’s  sarcoid  was  made.'’ 2 

In  1952,  several  small  crusted  lesions  ap- 
peared on  the  lower  extremities.  These 
healed  spontaneously  over  a period  of  sev- 
eral months. 

It  should  be  mentioned  here  that  the  pa- 
tient had  been  almost  completely  incapaci- 
tated since  about  1941,  being  unable  to  carry 
on  his  farming  activities  because  of  severe 
dyspnea  and  cough.  Following  the  pulmon- 
ary hemorrhage  in  May  of  1953,  his  symptoms 
became  progressively  more  severe.  His 
weight  ha4  gradually  fallen  from  about  160 
to  130  pounds.  The  cough  had  become  even 
more  severe  and  more  productive.  The  pa- 
tient had  lost  his  voice  and  could  speak  only 
in  a hoarse  whisper.  A pleuritic  type  pain 
had  developed  in  the  right  thorax. 

On  November  1,  1953  he  was  admitted  to 
Sacred  Heart  Hospital  for  the  second  time. 
He  was  in  severe  respiratory  distress  and  he 
appeared  terminal. 

Physical  examination  revealed  a well  de- 
veloped, somewhat  emaciated,  white  male, 
who  was  extremely  dyspneic  at  complete  rest 
and  required  support  in  a sitting  position.  He 
coughed  frequently  and  expectorated  a thick, 
tenacious,  purulent  sputum.  Respiratory  rate 
was  36  per  minute,  pulse  118  and  irregular, 
temperature  97°  F.  orally.  The  lower  half  of 
the  right  lung  field  was  flat  to  percussion  and 
no  breath  sounds  were  audible.  The  remain- 
der of  the  lung  fields  revealed  bronchial 
breath  sounds  and  dry  and  musical  rales. 
There  was  extreme  clubbing  of  the  fingers. 


— 327  — 


SOUTH  DAKOTA 


Immediate  treatment  included  oxygen  by 
nasal  catheter  and  Demerol  50  mg.  for  chest 
pain.  He  was  also  started  on  potassium  iodide 
(gtts  8 of  the  saturated  solution  in  water 
q.i.d.)  in  the  hope  of  liquefying  the  tenacious 
sputum.  Digitoxin,  which  he  had  been  tak- 
ing for  some  time,  was  continued,  0.15  mg. 
orally  daily. 

Laboratory  studies  obtained  on  admission 
were  as  follows:  Urine  — specific  gravity 
1.025;  albumin  at  many  granular  casts;  a few 
red  blood  cells  and  white  blood  cells.  Hema- 
tology— hemoglobin  13  gms.;  red  blood  count 
4,200,000;  white  blood  count  29,500;  with  94% 
polymorphonuclear  forms.  Blood  chemistry 
— blood  urea  nitrogen  25  mg.  %;  creatinine 
1 mg.  % ; total  protein  6.5  grams;  albumin  3.5 
gm.;  globulin  3 gm.;  and  cephalin  flocculation 
in  24  hours  4t.  Electrocardiograph  — diffuse 
myocardial  damage  with  left  ventricular  pre- 
ponderance pattern.  Chest  roentgenogram  — 
extensive  fibrosis,  scarring  and  mottled  in- 
volvement of  both  lung  fields  of  more  marked 
degree  than  present  on  May  3,  1953.  (Fig.  2A, 
B.) 

The  patient  was  started  on  penicillin  and 
streptomycin  parenterally  and  penicillin  with 
alevaire  inhalations.  On  November  3,  1953  a 
right  thoracentesis  was  performed  and  260 
cc.  of  thick  greenish  pus  was  obtained  with 
considerable  improvement  of  the  respiratory 
symptoms.  This  fluid  was  negative  for  tub- 
ercle bacilli  both  by  direct  smear  and  culture 
but  unfortunately  it  was  not  saved  for  fur- 
ther studies.  Sputum  specimens  were  also 
negative  for  tubercle  bacilli  and  an  intrader- 
mal  tuberculin  test  showed  no  reaction,  as 
did  the  histoplasmin  antigen. 

On  November  4,  1953  a skin  eruption  ap- 
peared on  the  face,  neck  and  buttocks  which 
progressed  rapidly  until  most  of  the  neck  and 
face  including  the  ears,  nose  and  eyelids  were 
involved.  Scattered  lesions  which  also  en- 
larged rapidly  appeared  during  the  next  few 
days  on  the  extremities  and  the  thorax.  The 
lesions  were  grey,  raised  and  granulomatous 
with  a friable  necrotic  surface  which  exuded 
a malodorous  bloody  purulent  material. 
Heavy  adherent  crusts  formed  over  the  ul- 
cerated areas.  On  the  fingers  where  the  skin 
was  thicker,  the  lesions  appeared  as  raised 
intradermal  vesicles,  purplish  in  color  which 
when  opened  released  a thick,  purulent, 
blood-tinged  material.  Two  biopsy  specimens 


from  the  earliest  lesions  on  the  face  showed 
only  chronic  non-specific  inflammation. 
Facial  lesions  shown.  Fig.  I. 


Fig.  I.  Photograph  showing  facial  skin  lesions. 
North  American  Blastomycosis. 


An  accurate  description  of  the  patient  at 
that  time  is  impossible  to  convey.  Approx- 
imately 15  %>  of  his  body  surface  was  covered 
by  these  ulcerated  necrotic  lesions.  The  bed- 
clothing became  saturated  with  drainage  and 
frequently  became  firmly  adherent  to  the 
raw  surfaces  and  the  foul  odor  was  intense. 
Yet  despite  appearance,  the  patient  was  re- 
markably free  of  pain.  His  dyspnea  was  still 
severe  and  he  required  almost  continuous 
oxygen  therapy  but  he  seldom  complained 
of  pain  except  when  nursing  care  required 
removal  of  the  soiled  adherent  linen.  His 
temperature  remained  normal  or  only  slight- 
ly elevated.  His  appetite  was  good  and  fluid 
intake  adequate. 

When  the  skin  lesions  first  appeared  a diag- 
nosis of  cutaneous  sarcoidosis  was  entertained 
but  as  they  progressed  they  became  more  and 
more  typical  of  blastomycosis  and  cultures 
with  this  in  mind  were  made  of  the  sputum 
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and  the  material  from  several  of  the  un- 
ruptured vesicles  on  the  fingers.  Positive  cul- 
tures of  blastomycosis  dermatididis  from  the 
sputum  and  new  skin  lesions  was  confirmed 
on  November  26,  1953. 

Initially,  prior  to  culture  verification  but 
with  a tentative  diagnosis  of  blastomycosis, 
the  patient  was  started  on  aureomycin  500 
mg.  q.i.d.  He  was  continued  on  the  potassium 
iodide  drops  in  gradually  increasing  dosage. 
Two  roentgen  treatments  were  given  over  a 
small  area  of  the  face.  These  were  directed 
especially  to  the  upper  lip  which  at  this  time 
was  so  enlarged  by  edema  and  the  granu- 
lomatous mass  as  to  almost  completely  ob- 
struct the  external  nares.  Warm  wet  packs 
using  varidase  gel  were  applied  to  certain 
areas  of  the  skin  to  determine  whether  these 
enzymes  would  have  any  value  in  removing 
the  heavy  adherent  crusts.  By  November  24, 
1953  the  patient  had  improved  slightly  sub- 
jectively. There  was  questionable  slight  clear- 
ing of  the  lung  fields  as  shown  by  x-ray. 
Oxygen  was  required  only  at  intervals.  The 
skin  lesions  which  had  received  roentgen 
therapy  were  dry  and  shrinking  while  those 
where  varidase  packs  had  been  used  were 
cleaner  than  untreated  areas  but  showed  no 
real  improvement  or  healing. 

When  the  cultures  were  positive,  daily  in- 
travenous injections  of  stilbamidine  were  be- 
gun on  November  24,  1953.  Beginning  with 
60  mg.  diluted  in  200  cc  of  5%  glucose  in 
water,  the  dosage  was  gradually  increased 


over  the  next  three  days  until  150  mg.  were 
being  given  daily.  The  solution  was  admin- 
istered by  slow  intravenous  drip  over  a one 
hour  period.  No  adverse  effects  were  ever 
noticed  at  times  of  administration  of  the 
drug.  A total  of  2.1  grams  of  stilbamidine  was 
given  over  a two  week  period.  At  the  end  of 
this  time  the  patient  complained  of  an  aching 
and  burning  sensation  in  the  shoulders  and 
upper  extremities  and  the  possibility  of  a 
drug-induced  neuropathy  was  considered. 
Neuropathies,  especially  of  the  trigeminal 
nerve  but  also  of  other  peripheral  nerves 
have  been  frequently  reported  by  those  using 
stilbamidine.  However,  in  the  present  case, 
the  symptoms  subsided  promptly  with  cessa- 
tion of  treatment.  Toward  the  end  of  this 
course  of  therapy,  increasing  somnolence  and 
periods  of  disorientation  appeared.  These 
symptoms  had  been  present  to  some  extent 
from  the  start  however  and  were  probably 
related  to  anoxia  rather  than  to  any  effects 
of  the  drug.  The  skin  lesions  were  all  notice- 
ably improved.  They  were  all  drier  and 
showed  less  inflammatory  reaction  at  the 
periphery  and  had  ceased  to  enlarge.  Several 
of  the  older  lesions  were  completely  healed 
and  covered  by  a thin  pink  epithelium.  How- 
ever, during  the  course  of  treatment,  several 
small  new  lesions  had  appeared  on  the  trunk 
and  extremities  but  they  showed  very  little 
tendency  to  enlarge.  The  patient’s  general 
improvement  was  also  reflected  by  the  return 
to  normal  of  the  cephalin-cholesterol  floccu- 
lation and  thymol  turbidity  tests  (Chart  I). 


CHART  I 

LABORATORY  DATA 
Blood  Chemislries 


Date 

Urea  Nitrogen 
mg./lOO  ml. 

Cephalin-Cholesterol 

flocculation 

24  hrs.  48  hrs. 

Thymol  Tur- 
bidity 
Units 

Tota  Pro- 
tein 

gms./lOO  ml. 

A/G  Ratio 

Bilirubin 
mgm./lOO  ml. 

11/12/53 

25  mg.  % 

4 

4 

6.5  gms. 

3.5/3 

11/19/53 

13  mg.  % 

2 

3 

3 units 

0.9  mgm. 

11/28/53 

12  mg.  % 

1 

2 

12/5/53 

15  mg.  % 

neg. 

1 

2 units 

0.5  mgm. 

12/22/53 

21  mg.  % 

neg. 

neg. 

4 units 

12/31/53 

21  mg.  % 

neg. 

neg. 

6.0  gms. 

3.25/2.65 

1/12/54 

neg 

1 

3/3/54 

21.6  mg.  % 

4 

4 

7 units 

5.4  gms. 

3.2/2.2 

■3/22/54 

4 

4 

5.4  gms. 

3.1/2.3 

4/2/54 

4 

4 

4/7/54 

13  mg.  % 
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On  December  21,  1953  a supply  of  dihydro- 
xystilbamidine  was  received*  and  treatment 
was  begun  with  this  drug.  At  that  time, 
which  was  twelve  days  after  the  course  of 
stilbamidine  had  been  completed,  the  pa- 
tient’s general  condition  had  not  changed  but 
the  skin  lesions  had  begun  to  show  more  evi- 
dence of  activity  as  judged  by  the  amount  of 
drainage  and  acute  inflammation  at  the  peri- 
phery. The  dihydroxystilbamidine  was  ad- 
ministered daily  by  intravenous  injection  — 
225  mg.  of  the  drug  was  dissolved  in  20  cc.  of 
5%  glucose  solution  and  injected  slowly  over 
a period  of  15  to  20  minutes.  There  was  never 
any  severe  reaction  from  the  injection  but  if 
the  rate  of  flow  was  increased  the  patient 
would  complain  of  tachycardia  and  a general- 
ized feeling  of  warmth.  Improvement  of  the 
skin  lesions  was  noted  within  a week  after 
starting  treatment  and  continued  to  show 
gradual  healing  throughout  the  course  of 
therapy.  By  mud-February,  the  head  and 
neck,  back,  chest  and  upper  extremities  were 
almost  completely  healed  although  badly 
scarred.  Contractures  had  developed  which 
pulled  the  ears  far  forward  and  the  fingers 
could  not  be  extended.  The  lesions  on  the 
lower  extremities,  however,  remained  heavily 
crusted  and  infected  with  no  evidence  of  heal- 
ing. The  areas  over  the  tibia  had  become  very 
painful  and  boney  involvement  was  suspec- 
ted but  roentgenograms  showed  only  osteo- 
porsis.  By  this  time  (mid-February)  the  pa- 
tient’s general  condition  was  much  improved, 
he  was  eating  very  well,  dyspnea  was  no 
longer  a problem  at  rest  and  the  patient  could 
lie  flat  in  bed  comfortably.  He  could  get  out 
of  bed  unassisted  and  walked  with  some  as- 
sistance to  the  bathrom.  A chest  film  showed 
definite  improvement  on  February  16,  1954. 
(Fig.  2A,  B,  C.) 

The  dihydroxystilbamidine  was  continued 
until  March  16,  1954,  a total  of  19  grams  being 
given  in  all.  After  March  1,  1954  the  patient’s 
condition  failed  to  show  further  improve- 
ment. He  gradually  became  increasingly 
anorexic  and  oral  intake  became  inadequate, 
making  it  necessary  to  give  intravenous  fluids 
frequently.  Blood  transfusions  in  the  amount 
of  2500  cc.  were  given  during  the  month  of 

*Supplied  through  the  courtesy  of  W.  S.  Mer- 
rell  Company. 


Fig.  2A.  Chest  roentgenogram  on  May  3,  1953. 


Fig.  '2B.  Chest  roentgenogram  on  December  11, 
1953. 
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March  (Chart  II).  Cephalin-cholesterol  floc- 
culation and  thymol  turbidity  tests  had  again 
become  elevated  and  the  total  protein  had 
dropped  (Chart  I).  Blood  urea  nitrogen  re- 
mained normal  and  the  urine  was  negative 
until  terminally.  Beginning  April  11,  1954 
periods  of  mental  confusion  were  again  pres- 
ent, increasing  dyspnea  with  productive 
cough  and  on  April  12,  1954  jaundice  was  first 
noted  which  became  more  marked  prior  to 
death  on  April  15,  1954. 

The  final  illness  was  characterized  by  high 
fever,  marked  leucocytosis  and  severe  res- 
piratory distress  and  clinical  signs  of  pneu- 
monia. He  expired  on  April  15,  1954,  sixteen 
years  after  the  onset  of  symptoms. 

Autopsy*  examination  revealed  severe 
bronchiectasis,  bilateral  bronchial  pneu- 
monia, pulmonary  fibrosis,  non  specific 
granuloma  of  the  lungs  and  hepatic  damage. 
There  were  large  saccular  spaces  in  the  apices 
of  the  lungs  with  marked  adherence  to  the 
parietal  pleura  in  these  areas.  A conspicuous 
feature  was  the  generalized  dilatation  of  the 
bronchioles.  Dense  fibrous  connective  tissue 
surrounded  the  bronchioles  with  diffuse 
dense  collections  of  lymphocytes  and  mono- 

* Autopsy  examination  and  reports  by  J.  T.  Tidd, 

M.D.,  Pathologist,  Sacred  Heart  Hospital. 


CHART  II 
HEMATOLOGY 


Date 

Hemoglobin 

RBC 

WBC 

Polymorphs 

Lymphocytes 

11/2/53 

13  grams 

4.2 

mill. 

29.5 

thousands 

94% 

6% 

11/12/53 

12.5 

4.3 

19.5 

92% 

8% 

11/19/53 

12 

4.2 

17.6 

92% 

6% 

12/2/53 

11 

3.9 

16.8 

90% 

10% 

12/5/53 

10.5 

4.1 

18.6 

86% 

14% 

12/10/53 

10 

4.5 

16.6 

74% 

24% 

12/22/53 

10.5 

4.3 

15 

90% 

10% 

12/31/53 

10 

4.1 

15.7 

86% 

14% 

1/11/54 

12 

4.1 

11.5 

86% 

14% 

1/26/54 

11.5 

4.6 

13.3 

78% 

22% 

3/2/54 

12 

4.7 

18.5 

88% 

12% 

On  March  3,  1954  and  March  8,  1954  he  received  500  cc. 

whole  blood  each  day. 

3/8/54 

14 

4.9 

19.7 

86% 

14% 

On  March  15, 

1954  he  received  500  cc.  whole  blood. 

3/19/54 

14 

5.2 

15.4 

90% 

10% 

On  March  29,  1954  and  April  1,  1954  he  received  500  cc. 

whole  blood  each  day. 

4/5/54 

14 

4.8 

13.8 

90% 

10% 

4/13/54 

11 

4.1 

36.0 

98% 

2% 
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Fig.  2C.  Chest  roentgenogram  on  February  16, 
1954. 
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nuclears  present  in  the  bronchiolar  walls. 
Also  present  were  nodules  of  dense  hylinized 
fibrous  tissue  often  having  a foamy,  vacuo- 
lated appearance.  These  masses  of  tissue 
usually  were  surrounded  by  masses  of  lym- 
phocytes and  mononuclears.  Multinucleated 
giant  cells  were  seldom  seen.  Extensive  fi- 
brous connective  tissue  replacement  of  lung 
parenchyma  was  present.  Regional  lymph 
nodes  were  replaced  by  diffuse,  dense  hyalin- 
ized  fibrous  tissue,  occasionally  containing 
calcified  granules.  The  liver  showed  distor- 
tion of  the  central  and  midzonal  portions  of 
the  lobules,  pigmentation  and  vacuolization 
of  the  hepatic  cell  cords.  The  sinusoids  were 
distorted  but  the  portal  triads  remiained  in- 
tact. The  kidneys  revealed  scattered  groups 
of  glomeruli  that  were  completely  sclerosed. 
The  renal  cortical  arterioles  exhibited  intimal 
thickening  and  hyalinization  and  the  con- 
voluted tubules  cloudly  swelling.  The  cor- 
onary arteries  were  slightly  thickened  and 
exhibited  prominent  intimal  hyalinization. 
No  pathogenic  micro-organisms  could  be  cul- 
tured post-mortem.  Lung  and  liver  histo- 
pathologic findings.  Fig.  3 and  4. 

DISCUSSION 

We  cannot  state  with  absolute  certainty 
that  this  patient  had  been  infected  with  blas- 
tomycosis since  1938  when  his  symptoms  first 
appeared.  It  is  possible  that  blastomycosis 
was  a terminal  infection  superimposed  on 
bronchiectasis  or  a chronic  undiagnosed  pro- 
cess. The  presence  of  nasal  granulomatous 
disease  in  1944  and  development  of  skin  le- 
sions on  the  lower  extremities  in  1952,  which 
according  to  the  patient,  looked  like  those 
which  appeared  during  his  final  hospital  ad- 
mission, is  suggestive  evidence  that  blasto- 
mycosis had  been  present  for  many  years.  In 
retrospect  it  is  probably  logical  to  assume 
that  the  original  and  only  disease  was  blas- 
tomycosis which  ran  a chronic  but  progres- 
sive course  over  a period  of  16  years  and  the 
entire  course  is  compatible  with  this  diag- 
nosis. 

What,  then,  is  the  factor  which  converted 
this  chronic  process  into  an  acute  fulminating 
illness  with  systemic  and  cutaneous  manifes- 
tations? Nasal  oxygen,  intramuscular  peni- 
cillin and  streptomycin,  penicillin  inhalations, 
oral  potassium  iodide  drops,  and  a right 


Fig.  3.  Lung  Section,  X 100. 


Fig.  4.  Liver  Section,  X 100. 


thoracentesis  followed  by  instillation  of  peni- 
cillin and  streptomycin  into  the  pleural 
space  represent  the  total  therapeusis  prior  to 
appearance  of  the  skin  lesions.  The  danger  of 
aggravating  or  precipitating  a serious  exacer- 
bation of  blastomycosis  by  the  use  of  potas- 
sium iodide  has  previously  been  referred  to.® 
Again,  in  retrospect,  it  is  possible  that  the 
initial  use  of  potassium  iodide  given  as  an  ex- 
pectorant was  an  aggravating  and  possibly  a 
precipitating  factor.  Some  recent  writers 
have  tended  to  minimize  this  danger  but  the 
present  case  should  serve  to  re-emphasize  the 
point. 

The  therapeutic  response  to  the  initial 
course  of  stilbamidine,  while  not  dramatic, 
was  encouraging.  The  slight  relapse  during 
the  interval  after  discontinuing  stilbamadine 
and  before  starting  dihydroxystilbamindine 
and  the  resumed  improvement  which  became 
evident  within  a few  days  after  starting  the 
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latter  drug  is  additional  evidence  of  the  effec- 
tiveness of  these  drugs  in  the  control  of  blas- 
tomycosis. 

During  the  course  of  treatment  with  stil- 
bamidine,  the  liver  function  tests  reverted  to 
normal  (Chart  I)  and  remained  normal  for 
several  weeks  after  which  they  again  became 
abnormal.  During  the  final  weeks  there  was 
also  a gradual  fall  in  the  hemoglobin  values 
and  the  total  serum  protein.  Renal  function 
as  judged  by  the  blood  urea  notrogen  re- 
mained normal  or  only  slightly  elevated 
throughout  the  hospital  stay  and  the  urine 
(Chart  III)  was  relatively  normal  until  the 
final  week.  The  presence  of  jaundice  term- 
inally and  autopsy  evidence  of  hepatic  dam- 
age needs  evaluation  regarding  possible  drug 
toxicity.  Initially  there  were  abnormal  cep- 
halin-cholesterol  flocculation  values.  Stil- 
bamidine  was  started  on  November  24,  1953 
at  which  time  the  cephalin-cholesterol  floccu- 
lation was  3t  and  thymol  turbidity  3 units  and 
bilirubin  level  of  0.9  mgm.  On  December  21, 
1953  at  which  time  dihydroxystilbamidine 
was  started  all  these  hepatic  function  tests 
were  normal  and  remained  normal  until 
March  1954  when  the  thymol  turbidity  was  7 
units  and  cephalin-cholesterol  flocculation 
became  4 again  and  remained  so  until  death. 
Lack  of  further  improvement  was  noted  after 
approximately  March  1,  1954  and  with  onset 
of  recurrence  of  anorexia  the  dihydroxystil- 
bamidine was  stopped  on  March  16,  1954,  the 


patient  having  received  a total  of  19  grams 
over  a three  month  period.  This  had  been  pre- 
ceded by  2.1  grams  of  stilbamidine  over  a two 
week  period.  In  animals  receiving  toxic  doses 
there  has  been  reported  fatty  degeneration  of 
the  liver. 2 No  evidence  of  hepatic  or  renal 
damage  however  has  been  noted  in  man^.  4,  6 
even  in  cases  receiving  13,  17  and  45  grams  of 
dihydroxystilbamidine  over  periods  of  4,  12 
and  13  months.®  Improvement  occurred  con- 
sistently in  cephalin-cholesterol  flocculation 
values  with  stilbamidine  treatment  in  cases 
reported  by  Snapper  and  McVay.4  Although 
it  cannot  be  stated  with  certainty,  it  would, 
therefore,  seem  more  probable  that  the  liver 
damage  was  pre-existing  in  this  generally  de- 
bilitated patient  and  not  the  result  of  stil- 
bamidine or  dihyroxystilbamidine  toxicity. 
The  possibility  of  aggravating  pre-existing 
damage  cannot  be  dismissed  entirely  as  in 
only  a few  cases  thus  far  reported^.  5.  6 has 
dihydroxystilbamidine  been  used  in  such  a 
large  total  dosage  in  this  period  of  time  as 
was  given  in  this  instance.  The  possibility  of 
viral,  either  S H or  I H type,  hepatitis  trans- 
mission with  blood  transfusion  or  by  other 
parenteral  modes  during  his  hospitalization 
cannot  be  completely  excluded. 

SUMMARY 

A fatal  case  of  systemic  North  American  blas- 
tomycosis is  presented  in  which  stilbamidine  and 
dihydroxystilbamidine  were  used  as  treatment 
with  definite  temporary  benefit.  Possible  toxic 
manifestations  of  these  drugs  are  considered.  The 


CHART  III 
URINE  ANALYSES 


Date 

Specific 

Gravity 

Albumin 

Sugar 

Casts 

RBC 

WBC 

11/2/53 

1.025 

2 

0 

1-3/LPF 

1-2/HPF 

1-2/HPF 

11/12/53 

1.014 

0 

0 

0 

0 

occ. 

12/7/53 

1.015 

trace 

1/4% 

0 

0 

0 

12/12/53 

1.003 

0 

0 

0 

0 

0 

12/22/53 

1.020 

1 

0 

0 

0 

0 

12/23/53 

1.019 

1 

0 

0 

0 

0 

12/31/53 

1.008 

0 

0 

0 

0 

0 

1/12/54 

1.015 

0 

0 

0 

0 

0 

1/13/54 

1.017 

0 

0 

0 

0 

0 

1/27/54 

1.008 

0 

0 

0 

0 

0 

3/16/54 

1.018 

1 

0 

0 

0 

0 

4/12/54 

1.020 

trace 

0 

1-3/LPF 

occ. 

OCC. 

4/13/54 

1.012 

1 

0 

1-3/LPF 

occ. 

occ. 
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precipitation  or  aggravation  of  an  acute  exacerba- 
tion of  this  disease  by  the  use  of  potassium  iodide 
is  discussed  and  autopsy  findings  recorded. 


CHART  IV 

SUMMARY  OF  TREATMENT 

DIGITOXIN  0.1  to  0.2  mg.  daily  throughout 
hospital  stay. 


POTASSIUM  from  5-20  gtts  (saturated  solution) 
IODIDE  t.i.d.  started  November  1,  1953  dis- 

continued December  7,  1953. 


PENICILL-  300,000  units  and  STREPTO- 

IN  MYCIN,  0.5  gm.  b.i.d.  I.  M.  started 

November  2,  1953  and  discon- 
tinued December  7,  1953. 


THORACEN-  November  3,  1953  followed  by  in- 
TESIS  stillation  of  penicillin  1,000,000 

units  and  streptomycin  1 gram 
into  pleural  space. 


STILBAMI-  150  mg.  daily  I.  V.  started  Novem- 

DINE  ber  24,  1953  and  discontinued  on 

December  9,  1953. 


AUREO-  0.5  gm.  q.i.d.  orally,  started  De- 

MYCIN  cember  7,  1953  and  discontinued 

January  25,  1954  because  of 

nausea  and  vomiting. 

DIHYDROXY-  225  mg.  daily  I.  V.  started  Decem- 

STILBAMI-  ber  21,  1953  and  discontinued  on 

DINE  March  16,  1954. 


ACHROMYCIN  250  mg.  q.i.d.  orally,  started  March 
18,  1954  and  discontinued  March 
25,  1954. 

ROENTGEN  to  face  lesions  on  November  13, 
THERAPY  1953  and  November  20,  1953. 


VARIOUS  of  supportive  therapy  including 

FORMS  oxygen,  vitamins,  parenteral 

fluids,  blood,  sedation,  analgesics, 
laxatives,  varidase  and  warm 
moist  packs  to  ulcerated  areas, 
low  protein,  low  purine  diet  dur- 
ing therapy  with  stilbamidine  and 
dihydroxystilbamidine. 


ELECTROCARDIOGRAMS  AND 
ROENTGENOGRAMS 

November  3,  1953:  Electrocardiograph  interpreted 
as  showing  diffuse  myocardial  damage  with  right 
ventricular  preponderance  pattern. 

December  21,  1953:  Electrocardiograph  was  inter- 
preted as  showing  an  abnormal  conduction  pattern 
with  a wandering  pacemaker  and  frequent  pre- 
mature atrial  and  ventricular  premature  contrac- 
tions of  ectopic  origin  indicative  of  considerable 
myocardial  irritability.  Changes  marked  since 
November  3,  1953. 

November  17,  1953:  Chest  film  reported  as  show- 
ing some  clearing  of  previously  described  changes 
in  both  lung  fields. 

December  11,  1953:  Questionable  very  slight  im- 
provement in  appearance  of  the  chest. 

February  16,  1954:  Definite  improvement  since 
last  previous  examination.  Still  infiltrate  present 
on  both  sides,  more  pronounced  in  the  left  apex. 


BIBLIOGRAPHY 

1.  Schoenbach,  E.  B.,  Miller,  J.  M.  Ginsberg,  M., 
Long,  P.  H.:  Systemic  Blastomycosis  Treated 
with  Stibamidine;  Preliminary  Report. 
J.A.M.A.,  146:1317-1318,  August  4,  1951. 

2.  Schoenbach,  E.  B.,  Miller,  J.  M.,  Long,  P.  H.: 
Treatment  of  Systemic  Blastomycosis  with  Stil- 
bamidine. Ann.  Int.  Med.,  37:1,  31-47,  July, 
1952. 

3.  Snapper,  I.,  Schneid,  B.,  McVay,  L.,  Lieben,  F.: 
Pharmacology  and  Therapeutic  Value  of  Dia- 
midine  Derivates  — Particularly  of  2-hydro- 
xystilbamidine.  Tr.  New  York  Acad.  Science, 
14:269,  1952. 

4.  Snapper,  I.,  McVay,  L.:  Treatment  of  North 
American  Blastomycosis  with  2-hydroxystil- 
bamidine.  Am.  Jour,  of  Med.,  15:603,  Novem- 
ber 1953. 

5.  Colsky,  J.:  Treatment  of  Systemic  Blastomy- 
cosis with  2-hydroxystilbamidine.  Arch.  Int. 
Med.,  93:796,  1954. 

6.  Sutliff,  W.  D.,  Kyle,  J.  W.,  and  Hobson,  J.  L.: 
North  American  Blastomycosis,  Clinical  Forms 
of  the  Disease  and  Treatment  with  Stil- 
bamidine and  2-hydroxystilbamidine.  Ann.  Int. 
Med.,  41:89,  1954. 

7.  Brady,  M.:  Balstomycosis,  North  American 
Type.  Arch.  Derm,  and  Syph.,  56:529,  1947. 

8.  Martin,  D.  S.,  and  Smith,  D.  T.:  Bastomycosis. 
Amer.  Review  Tub.,  39:275,  1939. 

9.  Schwarz,  J.,  Goldman,  L.:  Epidemiology  Study 
of  North  American  Blastomycosis.  Arch.  Derm, 
and  Syph.,  71:84,  1955. 

10.  McVay,  L.,  Carroll,  D.:  Aureomycin  in  the 
Treatment  of  Systemic  North  American  Blasto- 
mycosis. Am.  Jour.  Med.,  12:289,  March  1952. 

11.  Ormsby,  Oliver  S.,  and  Montgomery,  Hamil- 
ton.: Diseases  of  the  Skin,  Seventh  Edition. 
Lea  and  Febiger,  Philadelphia,  1948,  pp.  1169- 
1179. 

12.  Nichols,  D.  R.:  Personal  Communication. 


STAFF  VACANCIES 

STUDENT  HEALTH  SERVICE 
STATE  COLLEGE  OF  WASHINGTON 
Pullman,  Washington 

A position  of  Physician  for  the  Student  Health  Service 
at  the  State  College  of  Washington  is  vacant  as  of 
September  15,  and  we  are  seeking  qualified  applicants. 
Beginning  salary  on  a 9-month  basis  is  $8,000,  or  $9,500 
for  11  months  (slight  increase  for  exceptional  experience 
or  training!.  The  physicians  filling  these  positions 
should  be  licensed  in  the  State  of  Washington.  The  basic 
science  examination  is  administered  in  July  and  January 
of  each  year.  Reciprocity  exists  with  Alaska,  Arizona, 
Arkansas,  Colorado,  Minnesota,  Nevada,  Oregon,  South 
Dakota,  Texas  and  Wisconsin,  and  partially  with  some 
other  states. 

The  Student  Health  Service  personnel  consist  of  two 
full-time  clinic  nurses,  receptionist,  and  three  phys- 
icians. one  the  Director,  and  a fourth-time  psychiatrist. 
The  Student  Health  Service  clinic  is  located  on  the 
main  floor  of  the  Memorial  Hospital  which  is  situated 
on  the  college  campus.  This  serves  the  college  stu- 
dents and  residents  of  Pullman.  Student  Health  Service 
physicians  are  responsible  only  for  the  care  of  college 
students.  Emergency  surgical  procedures  are  performed 
by  staff  physicians  as  are  certain  other  surgical  cases. 
Students  requiring  specialized  care  beyond  the  scope 
of  local  physicians  are  referred  to  specialists  in  Spokane 
or  otherwise  taken  care  of  by  the  family. 

Clinic  hours  are  9.00  — 12:00  a.  m.  and  1:00  — 5:00  p.  m. 
on  weekdays,  and  Saturday,  a.  m.  Emergencies  after 
hours',  weekends  and  holidays  are  handled  by  Student 
Health  Service  physicians  “on  call.” 

Address  inquiries  to: 

H.  E.  Zion,  M.D. 

Director  of  Student  Health 
State  College  of  Washington 
Pullman,  Washington 
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HERNIA  REPAIR 
Carl  O.  Rice,  M.D.* 

J.  H.  Strickler,  M.D. 
Minneapolis,  Minnesota 


There  are  only  a few  basic  features  that 
need  to  be  adhered  to  when  considering  the 
principles  involved  in  the  repair  of  hernia, 
i.e.,  removal  of  the  hernial  sac,  reinfoircement 
of  the  walls  of  the  inguinal  canal,  the  restora- 
tion of  the  normal  anatomy  and  the  elimina- 
tion of  septic  or  exudative  reaction. 

Marcey  in  1881  practiced  the  removal  of 
the  hernial  sac. 

In  1890  Bassini  described  the  removal  of 
the  hernia  sac  and  the  reinforcement  of  the 
floor  of  the  inguinal  canal  by  suturing  the 
“three  layers”  (internal  oblique,  transversus 
abdominis  muscles  and  the  transversalis  fas- 
cia) across  the  floor  of  the  inguinal  canal  to 
the  shelving  portion  of  Pourpart’s  ligament 
under  the  cord.  The  external  oblique  was 
then  reapproximated  over  the  cord  and  the 
obliquity  of  the  inguinal  canal  was  restored. 

Numerous  modifications  of  this  principle 
have  been  devised  and  have  been  given  sur- 
geons’ names.  All  of  these  modifications  are 
designed  to  strengthen  the  various  walls  of 
the  inguinal  canal,  particularly  the  floor  of 
the  inguinal  canal. 

The  internal  ring  has  been  made  smaller 
with  a Colsey  stitch;  the  internal  ring  has 
been  moved  down  to  the  external  ring  with 
the  Halstead  procedure.  The  external  ring 
has  been  made  narrower  or  it  has  been  moved 
up  to  the  internal  ring.  The  conjoined  tendon 

♦Presented  at  the  South  Dakota  State  Medical 
Meeting  May  23,  1955. 


has  been  sutured  over  the  cord  or  under  the 
cord;  the  external  oblique  aponeurosis  has 
been  imbricated  over,  under,  or  above,  one 
below,  both  above  or  both  below  the  sper- 
matic coird  with  the  Andrews  imbrication 
procedure.  A stitch  has  been  placed  here  or 
there  and  these  variations  have  been  given 
the  separate  names  ad  infinitum  to  the  point 
of  almost  insurmountable  confusion,  all  with 
the  idea  of  reinforcing  the  Bassini  original 
principle. 

In  1901  McArthur  suggested  the  use  of  en- 
dogenous fascial  strips  as  suture  material  for 
the  repair  of  hernia  by  any  procedure  that 
was  desired.  This  fascial  stitch  constitutes  a 
non-irritating  graft  and  produces,  perhaps, 
the  least  exudative  and  foreign  body  reaction 
of  any  of  the  suture  materials.  Furthermore, 
these  fascial  sutures  permanently  approx- 
imate the  desired  tissues  to  one  another  with 
a fascial  graft  making  it  unnecessary  to  rely 
upon  foreign  suture  material  until  scar  tissue 
has  taken  over  the  task  of  holding  tissues  in 
position. 

The  most  recent  basic  principle  in  the  res- 
toration of  the  normal  anatomy  has  been 
described  by  McVay  wherein  he  reattaches 
the  relaxed  or  defective  transversalis  fascia 
to  Cooper’s  ligament  where  it  normally  ob- 
tains its  attachment.  He  has  pointed  out  that 
the  shelving  portion  of  Poupart’s  ligament  is 
not  an  anchor  for  the  restraining  transversalis 
fascia,  but  merely  an  anatomical  landmark 
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which  had  its  proximity  to  this  structure. 

With  these  basic  principles  in  mind  we 
have  chosen  to  utilize  and  combine  the  good 
features  of  each  of  these  operations  into  one 
operation  which  we  prefer  to  call  the  Bassini- 
McArthur-McVay  procedure,  depending  upon 
which  of  these  basic  features  we  include  in 
the  operation. 

The  Operative  Technique 

An  inguinal  incision  is  made  and  the  fascia 
of  the  external  oblique  muscle  is  exposed. 
The  external  oblique  is  then  split  in  the  direc- 
tion of  its  fibers  at  the  level  of  the  upper 
margin  of  the  external  ring.  Two  flaps  of 
aponeurosis  of  the  external  oblique  are  there- 
by produced.  (Fig.  1). 


Fig.  1 The  fascia  of  the  external  oblique  has  been 
turned  back  and  three  strips  of  fascia  have 
been  produced  (A,  B,  C).  The  transversalis 
fascia  has  been  incised  parellel  to  Poupart’s 
ligament.  Cooper’s  ligament  is  thereby  ex- 
posed. The  properitoneal  fat  can  be  held 
out  of  the  way  by  pushing  a 4 x 4 sponge 
into  this  depth.  The  method  of  threading  a 
needle  is  illustrated  in  the  inset.  A heavy 
Mayo  needle  has  been  used  bufr  more  often 
a small  Galli  needle  is  preferred. 

From  the  upper  leaf  of  this  aponeurosis 
three  strips  of  fascia  are  made.  Two  of  these 
strips  are  left  attached  at  the  pubic  tubercle 
end  and  one  of  these  strips  is  left  attached  at 
the  muscular  end. 

The  cord  is  then  isolated  from  the  canal  and 
the  hernia  sac  is  dissected  from  the  cord.  The 
base  of  the  sac  is  tied  and  in  the  event  of  an 
indirect  inguinal  hernia,  it  is  anchored  to  the 
under  surface  of  the  anterior  abdominal  wall 
with  a Kocher  stitch.  The  sac  of  a direct  in- 
guinal hernia,  if  large,  is  similarly  treated 
after  cutting  thru  the  transversalis  fascia. 


This  incision  thru  the  transversalis  fascia  is 
made  parellel  to  Poupart’s  ligament  (Fig.  1). 

A Cooper’s  ligament  type  of  repair  is  done 
in  all  direct  inguinal  hernias,  all  femoral  her- 
nias and  in  those  indirect  inguinal  hernias  in 
which  the  transversalis  fascia  is  found  to  be 
relaxed  or  redundent. 

The  first  strip  of  fascia  (A),  attached  at  the 
pubic  tubercle,  is  used  to  suture  the  medial 
leaf  of  the  transversalis  fascia  to  Cooper’s 
ligament  (Fig.  2).  This  suture  then  progresses 


Fig.  2 This  illustrates  the  first  strip  of  fascia  hav- 
ing been  placed  but  not  pulled  together. 
Only  two  stitches  into  Cooper’s  ligament 
are  illustrated.  Usually  three  stitches  are 
used.  The  third  stitch  ending  at  the  lateral 
end  of  the  pubic  pecten  should  include  the 
lateral  leaf  of  the  transversalis  fascia  so  as 
to  produce  the  apex  of  a trihedral  at  this 
point.  The  fascial  strip  has  been  continued 
around  the  internal  ring. 

downward  to  Cooper’s  ligament  into  the 
depths  of  the  pelvis  for  a distance  of  about 
three  stitches  until  it  encounters  the  lateral- 
most  portion  of  the  pubic  pecten  as  it  joins 
with  the  arcuate  line. 

Beyond  this  point  the  transversalis  fascia 
leaves  the  Cooper’s  ligament  and  then  passes 
laterally  closing  the  additional  rent  in  the 
transversalis  fascia. 

In  closing  the  transversalis  fascia  in  this 
manner  a trihedral  is  produced  with  its  apex 
at  the  lateralmost  limit  of  the  pubic  pecten. 
This  trihedral  wall  of  transversalis  fascia 
blocks  an  approach  to  the  floor  of  the  in- 
guinal canal  and  it  also  blocks  an  approach  to 
the  femoral  ring  from  within  the  peritoneal 
cavity. 

The  end  of  this  fascial  strip  may  then  pass 
around  the  internal  ring  (Fig.  2)  thus  form- 
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ing  a new  fibrous  internal  ring  or  it  may  be 
used  to  approximate  the  surgical  conjoined 
tendon  to  the  shelving  portion  of  Poupart’s 
ligament  (Fig.  3). 


Fig.  3 The  transversalis  fascia  has  been  pulled 
tightly  up  to  Cooper’s  ligament.  In  this  in- 
stance the  first  strip  is  returning  towards 
the  pubic  tubercle  as  it  approximates  the 
surgical  conjoined  tendon  to  the  shelving 
portion  of  Poupart’s  ligament.  An  approach 
to  the  floor  of  the  inguinal  canal  has  been 
produced  in  the  first  portion  of  the  stitch 
and  the  floor  of  the  inguinal  canal  has  been 
reinforced  with  the  second  portion  of  this 
stitch. 

The  second  strip  of  fascia  (B-Fig.  4)  can  also 
be  used  to  suture  the  surgical  conjoined  ten- 
don to  the  shelving  portion  of  Poupart’s  liga- 
ment. 


Fig.  4 This  illustrates  a modification  which  would 
follow  Fig.  2 wherein  the  second  strip  of 
fascia  is  used  to  approximate  the  surgical 
conjoined  tendon  to  the  shelving  portion  of 
Poupart’s  ligament.  The  first  strip  of  fascia 
has  been  completed  illustrating  the  closure 
of  the  transversalis  fascia  to  Cooper’s  liga- 
ment. Convenience  dictates  the  modifica- 
tion. 


These  two  procedures  have  thus  blocked  an 
approach  to  the  floor  of  the  canal  and  rein- 
forced the  floor  of  the  canal. 

Having  accomplished  this  portion  of  the 
herniaplasty,  the  aponeurosis  of  the  external 
oblique  is  resutured  over  the  cord  with  strips 
No.  B and  C as  illustrated  in  figures  5 and  6. 
This  re-establishes  the  external  inguinal  ring 
and  the  inguinal  canal.  The  normal  anatom- 
ical relationship  is  preserved. 


Fig.  5 This  illustrates  the  completion  of  the  first 
stage  of  this  operation.  In  this  instance  the 
floor  of  the  inguinal  canal  has  been  rein- 
forced with  the  surgical  conjoined  tendon 
and  the  internal  oblique  muscle.  The 
aponeurosis  of  the  external  oblique  is  being 
reapproximated. 


Fig.  6 This  shows  the  hernia  repair  essentially 
completed. 

Each  of  these  fascial  strips  is  anchored  with 
a stitch  of  wire. 

In  the  instance  of  an  indirect  inguinal  her- 
nia, the  transversalis  fascia  may  not  be  dis- 
turbed unless  it  is  found  to  be  weak  or  re- 
dundant. This  weakness  in  the  floor  of  the 
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canal  can  be  demonstrated  by  pushing  from 
within  the  internal  ring  against  the  floor  of 
the  canal. 

In  caring  tor  the  direct  inguinal  hernia  or 
the  femoral  hernia  one  might  suture  the  re- 
dundent  transversalis  fascia  to  Cooper’s  liga- 
ment by  merely  pushing  the  transversalis 
fascia  upon  the  firm  palpable  pectenate  line 
of  the  ilium.  This  is,  of  course,  exactly  what 
is  accomplished  after  the  transversalis  fascia 
has  been  cut  and  as  it  is  visibly  resutured  to 
Cooper’s  ligament.  If  it  were  not  for  the  dan- 
ger of  excessive  bleeding  in  doing  the  pro- 
cedure blindly,  it  could  be  done  in  this  man- 
ner. The  accessory  obturator  vessels  which 
are  occasionally  found  in  this  area  have  not 
been  dubbed  the  corona  mortis  without  in- 
criminating evidence. 

Ventral  Hernia 

The  operative  repair  of  large  ventral  hernia 
very  often  poses  a problem  in  that  there 
seems  to  be  at  operation  inadequate  fascial 
structure  available  to  cover  the  defect.  Each 
individual  case  offers  different  problems  and 
in  some  instances  fascial  grafts  from  the  fas- 
cia lata  are  indicated.  In  other  instances  wire 
mesh  may  be  of  value.  In  some  cases  we  have 
found  that  fascia  lata  strips  woven  back  and 
forth  across  the  defect,  or  used  as  suture  ma- 
terial, have  been  of  benefit. 

Without  enumerating  the  multiple  varia- 
tions which  we  have  observed  in  ventral 
hernia,  I shall  describe  the  most  commonly 
encountered  defect.  Variations  from  this  can 
be  dealt  with  as  become  indicated  in  the  in- 
dividual cases  or  as  the  individual  surgeon 
desires. 

An  elipse  of  redundent  skin  and  subcutan- 
eous tissue  is  usually  excised  as  illustrated  in 
Fig.  7. 

The  dissection  is  then  continued  laterally 
until  healthy  fascia  is  encountered  on  all 
sides.  This  fascia  represents  the  relaxed  and 
retracted  anterior  rectus  fascia. 

The  muscles  are  relaxed  laterally  much  as 
one  might  visualize  in  a diastasis.  The  an- 
terior rectus  fascia  communicates  with  the 
posterior  rectus  fascia  at  the  medial  margin 
of  the  muscle.  The  intervening  defect  be- 
tween the  two  muscle  bellies  is  provided  with 
no  restraining  fascia.  It  is  thru  this  area  that 
the  hernia  defect  protrudes  and  stretches  be- 
fore it  the  peritoneum,  subcutaneous  tissue 
and  skin  (Fig.  7). 


Fig.  7 Ventral  hernia.  This  shows  the  dissection 
of  the  redundent  skin  and  the  dissection  of 
the  anterior  rectus  fascia  being  exposed  on 
all  sides.  The  defect  is  represented  by  the 
central  elipse.  The  redundent  peritoneum 
is  being  cut  away  and  the  bowel  exposed. 


Fig.  8 This  illustrates  the  peritoneum  being  re- 
sutured.  The  two  lateral  incisions  in  the 
anterior  rectus  sheath  are  demonstrated. 
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The  peritoneal  lining  is  then  sutured  with 
a continuous  stitch  (Fig.  8). 

Lateral  incisions  are  made  in  the  anterior 
rectus  sheath  about  1 cm.  from  the  medial 
margin  of  the  muscle  belly  (Fig.  8).  The  an- 
terior rectus  fascia  must  be  cut  away  from 
the  transverse  tendinous  inscriptions  so  as 
to  allow  the  medial  flap  of  fascia  to  be 
turned  over  and  sutured  in  the  mid  line  (Fig. 
9).  This  portion  of  the  anterior  rectus  fascia 
then  constitutes  the  new  posterior  rectus 
fascia  and  in  that  its  continuity  with  the 
posterior  rectus  fascia  has  not  been  disturbed, 
it  now  becomes  a continuous  posterior  rectus 
fascia  (Fig.  9). 

Up  to  this  point  there  has  been  no  difficulty 
in  providing  an  adequate  amount  of  fascial 
structure  as  the  redundency  which  develops 
in  turning  over  the  medial  leaf  of  the  rectus 
fascia  allows  sufficient  fascia  for  reapprox- 
imating in  the  mid  line  (Fig.  9). 


Fig.  9 The  peritoneum  has  been  closed.  The 
medial  leaf  of  each  anterior  rectus  sheath 
is  being  turned  over  and  sutured  in  the 
midline  of  the  defect.  This  then  becomes 
the  new  posterior  rectus  sheath  as  can  be 
illustrated  in  the  inset. 

After  this  portion  of  the  operation  has  been 
completed,  one  becomes  concerned  about  the 
reapproximation  of  the  anterior  rectus  fascia 
in  the  mid  line.  (Fig.  10).  In  most  instances 


the  remaining  lateral  leaf  of  the  anterior  rec- 
tus fascia  can  be  approximated  in  the  mid 
line  (Fig.  10)  without  undue  tension  and  with- 
out undue  difficulty,  for  these  patients 
usually  have  a tendency  to  be  relaxed  and 
flabby.  When  this  has  been  completed  a new 
anterior  and  a new  posterior  rectus  sheath 
have  been  developed  which  in  most  instances 
mave  been  found  effective  in  correcting  the 
hernia  defect. 


Fig.  10  This  illustrates  the  peritoneum  completely 
closed,  the  posterior  rectus  sheath  almost 
completely  closed  and  the  anterior  rectus 
sheath  being  sutured  with  interrupted 
stitches.  The  insert  illustrates  the  cross 
section  as  it  develops.  The  skin  is  closed 
with  clips. 

In  some  instances,  however,  it  has  been 
found  advisable  to  use  fascial  strips  for 
suture  material  and  in  other  instances  patches 
of  fascia  lata  or  patches  of  wire  mesh  have 
been  used.  In  either  instance  these  patches 
of  mash  or  fascia  are  sutured  into  position 
with  interrupted  stitches  of  non-absorbable 
suture  material. 

With  this  operation  it  is  illustrated  that  a 
new  posterior  and  anterior  rectus  sheath  have 
been  developed  and  as  near  as  possible  nor- 
mal anatomy  has  been  restored. 

Due  to  shortage  of  space  comments  and  conclusions  will  be 
found  in  reprints. 
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THE  EARLY  MANAGEMENT  OF 
GUNSHOT  WOUNDS  OF  THE 
EXTREMITIES 

By  George  E.  Omer,  Jr„  M.D.,  Major. 
U.  S.  Army 


Wounds  are  as  old  as  trauma,  and  the  many 
mechanical  aspects  of  the  management  of 
gunshot  wounds  of  the  extremities  have 
foundation  in  the  warfare  of  pre-recorded 
history.  Splints  were  used  for  limited  im- 
mobilization and  crutches  for  protected  am- 
bulation. The  trauma  surgeon  of  that  era 
trained  by  excising  spears  or  arrows  and 
bandaging  wounds  on  the  battlefield. 

Gunshot  wounds  first  occurred  in  Europe 
during  the  Hundred  Years’  War  and  focused 
surgery  on  the  treatment  of  trauma.  The  first 
detailed  account  of  gunshot  wound  therapy 
was  published  in  1497  by  Hieronymus 
Brunschwig.  ( ^ ) He  was  an  Alsatian  army 
surgeon  and  considered  gunshot  wounds 
poisonous.  This  was  not  an  individual 
idiosyncrasy  as  evidenced  by  a book  pub- 
lished in  1693  and  entitled:  “Fifty  Strange 
and  Wonderful  Cures  of  Gunshot  Wounds.” 
It  was  written  by  Matthaeus  Purmann,  who 
based  his  writings  on  his  experiences  as  a 
Brandenburg  army  surgeon  during  the  Thirty 
Years’  War.  The  most  popular  treatment  re- 
corded consisted  of  ignoring  the  patient’s 
gunshot  wound  and  utilizing  a generous  ap- 
plication of  a magic  weapon-salve  to  the  gun 
that  had  fired  the  missile.  If  the  patient  died, 
then  obviously  the  wrong  gun  had  been 
treated. 

In  spite  of  these  atrocious  regimens,  man- 
agement of  gunshot  wounds  of  the  extrem- 
ities has  improved  steadily  through  the  stim- 
ulation of  continued  warfare.  This  has  been 

*From  Orthopaedic  Service,  William  Beaumont 
Army  Hospital,  El  Paso,  Texas. 


true  especially  in  mechanical  devices  for  im- 
mobilization of  extremities.  Guy  de  Chauliac 
introduced  sustained  traction  with  weights 
and  pulleys  during  the  twelfth  century  for 
the  first  technical  improvement  in  reduction 
and  immobilization  since  Hippocratic  times. 
Antonius  Mathijsen,  a Flemish  army  surgeon, 
made  a significant  contribution  by  introduc- 
ing the  use  of  plaster-of-Paris  bandages  in 
1852.  Two  years  later,  the  plaster  cast  was 
used  extensively  during  the  Crimean  War 
and  became  the  standard  method  for  extrem- 
ity immobilization.  Gurdon  Buck  devised  an 
extremity  traction  device  in  1861  using  ad- 
hesive strips.  Buck’s  extension  was  first  used 
by  many  physicians  during  the  American 
Civil  War.  The  Balkan  frame  for  suspension 
derived  its  name  from  its  initial  use  in  the 
Balkan  Wars  by  a volunteer  Dutch  am- 
bulance unit.  The  Tobruk  splint,  a modifica- 
tion of  the  Thomas  splint  and  the  long  leg 
plaster  cast,  was  an  innovation  of  World  War 
II  and  was  named  because  it  was  first  used 
during  the  British  evacuation  of  Tobruk.  ( 2 ) 
In  contrast,  the  surgical  management  of 
gunshot  wounds  of  the  extremities  has  not 
shown  the  consistent  improvement  charac- 
teristic of  the  devices  for  immobilization.  Be- 
tween each  major  war  the  surgical  principles 
and  techniques  have  been  forgotten  or  mod- 
ified, only  to  be  reintroduced  under  the  stress 
of  mass  casualties.  An  example  is  the 
heralded  principle  of  primary  wound  ex- 
cision, or  debridement,  as  recommended  in 
1915  by  Henry  Gray.  (2)  The  adequate  de- 
bridement of  gunshot  wounds,  just  as  it  is 
performed  today,  was  advocated  as  early  as 
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1563  by  the  Elizabethan  surgeon,  Thomas 

Gale.  (4) 

A gunshot  wound  is  an  internal  explosion 
with  the  transmission  of  kinetic  energy  to 
the  tissues  by  the  bullet.  Momentary  tissue 
pressures  of  one  hundred  atmospheres  have 
been  recorded  during  a gunshot  blast.  Bones 
can  be  fractured  without  actual  contact  with 
the  missile.  The  comparison  has  been  made 
that  a wound  tract  the  size  of  a lead  pencil 
had  a cavity  of  baseball  size  at  the  instant  of 
wounding.  ( 5 ) The  resulting  period  of  phys- 
ical agitation  produced  in  the  body  tissues  is 
approximately  three  hundred  times  as  long  as 
the  initial  period  required  for  the  missile  to 
pass  through  the  body.  ( 6 ) 

The  general  body  reaction  to  the  insult  of 
wounding  is  a reflection  of  a well  docu- 
mented chain  of  metabolic  and  autonomic 
nervous  systems  responses,  balanced  against 
the  overall  resistance  of  the  individual  pa- 
tient. ( 7 ) Mechanisms  are  utilized  to  main- 
tain the  peripheral  vascular  system.  Gluco- 
neogenesis  produces  excess  energy.  Systemic 
defense  activates  the  lymphoid  elements  for 
release  of  gamma  globulin  and  antibodies  for 
bacterial  immunity.  There  is  catabolism  of 
body  nitrogen  to  furnish  building  material 
for  wound  healing. 

Although  the  general  body  pattern  is  most 
logical,  the  local  response  at  the  site  of 
wounding  is  confusion.  Pain  results  in  mus- 
cular spasm  and  vasoconstriction.  However, 
the  wounded  necrotic  tissue  and  anoxia  pro- 
duces acid  metabolites,  the  pH  is  lowered  and 
vasodilitation  is  the  result.  This  accumulates 
blood  and  edema  fluid  which  enlarges  the 
wound  cavity.  This  increases  tissue  tension, 
further  embarrassing  circulation,  and  so  com- 
pletes a vicious  circle  by  prodiicing  further 
tissue  necrosis.  If  the  pH  becomes  5.5  or  less, 
necrosis  is  complete  and  pus  fills  the  wound 
cavity.  If  phagocytosis  is  successful,  the  pH 
rises,  inflam.mation  ceases  and  fibroplasia  is 
initiated.  ^ ® '> 

In  addition  to  the  surgical  and  mechanical 
techniques  learned  by  amassed  clinical  ex- 
perience, the  salient  feature  of  recent  con- 
cepts in  the  early  management  of  gunshot 
wounds  is  the  rationale  of  treatment  de- 
■veloped  through  knowledge  of  related  fields 
in  biochemistry  and  physiology. 

Hemostasis  is  the  initial  procedure  in  the 
management  of  an  extremity  wound.  Hemor- 


rhage should  be  controlled  at  the  earliest 
possible  moment  after  the  wounding.  It 
should  be  emphasized  that  direct  pressure  at 
the  site  of  bleeding  is  usually  as  effective  as 
tourniquets  or  pressure  points,  and  direct 
pressure  is  less  dangerous  to  the  circulation 
of  the  entire  extremity  than  prolonged  use 
of  a tourniquet.  The  clinical  complex  of 
shock  will  result  if  continued  hemorrhage  de- 
creases the  circulating  blood  volume  to  an  in- 
adequate quantity  for  the  vascular  bed.  There 
is  no  completely  satisfactory  substitute  for 
blood  loss  except  whole  blood  replacement. 

In  wounds  in  which  arterial  involvement 
is  suspected,  the  involved  blood  vessel  should 
be  exposed,  explored,  and  exculpated  before 
debridement  of  the  traumatic  wound.  The 
diagnosis  of  arterial  insufficiency  is  in  the 
alliteration  combination:  pulselessness,  pain, 
paresthesia,  paleness,  paralysis  and  prostra- 
tion. While  an  occasional  limb  will  survive 
major  artery  ligation,  only  rarely  is  it  func- 
tionally equal  to  the  extremity  with  a suc- 
cessful vascular  repair.  Operation  for  ex- 
tremity ischemia  is  indicated  as  soon  as  op- 
erating room  facilities  are  available.  The  con- 
tralateral saphenous  vein  can  be  utilized  for 
most  autogenous  grafts.  After  restoration  of 
blood  vessels,  fasciotomies  are  often  required 
because  of  muscle  edema  and  anoxia.  The 
muscles  of  the  anterior  tibial  compartment  of 
the  leg  and  the  flexor  compartment  of  the 
forearm  are  the  most  vulnerable  to  anoxia 
and  resulting  characteristic  flexion  contrac- 
tures. 

All  extremity  wounds  should  be  tested  for 
evidence  of  peripheral  nerve  injury.  Neuro- 
pathy affects  not  only  the  management  of  the 
wound,  but  a recorded  study  made  before  the 
application  of  a piaster  cast  is  valuable  in 
legal  disputes.  In  the  upper  extremity: 
paralysis  of  the  ulnar  nerve  produces  loss  of 
sensation  of  the  pulp  tip  of  the  little  finger 
and  prevents  abduction  of  the  little  finger  on 
a flat  surface;  loss  of  the  median  neiwe  causes 
loss  of  sensation  of  the  pulp  tip  of  the  index 
finger  with  inability  to  flex  the  distal  phal- 
anx of  the  index  finger;  paralysis  of  the 
radial  nerve  decreases  the  sensation  of  the 
dorsal  web  space  between  the  thumb  and  in- 
dex finger  and  prevents  extension  of  the  dis- 
tal phalanx  of  the  thumb.  For  the  lower  ex- 
tremity: paralysis  of  the  tibial  nerve  prevents 
toe  plantar  flexion  and  produces  loss  of  sen- 
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sation  of  the  distal  half  of  the  sole  of  the  foot; 
paralysis  of  the  common  peroneal  nerve  pro- 
duces foot-drop  and  loss  of  sensation  over  the 
dorsum  of  the  foot  belov/  the  ankle  joint; 
sciatic  nerve  injury  is  recognized  by  a com- 
bination of  the  findings  of  common  peroneal 
and  tibial  nerve  neuropathy.  Simple  coapta- 
tion of  the  severed  nerve  ends  to  prevent  re- 
traction can  be  performed  at  the  time  of  de- 
bridement. It  is  usually  the  best  procedure  to 
do  a deferred  repair  of  the  nerve  in  three 
weeks  to  three  months  after  injury.  (9)  The 
nerve  suture  should  not  be  delayed  longer 
than  six  months  after  injury,  regardless  of 
complicating  injuries.  This  is  necessary  be- 
cause of  progressive  irreversible  tissue  fibro- 
sis of  tendon  sheaths  and  joints,  although 
neuromuscular  function  can  be  regained  up 
to  twelve  months  after  denervation.  ( i o > 

Following  neuro-vascular  evaluation,  prop- 
er emergency  treatment  of  gunshot  wounds 
includes  immobilization  and  slight  elevation 
of  the  involved  extremity.  Immobilization  is 
indicated  to  prevent  further  injury,  relieve 
pain,  and  decrease  muscular  spasm.  Muscle 
spasm  impairs  circulatory  flow  and  the  re- 
sulting anoxia  contributes  to  the  vicious  cycle 
of  tissue  necrosis.  Immobilization  has  been 
used  in  experimental  animals  to  maintain  in- 
tact lymphatics  in  a region  of  injury.  ( ^ 1 ) 
Continued  movement  of  the  extremity  after 
injury  was  associated  with  the  formation  of 
holes  in  the  lymphatics  which  remained  open 
for  several  days  and  allowed  free  passage  of 
fluid  and  blood  cells.  Thus  immobilization 
becomes  important  in  the  prevention  of  lym- 
phatic spread  of  bacteria.  Controlled  eleva- 
tion is  useful  for  continued  circulatory  flow 
but  the  increased  back-pressure  from  eleva- 
tion should  not  overload  a diseased  heart. 

Tetanus  antitoxin  or  toxoid,  following  skin 
test,  should  be  given  as  indicated.  Gas  gan- 
grene antitoxin  is  not  for  prophylactic  use 
but  is  indicated  only  when  heroic  measures 
are  required. 

At  least  two  x-rays  in  right  angled 
planes  should  be  made  of  the  injured  area  to 
determine  the  extent  of  the  bony  injuries  and 
the  presence  of  foreign  material.  It  is  good 
shock-prevention  to  make  individual  impro- 
visions  to  obtain  the  best  x-rays  with  the  least 
manipulation  of  the  patient. 

It  is  a clinical  impression  that  pre-operative 
fluids  are  more  valuable  for  overall  treat- 
ment than  are  post-operative  transfusions 


during  the  early  management  period.  The 
patient  who  has  hemorrhaged  or  is  dehy- 
drated for  any  reason  should  have  body  fluids 
carefully  evaluated.  Approximately  sixty 
percent  of  normal  body  weight  is  fluid,  but 
measurable  blood  plasma  is  only  five  percent 
of  total  body  weight.  Daily  fluid  losses  con- 
tinue in  spite  of  hemorrhage  and  dehydra- 
tion. The  smallest  amount  of  urine  required 
to  excrete  the  waste  of  one  day’s  metabolism 
is  600  cc.  and  the  minimal  water  lost  by  skin 
evaporation  and  respiration  is  900  cc.  Thus 
a daily  intake  of  1500  cc.  is  the  minimum 
quantity  required  to  maintain  an  adult  in 
fluid  balance.  Fever  and  shock  increase  res- 
piratory evaporative  loss  and  visible  pers- 
piration indicates  at  least  1000  cc.  of  fluid 
loss.  Electrolyte  levels  require  frequent  sur- 
veillance. With  a drop  in  blood  volume  the 
adrenals  institute  sodium  retention  and  the 
physiologic  changes  in  water  depletion  in- 
clude increased  plasma  sodium;  therefore, 
sodium  and  saline  intake  should  be  very  lim- 
ited for  at  least  the  first  forty-eight  hours.  A 
potassium  deficit  will  occur  in  relatively  few 
days  if  intake  is  small  and  body  protean 
breakdown  is  great.  The  only  satisfactory 
substitute  for  loss  of  blood  is  transfusion  of 
whole  blood.  An  adequate  and  balanced  vi- 
tamin intake  is  important  during  the  early 
management  period.  Vitamin  A is  important 
in  replacement  of  epithelial  cells.  Vitamin  B1 
facilitates  carbohydrate  metabolism  to  pro- 
vide energy  for  tissue  metaboilsm.  Vitamins 
B3  and  B6  produce  increased  collagen  forma- 
tion and  accelerate  tissue  healing.  Vitamin  C 
is  most  important  for  wound  healing  through 
markedly  increased  vascularization,  fibro- 
blast cellular  proliferation  and  collagen  mat- 
uration. Vitamin  D promotes  the  absorption 
of  calcium  and  phosphorus  from  the  gut  and 
may  facilitate  the  utilization  of  calcium  for 
fracture  healing.  Vitamin  K helps  maintain 
adequate  prothrombin  levels  and  assists  heal- 
ing through  firm  and  adequate  clot  forma- 
tion. 

At  this  point  the  extent  of  whole  body  in- 
jury with  its  possible  associated  shock  has 
been  evaluated.  The  individual  patient  has 
been  surveyed  and  the  fluid,  electrolyte  and 
vitamin  loss  has  been  replaced  and  bolstered 
against  the  insult  of  surgical  repair  of  the 
wound.  The  extremity  injury  has  been  vis- 
ualized by  x-ray  and  scouted  by  means  of 
peripheral  vascular  and  nerve  exams. 
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The  initial  surgical  procedure  usually  is 
wound  cleansing  or  debridement.  Foreign 
material  within  the  wound  must  be  either 
encapsulated  or  extruded  before  healing  is 
completed.  Debridement  is  utilized  to  en- 
hance wound  healing  by  removal  of  accumu- 
lated fluids,  foreign  bodies,  and  necrotic 
tissue.  The  result  is  actually  a decrease  in 
total  wound  volume,  because  the  vicious 
cycle  of  continued  tissue  necrosis  is  stopped. 
It  is  characteristic  of  gunshot  wounds  that 
there  is  greater  internal  soft  tissue  damage 
than  is  apparent  from  the  external  examina- 
tion. Debridement  is  often  a difficult  surgical 
procedure  requiring  excellent  judgment.  Skin 
has  a good  blood  supply  and  only  a minimal 
amount  should  be  excised  to  expose  clean 
epithelium.  In  contrast,  a maximal  amount  of 
tat  can  be  removed.  Fascia  should  be  widely 
incised  for  good  external  drainage.  There  are 
no  clear-cut  standards  for  viability  of  muscle 
and  a mildly  radical  approach  is  desirable. 
Clinical  study  biopsies  have  demonstrated 
that  visual  evaluation  of  muscle  viability  is 
unreliable,  while  more  dependable  criteria 
are  contractility  and  ability  to  bleed.  ( 1 2 ) 
Bone  which  has  periosteal  attachment  should 
remain  in  the  wound.  If  the  wound  is  con- 
taminated with  radioactive  material,  the  de- 
bridement becomes  the  key  procedure  and  is 
more  radical  in  all  phases.  ^ ^ 3 ) A consider- 
able portion  of  the  time  spent  on  any  debride- 
ment should  be  devoted  to  frequent  and  cop- 
ious irrigation  of  the  wound. 

Experimental  wounds  pass  through  a meas- 
urable lag  phase  of  approximately  four  days 
in  which  no  tensile  strength  is  present.  Then 
maturation  of  the  granulation  tissue  into  scar 
increases  the  tensile  strength  progressively 
to  its  maximal  level.  Most  gunshot  wounds 
are  sufficient  infection  suspects  to  be  surgic- 
ally drained  of  necrotic  material  through  de- 
bridement and  then  become  candidates  for 
secondary  closure  on  the  fourth  to  seventh 
days  after  surgery  to  avoid  the  lag  phase  and 
take  advantage  of  the  increasing  fibroplasia 
within  the  wound.  Probably  all  extremity 
gunshot  wounds  should  be  left  open  for  sec- 
ondary closure  after  debridement  with  the 
exception  of  certain  structures  that  include 
large  blood  vessels,  great  nerves,  tendons, 
bone  and  open  joint  spaces  which  should  be 
covered  by  approximation  of  the  surround- 
ing tissue. 


Tendons  are  composed  of  collagen  fibers 
and  are  almost  avascular.  Healing  occurs  by 
fibroplasia.  Tendons  are  more  susceptible  to 
sepsis  than  peripheral  nerves.  Tendon  repair 
can  be  undertaken  at  initial  surgery,  but  if 
infection  develops,  the  prognosis  is  poor  and 
later  operations  are  technically  difficult.  The 
best  decision  under  most  circumstances  is  to 
limit  the  procedure  at  initial  surgery  to 
wound  cleansing  and  tendon  coverage.  The 
actual  tendon  repair  should  be  performed  by 
the  reconstructive  surgeon  in  three  or  four 
weeks  after  debridement  if  the  patient’s  heal- 
ing course  has  been  routine. 

Joint  wounds  are  susceptible  to  sepsis  due 
to  the  deep  pocketed  synovial  cavity  and  the 
pood  blood  supply  of  articular  cartilage.  Hip 
joint  wounds  have  the  highest  mortality  and 
the  greatest  degree  of  shock  of  all  joint 
wounds.  ( ^ ) Complete  debridement  is  the 
salient  feature  of  successful  initial  treatment 
and  includes  excision  of  the  soft  tissue  wound, 
extensive  exploratory  arthrotomy,  excision 
and  cleansing  of  the  articulating  components 
of  the  joint,  and  copious  prolonged  lavage  of 
the  entire  region.  ( ^ s ) Since  cartilage  heals 
by  fibrosis  without  regeneration,  it  is  best  to 
exexcise  all  fragmented  areas  of  articular 
cartilage  since  they  are  candidates  for  future 
joint  mice.  After  wound  cleansing,  the  cap- 
sule is  closed  or  the  joint  is  covered  with  soft 
tissue  for  the  good  reason  that  exposed  car- 
tilage will  not  survive  in  an  open  joint  with- 
out synovial  fluid.  It  has  been  demonstrated 
that  a weight  bearing  joint  of  the  lower  ex- 
tremity in  which  cartilage  has  been  denuded 
from  both  articulating  surfaces  will  usually 
undergo  spontaneous  ankylosis  and  care 
should  be  taken  to  immobilize  the  extremity 
in  a functional  position  for  future  activity. 
(16) 

Avulsion  of  skin  lowers  the  barrier  to  in- 
fection, increases  fluid  loss  and  is  a contin- 
uous complication  until  replaced.  It  is  ad- 
visable to  save  all  possible  skin  on  the  lower 
leg  since  it  has  no  areas  of  relaxed  skin  and 
has  a relatively  poor  vascular  supply.  Inade- 
quate skin  coverage  of  joints  contributes  to 
sepsis  and  painful  arthritis  or  anklosis  of  the 
joints.  Split  thickness  skin  grafts  can  be  util- 
ized as  a skin  dressing  at  the  time  of  initial 
surgery  to  convert  a compound  joint  wound 
to  a simple  one.  ^ ) Later,  additional  split 

or  full  thickness  skin  grafts  may  be  required, 
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particularly  if  specialized  reconstructive  sur- 
gery is  anticipated. 

Following  initial  surgery,  a wounded  ex- 
tremity is  immobilized  in  a functional  posi- 
tion. Many  techniques  such  as  splinting,  trac- 
tion or  pillow  support  are  available  but  the 
best  support  is  through  the  utilization  of 
plaster-of-Paris  casts.  The  functional  position 
of  the  ankle  joint  is  ninety  degrees  or  at  right 
angles  with  the  long  axis  of  the  leg.  The  arch 
of  the  foot  should  be  well  moulded  and  the 
foot  should  not  be  placed  in  a varus  position. 
The  knee  joint  is  placed  in  fifteen  to  twenty 
degrees  of  flexion  from  a fully  extended  posi- 
tion. If  the  hip  joint  is  included  in  a cast,  the 
thigh  should  be  in  fifteen  to  twenty  degrees 
of  flexion  and  fifteen  to  twenty  degrees  of 
abduction  from  the  trunk.  The  wrist  is  func- 
tional in  a hand-shaking  position  or  thirty  to 
forty  degrees  of  dorsiflexion  at  the  carpal 
joints.  Fingers  should  remain  free  unless  in- 
volved in  the  injury  and  then  assume  the 
functional  grasping  position.  The  elbow  joint 
should  be  in  ninety  degrees  of  flexion  or  at 
right  angles  with  the  long  axis  of  the  arm, 
usually  the  forearm  is  maintained  in  a neu- 
tral or  midline  position  with  the  thumb  up 
and  the  little  finger  down.  The  shoulder  joint 
should  be  placed  in  the  familiar  “salute  posi- 
tion,” with  sixty  to  seventy-five  degrees  of 
abduction,  forty-five  degrees  of  anterior 
flexion,  and  forty-five  degrees  of  external 
rotation.  During  the  neo-management  period, 
the  best  immobilization  for  transportation  is 
paster-of-Paris  and  the  Velpeau  cast  is  best 
utilized  for  wounds  of  the  shoulder  and  arm. 
All  casts  should  be  split  to  the  skin  prior  to 
transportation,  since  a single  constricting 
band  of  sheet-wadding  against  the  skin  can 
be  as  dangerous  to  the  circulation  as  the  en- 
tire overlying  plaster  dressing.  ( ^ ) 

Antibiotics  are  certainly  not  a substitute 
for  debridement  surgery,  but  are  a valuable 
addition  to  overall  therapy.  If  possible,  the 
wound  should  be  cultured  for  specific  organ- 
isms and  then  treated  with  selective  chemo- 
therapy instead  of  using  shotgun  needles  for 
gunshot  wounds.  When  pure  cultures  are  un- 
available, the  pyogenic  organisms  that  are 
gram-positive  respond  well  to  penicillin  or 
erythromycin;  gram-negative  bacteria  re- 
spond to  streptomycin  or  aureomycin.  Terra- 
mycin  has  a wide  spectrum  for  both  groups 
and  seldom  produces  drug  reaction.  Anti- 


biotics are  best  given  intravenously  in  cases 
with  compound  fractures  or  wounds  of  joints. 

The  period  of  early  management  is  now 
complete.  The  patient  has  been  evaluated, 
resuscitation  instituted,  and  prepared  for 
transportation  if  indicated.  Further  surgical 
treatment  should  be  deferred  until  resusci- 
tation is  complete  and  consultations  obtained 
if  indicated.  Further  correct  management  re- 
quires continued  utilization  of  all  available 
knowledge  concerning  the  entire  patient. 


SUMMARY 

The  early  management  of  gunshot  wounds  of  the 
extremities  includes  diagnosis  of  the  extent  of  in- 
jury, evaluation  of  the  entire  patient  and  the  in- 
stitution of  resuscitation. 

The  technique  of  diagnosis  has  been  described 
for  evaluation  of  arterial  insufficiency,  peripheral 
neuropathy,  tendon  injury,  and  the  extent  of  bone 
and  joint  damage. 

The  physiology  of  the  entire  patient  in  response 
to  the  insult  of  wounding  has  been  discussed  in  re- 
lation to  effective  fluid  balance  and  adequate  vi- 
tamin intake. 

Resuscitation  is  a series  of  progressive  specific 
procedures  that  include  wound  hemostasis,  im- 
mobilization and  slight  elevation  of  the  involved 
extremity,  chemotherapy  and  general  support  of 
the  patient,  debridement  and  related  surgical  pro- 
cedures including  skin  grafting  if  indicated,  and 
proper  functional  position  of  the  extremity. 

This  prepares  the  patient  for  definitive  treat- 
ment of  the  gunshot  wound  of  the  extremity. 
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ARE  YOU  TAX  BAIT? 
(Continued  from  August) 

Ralph  R.  Benson 
Attorney  at  Law 
Los  Angeles,  California 


BAIT  #7 

Has  an  informer  told  a story  about  you? 

Dr.  G is  an  internist  in  a city  of  10,000 
population.  Uranium  is  discovered  nearby 
and  the  City  swells  to  20,000  almost  over- 
night. The  Doctor’s  caseload  per  day  had 
been  10;  with  the  boom  his  caseload  jumps  to 
40.  He  is  busy  to  the  point  of  distraction.  He 
places  an  ad  in  the  paper  for  an  assistant  and 
hires  the  only  applicant  who  calls.  No  inves- 
tigation is  made  of  her  background  or  refer- 
ences. She  is  to  be  a combined  housekeeper, 
receptionist  and  technician.  After  a month’s 
trial,  the  Doctor  finds  his  records  and  charts 
in  a mess,  which  were  bad  to  begin  with,  and 
had  not  been  improved  by  her.  He  discharges 
her  although  he  is  unable  to  replace  her.  Each 
day  his  records  continue  to  grow  worse.  The 
pressure  of  the  practice  is  beating  him  to  a 
pulp.  This  ex-assistant,  in  her  hurt  pride  and 
bitterness,  sends  an  anonymous  letter  to  the 
Internal  Revenue  Service,  stating  in  her 
opinion,  the  Doctor  was  failing  to  report  his 
total  income  on  his  tax  return.  Although  she 
acted  with  malice  and  without  evidence,  she 
turned  out  to  be  right  in  that  the  Doctor  had 
not  reported  his  full  income.  But  Dr.  G.  is 
honest  and  she  knows  it. 

Acting  on  this  anonymous  tip,  the  IRS 
makes  an  investigation  of  the  Doctor’s  latest 
return.  As  a result,  an  actual  underpayment 
of  taxes  is  uncovered  and  an  assessment  made 
against  the  Doctor  in  the  sum  of  $10,000  ad- 
ditional tax  due,  plus  6%  interest  from  the 
day  last  year’s  return  was  due,  after  going 

♦Copyright  1955  by  Ralph  R.  Benson,  all  rights 
reserved. 


through  the  Doctor’s  hodge-podge  of  so-called 
records.  But  the  Government  has  also  sent 
him  the  second  part  of  the  bill  for  another 
$5,000  as  a fraud  penalty  computed  on  50% 
of  the  first  part  of  the  bill.  The  Doctor  feels 
he  has  done  no  intentional  misdeed.  The  Gov- 
ernment insists  upon  the  fraud  penalty  be- 
cause they  feel  that  Dr.  G had  wilfully  in- 
tended to  evade  a tax,  by  failing  to  un- 
scramble his  books  when  he  should  have 
known  that  his  tax  return,  which  he  sent  in, 
could  not  report  his  true  income  when  his 
books  were  as  bad  or  worse  than  no  books  at 
all.  At  best.  Dr.  G certainly  does  not  show 
up  in  a favorable  light. 

Dr.  G,  being  all  worked  up,  appeals  this 
fraud  penalty  to  the  United  States  Tax  Court. 
The  Doctor  is  losing  time  from  his  practice 
and  footing  a steep  bill  from  his  attorneys 
and  accountants.  Top  if  off,  the  local  news- 
paper carries  the  story  of  his  tax  troubles  and 
his  patients  gossip  about  it.  The  Tax  Court 
upholds  the  findings  of  fraud.  Again,  the 
Doctor  still  feels  he  is  right  and  doggedly  ap- 
peals the  matter  to  an  even  higher  court,  the 
Circuit  Court  of  Appeals.  He  is  lucky  if  his 
blood  pressure  does  not  go  up  too.  The  Cir- 
cuit Court  of  Appeals  rules  in  his  favor,  de- 
ciding that  a doctor  who  is  busy  to  the  point 
of  distraction  and  could  not  obtain  help  to 
properly  perform  his  services  and  maintain 
his  records,  could  not  be  guilty  of  fraud.  The 
Court  cancels  this  bill  for  $5,000  of  fraud  pen- 
alty but  the  Doctor  has  actually  paid  more  in 
fighting  the  case  in  trying  to  save  his  con- 
science and  his  reputation. 

Had  the  Government  tried  to  prove  negli- 
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gence,  which  carries  only  a 5%  to  25%  pen- 
alty, they  might  have  been  able  to  make  it 
stick  more  easily  than  the  charge  of  fraud. 

The  moral  is:  Keep  your  books  in  a messy 
state  and  you  give  informers  a field  day. 
BAIT  #8 

Has  a newspaper  given  you  publicity  on  your 
finances? 

Likely  to  make  the  front  page  is  a story  of 
a roll  of  unexplained  $100  bills  found  in  a 
small  box  in  someone’s  house.  Can  you  im- 
agine the  story  of  Dr.  H’s  wife  who  had  al- 
ready saved  $2,000  in  cash  in  $20,  $50  and  $100 
bills?  And  putting  it  aside  in  a metal  box  for 
a rainy  day?  Then  this  Dr.  H goes  off  on  a 
two  weeks  vacation  with  the  wife  and  kids. 
Leaving  the  house  to  be  repainted.  In  moving 
the  furniture  about,  the  painters  shoved  a 
movable  standing  closet  — and  out  falls  the 


box  — and  the  money.  The  painters,  worried 
that  the  Doctor  might  accuse  them  of  finding 
more,  report  the  discovery  to  the  police  in 
order  to  protect  themselves.  And  to  make 

matters  worse,  the  newspapers  publish  the 
story. 

Right  or  wrong,  cash  around  the  house  is  a 
tax  and  personal  liability  Jfl.  The  Internal 
Revenue  Service  is  particularly  interested  in 
public  revelations  of  this  nature  . . Dr.  H’s 
tax  return  is  subject  to  review,  and  a lot  of 
time  lost  from  his  practice,  on  the  basis  of 
this  publicity  given. 

The  moral  is:  Don’t  keep  your  money  in 
cash  at  the  home  or  office.  Put  your  money 
in  a savings  account  — or  investment  — and 
keep  it  alive  — working  for  you  — day  and 
night  and  — on  vacations. 

(To  be  Continued  in  October) 


E.  M.  STANSBURY 
1881  - 1956 

Dr.  E.  M.  Stansbury,  75,  who  has  practiced 
medicine  in  Vermillion  for  the  past  52  years, 
died  in  his  sleep  on  Wednesday,  July  18th. 
Death  came  following  illness  which  started 
with  a heart  attack  nearly  five  years  ago. 

Dr.  Stansbury  was  born  at  Topeka,  Kansas. 
He  received  his  bachelor  of  arts  degree  at 
Union  College  in  Lincoln  in  1902.  After  a few 
years  teaching  school.  Dr.  Stansbury  attended 
the  University  of  Nebraska  medical  school, 
graduating  in  1909.  He  practiced  medicine  in 
Minden,  Nebr.,  and  several  other  locations 
until  1914  when  he  and  his  wife  moved  to 
Vermillion  where  he  practiced  ever  since.  Dr. 
Stansbury  also  taught  obstetrics  at  the  Uni- 
versity of  S.  D.  medical  school  for  about  15 
years. 

He  was  a member  of  the  Veterans  of  For- 
eign Wars  and  the  Odd  Fellows  Lodge,  and 
for  many  years  was  a member  of  the  SDSMA 
Council.  His  name  also  appeared  in  Who’s 
Who  in  America.  He  was  licensed  to  practice 
medicine  in  South  Dakota,  Nebraska  and 
California,  passing  the  state  board  examina- 
tion in  California  following  his  heart  attack 
about  four  years  ago. 

He  is  survived  by  his  widow  and  two 
brothers.  Dr.  W.  L.  Stansbury  of  Willows, 
Calif,  and  J.  L.  Stansbury  of  Mountain  View, 
Calif. 


THE  EARLY  MANAGEMENT 
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REPORT  ON  ACTIONS  OF  THE  HOUSE 
OF  DELEGATES 

AMERICAN  MEDICAL  ASSOCIATION 
105th  ANNUAL  MEETING 
JUNE  11-15,  1956* 


CHICAGO,  June  15  — Hospital  accredita- 
tion, evaluation  of  graduates  of  foreign  med- 
ical schools,  private  practice  by  medical 
school  faculty  members,  federal  aid  to  med- 
ical education  and  premature  publicity  on 
new  drugs  were  among  the  major  subjects 
acted  upon  by  the  House  of  Delegates  at  the 
American  Medical  Association’s  105th  Annual 
Meeting  held  June  11-15  in  Chicago. 

Dr.  David  B.  Allman,  surgeon  of  Atlantic 
City,  N.  J.,  was  named  unanimously  as  presi- 
dent-elect for  the  coming  year.  A member  of 
the  AMA  Board  of  Trustees  since  1951  and 
also  chairman  of  the  Committee  on  Legisla- 
tion, Dr.  Allman  will  become  president  of  the 
American  Medical  Association  at  the  June, 
1957,  meeting  in  New  York  City.  He  will  suc- 
ceed Dr.  Dwight  H.  Murray  of  Napa,  Calif., 
who  took  office  at  the  Tuesday  evening  in- 
augural program  in  the  Chicago  Civic  Opera 
House. 

The  House  of  Delegates  selected  Dr.  Walter 
L.  Bierring  of  Des  Moines,  Iowa,  as  recipient 
of  the  1956  Distinguished  Service  Award  of 
the  American  Medical  Association  for  his 
long  and  outstanding  contribution  to  med- 
icine and  humanity.  Dr.  Bierring,  a past 
president  of  the  AMA,  was  honored  for  his 
achievements  in  the  fields  of  public  health 
and  medical  examining  board  work.  He 
formally  accepted  the  award  at  the  Tuesday 
inaugural  program. 

Total  registration  at  the  end  of  the  fourth 
day  of  the  meeting,  with  half  a day  still  to  go, 
had  reached  22,394,  including  9,793  practicing 
physicians  and  12,601  residents,  interns,  med- 
ical students  and  guests. 

Hospital  Accreditation 

The  House  of  Delegates  approved  the  re- 
port of  the  Committee  to  Review  the  Func- 
tions of  the  Joint  Commission  on  Accredita- 
tion of  Hospitals,  which  was  appointed  by  the 
Speaker  as  a result  of  action  taken  at  the 
June,  1955,  meeting.  The  Committee  came  to 
the  following  conclusions: 

* This  summary  was  prepared  by  the  AMA  for  the 
benefit  of  delegates  who  attended  that  annual 
meeting.  It  also  serves  as  a report  of  our  delegate 
A.  A.  Lampert,  M.D. 


“1.  Accreditation  of  hospitals  should  be 
continued. 

“2.  The  Joint  Commission  should  maintain 
its  present  organizational  representation. 

“3.  The  Board  of  Trustees  should  report 
annually  to  the  House  of  Delegates  on  the 
activities  of  the  Joint  Commission. 

“4.  Physicians  should  be  on  the  adminis- 
trative bodies  of  hospitals. 

“5.  General  practice  sections  in  hospitals 
should  be  encouraged. 

“6.  Staff  meetings  required  by  the  Joint 
Commission  are  acceptable,  but  attendance 
requirements  should  be  set  up  locally  and  not 
by  the  Commission. 

“7.  The  Joint  Commission  should  not  con- 
cern itself  with  the  number  of  hospital  staffs 
to  which  a physician  may  belong. 

“8.  The  Joint  Commission  is  not  and  should 
not  be  punitive. 

“9.  The  Joint  Commission  should  publicize 
the  method  of  appeal  to  hospitals  that  fail  to 
receive  accreditation. 

“10.  Reports  on  surveys  should  be  sent  to 
both  administrator  and  chief  of  staff  of  hos- 
pital. 

“11.  Surveyors  should  be  directly  employed 
and  supervised  by  the  Joint  Commission. 

“12.  Surveyors  should  work  with  both  ad- 
ministrator and  staff. 

“13.  New  surveyors  should  receive  better 
indoctrination. 

“14.  Blue  Cross  and  other  associations 
should  be  requested  not  to  suspend  full  bene- 
fits to  non-accredited  hospitals  until  those  so 
requesting  have  been  inspected. 

“15.  The  American  Medical  Association 
should  conduct  an  educational  campaign  for 
doctors  relative  to  the  functions  and  opera- 
tions of  the  Joint  Commission. 

“16.  The  Committee  also  suggests  that  the 
American  Medical  Association  and  the  Amer- 
ican Hospital  Association  encourage  educa- 
tional meetings  for  hospital  boards  of  trus- 
tees and  administrators  either  on  state  or  na- 
tional levels  to  acquaint  these  bodies  with  the 
functions  of  accreditation. 

“17.  This  Committee  asks  to  be  discharged 
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upon  submission  of  this  report  to  the  House 
of  Delegates.” 

The  House  also  approved  a reference  com- 
mittee suggestion  that  the  following  state- 
ment be  added  to  strengthen  the  report: 

“The  Committee  recommends  that  the  com- 
missioners to  the  Joint  Commission  on  Ac- 
creditation of  Hospitals,  appointed  by  the 
Board  of  Trustees  of  the  Aemican  Medical 
Association,  urge  that  Commission  to  study: 

“1.  The  problems  of  the  exclusion  from 
hospitals  and  arbitrary  limitation  of  the  hos- 
pital privileges  of  the  general  practitioner, 
and 

“2.  Methods  whereby  the  following  stated 
principles  may  be  achieved: 

“ ‘The  privileges  of  each  member  of  the 
medical  staff  shall  be  determined  on  the  basis 
of  professional  qualifications  and  demon- 
strated ability.’ 

“ ‘Personnel  of  each  service  or  department 
shall  be  qualified  by  training  and  demon- 
strated competence,  and  shall  be  granted 
privileges  commensurate  with  their  individ- 
ual abilities.’  ” 

Graduates  of  Foreign  Medical  Schools 

The  House  of  Delegates  approved  in  prin- 
ciple a program  for  the  evaluation  of  grad- 
uates of  foreign  medical  schools  seeking  hos- 
pital positions  in  the  United  States.  The  pro- 
posed program  was  developed  by  the  Co- 
operating Committee  on  Graduates  of  Foreign 
Medical  Schools,  representing  the  AMA 
Council  on  Medical  Education  and  Hospitals, 
American  Hospital  Association,  Association 
of  American  Medical  Colleges  and  Federation 
of  State  Medical  Boards  of  the  United  States. 

The  following  principles  were  emphasized 
by  the  Council  on  Medical  Education  and 
Hospitals  in  its  report  recommending  AMA 
participation  in  the  program: 

“1.  Although  the  responsibility  to  share 
educational  opportunities  in  medicine  is 
recognized,  the  primary  concern  must  be  for 
the  health  care  of  the  American  public.  Thus, 
before  assuming  responsibility  for  the  care 
of  patients  as  interns  or  residents,  all  grad- 
uates of  foreign  medical  schools  (immigrants, 
exchange  students  and  American  graduates 
of  foreign  medical  schools)  should  give  evi- 
dence, as  nearly  as  can  be  measured,  of  hav- 
ing reached  a level  of  educational  attainment 
comparable  to  that  of  students  in  American 
schools  at  the  time  of  graduation. 


“2.  The  primary  objective  of  this  Commit- 
tee is  to  devise  an  effective  mechanism  for 
measuring  educational  attainment  in  the  ab- 
sence of  intimate  and  continuing  knowledge 
of  the  educational  background  of  foreign- 
trained  physicians.  This  mechanism  should 
provide  hospitals  with  pertinent  information 
regarding  the  medical  qualifications  of  for- 
eign-trained physicians  seeking  positions  as 
interns  or  residents.  It  should  not  interfere 
with  the  hospital’s  privilege  of  making  its 
own  selection  among  qualified  physicians,  nor 
should  it  serve  as  a substitute  for  or  interfere 
with  the  normal  licensure  procedures  of  the 
various  state  boards. 

“3.  It  is  not  intended  that  this  mechanism 
be  applicable  to  those  foreign  medical  school 
graduates  in  this  country  as  temporary  stu- 
dents participating  in  programs  of  medical 
and  related  studies  in  recognized  universities, 
medical  schools  and  postgraduate  schools, 
who  by  the  very  nature  of  their  study  are  not 
involved  in  the  responsibility  of  patient 
care.” 

The  proposed  plan  calls  for  establishment 
of  a central  administrative  organization  to 
evaluate  the  medical  credentials  of  foreign 
trained  physicians  desiring  to  serve  as  interns 
or  residents  in  American  hospitals.  Basic  re- 
quirements would  include  satisfactory  evi- 
dence of  at  least  18  years  of  total  formal  edu- 
cation, including  a minimum  of  32  months  in 
medicine  of  any  time  which  in  this  country 
would  be  considered  as  premedical  study  or 
internship.  Applicants  with  satisfactory  cre- 
dentials then  would  take  a screening  exam- 
ination to  determine  their  medical  knowledge 
and  their  facility  with  the  English  language. 
Successful  applicants  then  would  be  certified 
to  hospitals  and  other  interested  organiza- 
tions, with  the  approval  of  the  foreign-trained 
physician  concerned. 

Private  Practice  by  Medical  School  Faculty 
Members 

Another  major  action  by  the  House  in- 
volved the  problem  of  private  practice  by 
medical  school  faculty  members,  which  has 
been  under  study  by  the  Committee  on  Med- 
ical and  Related  Facilities  of  the  Council  on 
Medical  Service.  The  House  adopted  a Coun- 
cil report  which  stated  “that  it  shall  be  the 
policy  of  the  American  Medical  Association 
that  funds  received  from  the  private  practice 
of  medicine  by  salaried  members  of  the  clin- 
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ical  faculty  of  the  medical  school  or  hospital 
should  not  accrue  to  the  general  budget  of 
the  institution  and  that  the  initial  disposition 
of  fees  for  medical  service  from  paying  pa- 
tients should  be  under  the  direct  control  of 
the  doctor  or  doctor  rendering  the  service.” 

It  was  further  recommended  that  adequate 
liaison  be  developed  and  maintained  between 
each  county  medical  society  and  any  medical 
school  or  schools  in  its  area;  that  the  Council 
on  Medical  Education  and  Hospitals  and  the 
Association  of  American  Medical  Colleges 
urge  all  medical  schools  to  assist  and  work 
with  medical  societies  in  developing  such 
liaison,  and  that  publicity  emanating  from  a 
medical  school  should  be  in  good  taste  and  of 
a type  which  has  the  approval  of  the  general 
medical  community  in  that  area. 

The  adopted  report  also  said:  “It  is  not  in 
the  public  or  professional  interest  for  a third 
party  to  derive  a profit  from  payment  re- 
ceived for  medical  services,  nor  is  it  in  the 
public  or  professional  interest  for  a third 
party  to  intervene  in  the  physician-patient 
relationship.” 

Federal  Aid  to  Medical  Schools 
One  of  the  most  controversial  subjects  of 
debate  on  the  floor  of  the  House  was  a resolu- 
tion expressing  strong  opposition  to  S.  1323, 
a bill  in  Congress  providing  for  one-time, 
matching  grants  to  m.edical  schools  for  con- 
struction purposes.  The  Association  in  recent 
years  has  been  supporting  such  legislation  in 
principle,  with  certain  reservations  concern- 
ing details  of  some  provisions.  The  House  re- 
affirmed that  policy  by  approving  a reference 
committee  statement  which  said: 

“We  appreciate  the  intent  with  which  this 
resolution  was  introduced,  but  at  the  same 
time  we  feel  that  there  are  many  economic 
and  geographical  factors  involved,  which 
might  not  make  this  resolution  practical  on  a 
national  level.  Inasmuch  as  no  evidence  was 
offered  to  this  Committee  to  Justify  a change 
in  the  previously  declared  policy  of  the  House 
of  Delegates,  your  Committee  recommends 
that  this  resolution  be  not  adopted.” 

Premature  Drug  Publicity 
The  House  adopted  a substitute  resolution 
which  read: 

“Whereas,  In  recent  years,  events  have  in- 
dicated the  necessity  for  a closer  liaison  be- 
tween the  pharmaceutical  manufacturer  and 
the  American  Medical  Association;  and 


“Whereas,  In  view  of  the  tremendous  num- 
ber of  new  drugs  being  developed  and  the  ex- 
panding research  programs  in  medical  col- 
leges, climes  and  hospitals  being  financed  by 
the  drug  industry,  it  is  imperative  that  the 
manufacturer  and  the  medical  profession  de- 
velop cooperatively  guiding  principles  which 
will  protect  the  American  people  from  being 
subjected  to  the  premature  release  of  infor- 
mation pertaining  to  new  products  or  tech- 
niques; and 

“Whereas,  Competition  within  the  phar- 
maceutical industry  has  become  extremely 
keen  so  that  in  the  advertising  of  their  prod- 
ucts drug  manufacturing  firms  have  been 
forced  into  the  expenditure  of  larger  and 
larger  sums  of  money  and  in  increasingly 
broader  fields  of  advertising;  therefore  be  it 

“Resolved,  That  the  Board  of  Trustees  of 
the  American  Medical  Association  appoint  a 
liaison  committee  to  meet  with  representa- 
tives of  the  pharmaceutical  manufacturers  to 
accomplish  this  objective.” 

Miscellaneous  Actions 

Among  many  other  actions  on  a wide  var- 
iety of  subjects,  the  House  also: 

Approved  a Broad  of  Trustees  statement  on 
Social  Security  which  included  the  following: 
“It  is  imperative  that  we  distinguish  clearly 
between  this  problem  of  coverage  of  phys- 
icians and  the  far  more  dangerous  disability 
proposal.  The  fact  should  be  recognized  that 
the  shape  of  medical  practice  in  the  future  is 
not  directly  related  to  the  inclusion  or  ex- 
clusion of  physicians  under  OASI.  It  is  a 
matter  of  vital  importance  to  us  as  individ- 
uals, but  it  cannot,  per  se,  stimulate  further 
government  intrusion  into  medical  care.  On 
the  other  hand,  the  disability  amendment  ob- 
viously brings  the  Social  Security  Adminis- 
tration closer  to  the  regulation  of  medical 
care  than  ever  before.” 

Adopted  a resolution  amending  the  Bylaws 
to  provide  that  the  Vice-President,  Treasurer, 
Speaker  and  Vice  Speaker  of  the  House  of 
Delegates  shall  be  ex  officio  member  of  the 
Board  of  Trustees  with  all  the  rights  and 
duties  of  the  Board  without  the  right  to  vote. 

Increased  membership  of  the  Council  on 
Medical  Service  from  six  to  nine  active  or 
service  members  and  eliminated  all  ex  officio 
members  except  the  immediate  Past  Presi- 
dent. 

Directed  the  Council  on  Medical  Service 
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and  the  Council  on  Industrial  Health  to  re-  Recommended  that  the  Board  of  Trustees 

consider  the  “Guiding  Principles  for  Evaluat-  select  New  York  City  as  the  place  of  the  1961 

ing  Management  and  Union  Health  Centers”  annual  meeting, 

through  their  joint  Committee  on  Medical 
Care  for  Industrial  Workers  and  to  so  revise 
the  guides  that  they  conform  completely  with 
the  Principles  of  Medical  Ethics. 

Authorized  the  Committee  on  Federal  Med- 
ical Services  to  make  a continuing  study  of 
all  aspects  of  VA  medical  activities  under  the 
basic  policy  established  in  June,  1953,  and 
suggested  reconsideration  of  the  temporary 
exceptions  made  at  that  time  with  respect  to 
neuropsychiatric  and  tuberculous  disorders. 


THE  UNIVERSITY  OF  NEBRASKA 
COLLEGE  OF  MEDICINE 


Announces  the  following 
Arthritis  Symposium 
Cancer  of  Head  and  Neck 
Electrocardiography 
Gastroenterology 
Hematology  Symposium 
Hospital  Administration 
Infectious  Diseases 
Infertility  Problem 
Obstetrical  Emergencies 

For  information,  address 
University  of  Nebraska 
42nd  and  Dewey  Ave., 


postgraduate  courses 
Office  Gynecology 
Pediatric  Allergy 
Pregnancy  Complications 
Preventive  Medicine 
Psychiatry 
Pulmonary  Diseases 
Renal  Diseases 
Trauma  Symposium 
Uterine  Bleeding 
: Postgraduate  Affairs 
College  of  Medicine 
Omaha  5,  Nebraska 


A nnouncing 

The  Twenty-Fourth  Annual  Assembly 

OF  THE 

OMAHA  MID-WEST  CLINICAL  SOCIETY 

Sheraton-Fontenelle  Hotel,  Omaha,  Nebraska 
OCTOBER  29TH  THRU  NOVEMBER  iST,  1956 
FEATURING  ii  GUEST  SPEAKERS  OF  NATIONAL  REPUTE 
Charles  C.  Dennie,  M.D.,  Dermatology  Jack  Wickstrom,  M.D..  Orthopedic  Surgery 

University  of  Kansas  Medical  Center  Tulane  University  of  Louisiana  School  of  Medicine 


C.  Paul  Hodgkinson,  M.D„  Gynecology 

and  Obstetrics 

Henry  Ford  Hospital,  Detroit,  Michigan 

George  C.  Griffith,  M.D.,  Internal  Medicine 

University  of  Southern  California  School  of  Medicine 

Chester  S.  Keefer,  M.D.,  Internal  Medicine 

Boston  University  School  of  Medicine 

Hugh  T.  Carmichael,  M.D.,  Neuropsychiatry 

University  of  Illinois  College  of  Medicine 


Merrill  J.  Reeh,  M.D.,  Ophthalmology 

Portland,  Oregon 

James  L.  Wilson,  M.D.,  Pediatrics 

University  of  Michigan  Medical  School 

Henry  G.  Moehring,  M.D.,  Radiology 

Duluth  Clinic,  Duluth,  Minnesota 

Denton  A.  Cooley,  M.D.,  Surgery 

Baylor  University  College  of  Medicine 

Thomas  B.  Quigley,  M.D.,  Surgery 

Harvard  Medical  School 


Lectures,  panel  discussions,  round-table  luncheons  and  dinners,  medical  motion  pictures,  scientific 

exhibits  and  technical  exhibits. 

Approved  for  Category  I credit  by  American  Academy  of  General  Practice 
(Registration  Fee  — $7.50.  Luncheons  and  dinners  additional.) 

For  information  write  . . . 

JAMES  J.  O’NEIL,  M.D.,  Director  of  Clinics 
1031  Medical  Arts  Building,  Omaha,  Nebraska 


— 350  — 


HiDICJa  LIBRARY  BOOKSHEF 


Because  of  a request  by  a staff  member  of 
the  Government  Research  Bureau  of  the  Uni- 
versity two  publications  were  added  to  the 
library  collection  on  the  subject  of  adminis- 
tration and  organization  of  state  psychiatric 
services.  One  of  these  was  a reprint  from 
Menial  Hygiene  v.  38,  no.  2,  April  1954  and 
was  an  article  by  Raymond  G.  Miller  entitled 
“A  Study  of  Administration  of  State  Psy- 
chiatric Services.” 

This  article  reports  the  major  findings  of  a 
project  undertaken  by  the  National  Associa- 
tion for  Mental  Health  under  a research  grant 
from  the  National  Institute  of  Mental  Health 
of  the  Public  Health  Service. 

According  to  this  study,  altho  the  task  of 
state  care  and  treatment  has  changed  with 
the  newer  concepts  of  psychiatry  and  cur- 
ability, the  administrative  means  and  me- 
chanisms for  performing  it  have  not  changed 
correspondingly.  The  tools  provided  for  ad- 
ministrative setups  and  systems  of  most  states 
remain  archaic  and  inadequate,  ill  fitted  to 
the  job  to  be  done.  Mental  institutions  in 
nearly  half  of  the  states  are  under  boards  that 
have  full  or  partial  powers  and  duties  of  con- 
trol and  management.  Expert  opinion  is 
unanimously  adverse  on  the  subject  of  boards 
as  agencies  of  administration,  and  are  agreed 
that  they  should  act  in  an  advisory  capacity 
only.  The  following  is  quoted  from  the  sum- 
mary of  this  article: 

“There  is  a tremendous  job  to  be  done  in 
this  country  in  the  care  and  treatment  of  the 
mentally  ill,  in  the  prevention  of  mental  ill- 
ness, and  in  the  restoration  of  patients  to 
community  life.  This  job  is  largely  up  to  the 
several  states  and  so,  largely  up  to  the  cit- 
izens and  voters  of  the  state.  If  the  job  is  to 


be  efficiently  and  effectively  done,  its  admin- 
istration should  in  most  states  be  entrusted 
to  a separate,  coordinate  department  of  men- 
tal health.  The  department  should  be  headed 
by  a person  specially  qualified  with  not  only 
psychiatric  training  and  experience,  but  also 
the  appropriate  training  and  experience  in 
administration.  The  work  of  this  department 
should  embrace  both  institutional  and  extra- 
institutional  programs  and  activities  close  co- 
operation with  public  and  private  agencies  in 
the  state  and  in  the  local  communities.” 

It  is  emphasized  also,  in  this  article  that 
comprehensive  mental  health  and  hospital 
programs  should  be  administered  by  a single 
integrated  state  agency,  and  the  program 
should  follow  clearly  defined  lines  of  author- 
ity. Close  interdepartmental  relations  should 
be  developed  and  staff  service  at  the  central 
level  should  not  be  permitted  to  interfere 
with  direct  relationships  between  the  agency 
head  and  individual  hospital  superintendents. 

The  second  publication  acquired  was  pub- 
lished by  the  Council  of  State  Governments 
in  1950  and  is  a study  of  the  organization,  ad- 
ministration and  operation  of  state  programs 
for  the  care  and  treatment  of  the  mentally  ill. 
It’s  title  is  “Health  programs  of  the  Forty 
Eight  States”  and  includes  statistics  and  data 
on  patient  population,  financial  problems, 
hospital  needs,  legal  aspects,  state  hospital 
systems,  plant  and  equipment,  care  and  treat- 
ment, integration  and  coordination  of  mental 
health  programs  and  other  items. 

According  to  these  two  reports  there  is 
great  variety  in  the  administration  of  state 
psychiatric  services;  22  states  having  a Board 
or  Commission  (in  the  majority  of  states 
members  are  appointed  by  the  governor);  15 
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states  with  a department  or  institution  of 
welfare;  10  with  a separate  coordinate  depart- 
ment of  mental  health;  1 with  a department 
of  public  health.  In  18  states  the  administra- 
tor is  appointed  by  the  governor  and  in  45 
states  the  hospital  superintendent  by  the 
board,  commissioner  or  director  of  a depart- 
ment and  in  3 states  by  the  governor. 

In  the  Council  of  State  Government’s  study 
a table  outlines  the  organization  of  state  men- 
tal hospital  authorities  by  states.  According 
to  this  South  Dakota  has  a Board  of  Charities 
and  Corrections  with  3 members  appointed 
by  the  governor  with  no  physicians  required 
on  the  Board,  with  control  of  other  institu- 
tions besides  the  one  mental  hospital,  and 
with  the  Supt.  of  the  Hospital  appointed  by 
the  Board. 

An  article  “The  Growing  Science  of  Mental 
Hospital  Administration”  by  Dr.  Crawford 
Baganz  in  American  Journal  of  Psychiatry 
V.  110,  Sept.  1953,  pp.  151-166  reveals  that  pre- 
vious to  1953  there  was  no  agency  for  certify- 
ing the  competence  of  psychiatrists  as  mental 
hospital  administrators.  The  1951  Mental 
Hospital  Institute  petitioned  the  Council  of 
the  American  Psychiatric  Association  for  the 
appointment  of  an  ad  hoc  committee  to  study 
the  qualifications  and  training  standards  of 
prospective  mental  hospital  administrators. 
The  resulting  committee  submitted  a ques- 
tionnaire to  the  mental  hospital  administra- 
tion members  of  the  American  Psychiatric 
Association  to  reflect  their  opinions  on  the 
qualifications  and  training  of  prospective 
mental  hospital  administrators.  On  March  15, 
1953,  after  discussion  with  the  American 
Board  of  Psychiatry  and  Neurology  and  rep- 
resentatives of  the  Medical  Advisory  Com- 
mittee of  the  A.M.A.  a standing  committee 
consisting  of  9 Fellows  of  the  American  Psy- 
chiatric Association  was  established  to  certify 
applicants  meeting  the  qualifications  estab- 
lished. 

It  is  interesting  to  note  that  in  the  Direc- 
tory of  Candidates  certified  May  7,  1955  found 
in  the  July  1955  issue  of  the  American  Jour- 
nal of  Psychiatry  that  Dr.  Charles  Yohe, 
formerly  of  the  Yankton  State  Hospital  is  in- 
cluded. 

The  Upjohn  Company  is  publishing  an  at- 
tractive, readable  weekly  in  newspaper  for- 
mat with  the  title  Scope  Weekly.  In  the  May 
16,  1956  issue  a report  is  given  of  the  annual 


meeting  of  the  American  Psychiatric  Associa- 
tion at  which  was  heard  new  evidence  of  the 
rising  tide  of  scientific  investigation  aimed  at 
the  biochemical  and  physiologic  bases  of 
mental  illness.  At  this  meeting  Dr.  Percival 
Bailey,  Director  of  the  Illinois  State  Psycho- 
pathic Institute  at  Chicago,  challenged  the 
Freudians  to  (quote)  “get  back  into  the  hos- 
pitals and  laboratories  and  prove  by  estab- 
lished criteria,  that  their  concepts  have  scien- 
tific validity”  and  “that  the  problems  of 
schizophrenia  will  be  solved  by  the  biochem- 
ist” Dr.  Linais  Pauling,  Nobel  Laureate  and 
Prof,  of  Chemistry  of  the  California  Institute 
of  Technology  stated  that  mental  illness  may 
be  due  to  molecular  abnormalities,  either 
qualitative  or  quantitative  and  that  the  mole- 
cular basis  of  hereditary  disease  has  been 
clarified  by  the  discovery  that  sickle  cell 
anemia  is  caused  by  the  gene-controlled 
manufacture  of  hemoglobin  molecules  that 
differ  slightly  in  structure. 

Esther  Howard 

Medical  Librarian 


SUPPLEMENTARY  ROSTER 

The  following  are  paid  members  who  were 
not  included  in  the  August  Roster. 

H.  H.  Brauer,  M.  D. Sisseton 

W.  C.  Brinkman,  M.D. Sisseton 

Russell  Forrest,  M.D. Sioux  Falls 

G.  M.  Jameson,  M.D. Sioux  Falls 

Peter  Lakstigala,  M.D. White  River 

Dagfin  Lie,  M.D. Webster 

R.  J.  Quinn,  M.D. Burke 

Wayne  Shaw,  M.  D. Howard 

Bruno  Strauss,  M.D. Veblen 

E.  P.  Voss,  M.D Ft.  Pierre 
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DENT’S 
A G E 


Keeping  our  servicemen,  serving  under  compulsion, 
happy,  and  contented  has  long  been  a problem.  Pay  incen- 
tives, insurance  and  pensions  for  regular  servicemen  as  well 
as  advancement  advantages  for  reenlistment  have  been  pro- 
vided as  compensation. 


Labor  unions  have  been  demanding  higher  wages  for 
their  members  as  well  as  fringe  benefits  such  as  prepay  med- 
ical insurance  or  medical  care  not  only  for  the  laborer,  but 
also  for  his  dependents. 


Since  this  is  the  trend  the  Department  of  Defense  and 
the  Department  of  Health,  Education  and  Welfare  have  been 
seeking  methods  of  easing  the  servicemen’s  minds  by  having 
the  government  assume  the  responsibility  for  the  medical 
expenses  of  his  dependents.  These  departments  feel  that  by 
relieving  him  of  this  worry  he  will  be  a better  soldier. 


Therefore  Public  Law — 569  was  passed  by  Congress  on 
June  7,  1956  to  be  in  effect  on  December  8,  1956.  There  is  no 
question  of  whether  this  is  or  is  not  Socialized  Medicine.  It  is  Socialized  Medicine  for  a seg- 
ment of  the  population  on  the  pay  roll  of  the  government.  It  is  up  to  us  as  good  citizens  to 
accept  this  fact  and  work  with  the  government  to  implement  this  law. 


John  C.  Foster  was  called  into  the  AMA  office  on  July  21st  and  22nd  to  get  the  first  brief- 
ing on  this  law.  There  are  three  things  that  must  be  done  by  the  State  Medical  Society: 


1.  To  participate  in  the  plan. 

2.  To  decide  on  a fiscal  agent. 

3.  To  enter  into  a contract  with  the  Armed  Forces.  (Department  of  Defense). 

We  must  get  a fee  schedule  ready  to  present  to  the  armed  forces.  To  do  this  in  such  a 
short  time  is  no  easy  task  for  a list  of  a thousand  items.  We  thought  it  would  be  wise  to  take 
150  of  the  most  common  items  to  submit  to  them  and  work  out  the  rest  later. 


John  C.  Foster  and  I were  called  into  St.  Paul  to  the  meeting  of  the  Northwest  Medical 
Conference  to  discuss  the  plans  with  the  representatives  of  the  Department  of  Defense  and  the 
A.M.A.  and  officers  of  the  Wisconsin,  Minnesota,  Iowa,  North  and  South  Dakota  and  Nebraska 
Medical  Societies. 


The  representatives  of  the  Department  of  Defense,  Frank  Bartimo  and  Dr.  Robert  Benford, 
were  most  sympathetic  with  the  philosophy  of  Patient:  doctor  relationship  and  felt  that  each 
state  should  decide  its  own  fee  schedule  and  the  agent  it  would  use  to  carry  out  this  program. 

In  our  state  we  would  probably  have  no  more  than  four  or  five  hundred  cases  to  take  care 
of,  but  our  work  on  the  plan  now  will  set  an  important  precedent  for  the  future.  We  must  keep 
as  much  control  of  the  State  Society  as  we  can.  Make  no  mistake  about  it,  this  is  the  entering 
wedge  and  a long,  big  step  that  the  Sodalizers  have  won.  There  will  be  expansions  of  the 
present  plan  to  other  federal  employees. 

We  will,  with  your  help  and  suggestions,  do  the  best  we  can  in  complying  with  the  public 
law  of  the  land. 


Yours  respectfully, 
Alonzo  P.  Peeke 
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Tetracycline  Lederle 

in  the  treatment  of 


respiratory  infections 

January  and  his  associates^  have  written  on  the 
use  of  tetracycline  (Achromycin)  to  treat  118 
patients  having  various  infections,  most  of  them 
respiratory,  including  acute  pharyngitis  and 
tonsillitis,  otitis  media,  sinusitis,  acute  and 
chronic  bronchitis,  asthmatic  bronchitis,  bron- 
chiectasis, bronchial  pneumonia,  and  lobar 
pneumonia.  Response  was  judged  good  or 
satisfactory  in  more  than  84%  of  the  total  cases. 

Each  month  there  are  more  and  more  reports 
like  this  in  the  literature,  documenting  the 
great  worth  and  versatility  of  Achromycin. 
This  antibiotic  is  unsurpassed  in  range  of  effec- 
tiveness. It  provides  rapid  penetration,  prompt 
control.  Side  effects,  if  any,  are  usually  negligi  ble. 

No  matter  what  your  field  or  specialty. 
Achromycin  can  be  of  service  to  you.  For  your 
convenience  and  the  patient’s  comfort,  Lederle 
offers  a full  line  of  dosage  forms,  including 

ACHROMYCIN  SF 

Achromycin  with  Stress  Formula  Vitamins. 
Attacks  the  infection — defends  the  patient — 
hastens  normal  recovery.  For  severe  or  pro- 
longed illness.  Stress  formula  as  suggested  by 
the  National  Research  Council.  Offered  in 
Capsules  of  250  mg.  and  in  an  Oral  Suspension, 
125  mg.  per  5 cc.  teaspoonful. 

For  more  rapid  and  complete  absorption. 
H Offered  only  by  Lederle ! 

^tlcd  sealed  capsules 


^January,  H.  L.  et  al:  Clinical  experience  with  tetracycline. 
Antibiotics  Annual  1954-55,  p.  625. 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER.  NEW  YORK 

•REO.  U.  S.  PAT.  OFF. 
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MATERNAL  MORTALITY  STUDY 

The  South  Dakota  Society  of  Obstetrics  and 
Gynecology  is  sponsoring  a Committee  on 
Maternal  Mortality  Study.  The  Committee 
studies  all  maternal  deaths  in  the  State  of 
South  Dakota  and  reports  the  facts  thus  ac- 
cumulated to  the  physicians  of  our  state.  The 
death  records  are  studied  anonymously  by 
the  Committee  and  in  this  way  will  not  re- 
flect on  the  work  of  the  attending  physician. 

In  order  to  make  the  study  more  reliable 
it  is  essential  that  physicans  attempt  to  get 
autopsies  in  all  maternal  deaths  if  possible. 
Errors  in  reporting  or  failure  to  report  details 
as  required  on  death  certificates  make  the 
work  of  the  Committee  more  troublesome  and 
less  dependable. 

A questionnaire  is  sent  to  each  attending 
physician  to  obtain  necessary  information  re- 
garding each  maternal  death.  Three-fifths  of 
the  physicians  answered  their  questionnaire 
but  two-fifths  did  not.  It  is  the  duty  of  every 
physician  to  co-operate  with  the  Committee 
in  order  to  get  a thorough  and  reliable  study 
of  maternal  deaths.  In  this  way  the  Com- 
mittee can  evaluate  the  material  presented 
and  decide  whether  or  not  the  death  could 
have  been  prevented  and,  if  so,  where  the 
responsibility  lies. 

The  Board  of  Health  has  been  co-operating 
one-hundred  per  cent  with  the  Committee. 
How  about  the  physicians  of  the  state  doing 
the  same?  The  information  accumulated  by 
the  Committee  and  reported  to  the  physicians 
of  South  Dakota  is  worthy  of  study  and  will 
help  us  all  in  improving  our  obstetric  care 


and  avoiding  maternal  deaths. 

Congratulations  to  the  Committee  on  their 
detailed  study  of  Maternal  Death  in  South 
Dakota. 

F.  H.  C. 


DIABETES  DETECTION 

Some  years  ago  a historic  study  by  the 
United  States  Public  Health  Service  found 
that  many  diabetics  — perhaps  50%  of  the 
total  — did  not  know  of  their  condition  and 
so  were  not  receiving  the  treatment  that 
might  prevent  further  trouble.  Later  studies 
have  confirmed  this  finding.  The  United 
States  has  about  1,000,000  undiagnosed  dia- 
betics. Another  3,000,000  people  are  likely  to 
develop  diabetes  during  their  life.  At  least 
60,000  new  oases  develop  each  year. 

To  find  the  unknown  and  persuade  him  to 
obtain  medical  attention,  the  American  Dia- 
betes Association  sponsors  a Diabetes  Detec- 
tion Drive.  This  year,  as  in  the  past,  the  Dia- 
betes Committee  of  your  State  Medical  Asso- 
ciation, in  cooperation  with  the  various  Dis- 
trict Societies,  hopes  to  sponsor  a very  suc- 
cessful Detection  Drive,  in  which  it  is  hoped 
that  a large  segment  of  South  Dakota’s  popu- 
lation will  be  tested. 

It  is  anticipated  that  all  the  physicians  in 
the  state  will  evidence  a great  deal  of  interest 
in  this  very  worthwhile  project.  But  it  will 
require  hard  work  and  good  planning.  Dia- 
betes Detection  Week  starts  November  10, 
1956  --  GET  BEHIND  IT! 
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VOLUNTARY  HEALTH  PROGRAMS 
SHOW  LARGE  1956  GAINS 


Benefit  payments  under 
voluntary  health  insurance 
programs,  designed  to  help 
people  pay  hospital  and  doc- 
tor bills,  are  running  20% 
higher  so  far  this  year  than 
in  1955,  the  Health  Insurance 
Council  announced  Wednes- 
day, August  15,  in  releasing 
the  findings  of  its  annual  sur- 
vey of  the  extent  of  volun- 
tary health  coverage  in  the 
United  States.  In  1955  such 
payments  amounted  to  2.5 
billion  dollars. 

The  increase  in  benefit 
payments,  the  Council  said, 
reflects  both  the  progress 
made  by  the  American  people 
in  bringing  their  health  in- 
surance protection  to  more 
nearly  adequate  levels,  and 
the  continued  spread  of 
ownership. 

As  of  July  31,  the  Council 
estimates,  some  110  million 
persons,  an  all-time  high, 
were  covered  by  hospital  in- 
surance, while  94  million  had 
surgical  protection,  58  mil- 
lion had  policies  that  cover 
regular  medical  expenses  and 
seven  million  were  insured 
against  major  medical  ex- 
penses. 


The  survey,  which  is  mjade 
annually  by  the  Health  In- 
surance Council,  is  based 
upon  reports  of  health  in- 
surance programs  conducted 
by  insurance  companies, 
Blue  Cross — Blue  Shield  and 
other  health  care  plans. 

Commenting  on  the  ad- 
vances of  voluntary  health 
insurance  for  the  year,  the 
report  stated,  “The  rapid 
growth  of  hospital,  surgical 
and  regular  medical  expense 
insurance  during  1955  was  a 
continuance  of  truly  spec- 
tacular trends  that  have  been 
in  progress  for  more  than  a 
decade.”  During  the  year, 
the  report  went  on  to  say,  the 
number  of  people  with  hos- 
pital insurance  increased  by 
6.1%,  surgical  insurance  was 
up  7.0%  and  regular  medical 
expense  protection  made  a 
17.5%  gain.  Major  medical 
expense  insurance  made  the 
greatest  advance  with  an  in- 
crease of  138%. 

Some  highlights  of  the 
Council  survey  at  year’s  end 
are: 

In  addition  to  the  2.5  bil- 
lion dollars  paid  in  hospital, 
surgical  and  other  medical 
benefits  in  1955,  the  insur- 


ance companies  paid  595  mil- 
lion dollars  in  benefits  to 
people  under  policies  de- 
signed to  help  replace  income 
lost  because  of  sickness  or 
accident.  This  would  bring 
the  total  benefit  payments 
for  the  year  to  3.1  billion  dol- 
lars. 

Provision  for  hospital  care 
still  occupied  the  number 
one  place  in  the  American 
health  insurance  program, 
with  59,645,000  persons  hold- 
ing policies  from  insurance 
companies;  50,726,000  en- 
rolled by  Blue  Cross-Blue 
Shield;  and  4,530,00  covered 
by  miscellaneous  plans.  Mak- 
ing allowances  for  people 
protected  by  more  than  one 
type  of  insuring  organization, 
the  Council  reported  that 
107.6  million  persons  are 
covered  by  hospital  insur- 
ance. 

Protection  under  surgical 
programs  to  help  meet  the 
expense  of  operations  was 
provided  by  insurance  com- 
panies to  56,645,000  persons; 
39,165,000  by  Blue  Cross- 
Blue  Shield;  and  4,340,000  by 
the  other  health  care  plans. 
Allowing  for  those  with  dup- 
licate health  insurance  cov- 
erage, the  survey  finds  91.9 
million  persons  protected 
against  surgical  costs. 

Regular  medical  expense 
insurance,  providing  doctor 
visits  for  non-surgical  care. 
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MEDICARE"  PLANS  SHAPE  UP 


accounted  for  29,451,000  per- 
sons through  Blue  Cross- 
Blue  Shield,  while  25,031,000 
were  covered  by  insurance 
company  programs,  with  4,- 
639,000  persons  insured  under 
the  miscellaneous  plans.  The 
unduplicated  total  number 
of  persons  having  regular 
medical  expense  protection  is 
55.5  million. 


BLUE  SHIELD  PROGRAM 

SHAPING  UP 

The  Board  of  Directors  of 
the  Blue  Shield  Plan  met  in 
Sioux  Falls  on  Sunday,  Aug. 
5th  to  discuss  the  agreement 
with  Blue  Cross  of  Iowa,  and 
plans  are  now  shaping  up  for 
beginning  the  program.  Al- 
though the  Journal  is  not  in 
a position  to  bring  up  the 
minute  information  on  this 
new  plan  for  the  state,  it  will 
report  meetings  of  the  Blue 
Shield  Board  of  Directors  in 
the  future.  At  the  last  Board 
meeting,  it  was  decided  that 
further  negotiations  were 
necessary  with  Blue  Cross  of 
Sioux  City,  and  a full  anal- 
ysis of  the  fee  schedule  was 
discussed  in  order  to  see 
what  could  be  done  to  make 
the  sales  price  more  com- 
petitive. — 

COUNCIL  MEETS 

IN  HURON 

The  Council  of  the  State 
Medical  Association  is  meet- 
ing at  the  time  of  publication 
of  the  Journal,  with  a meet- 
ing set  for  September  16th. 

On  the  agenda  for  discus- 
sion was  Care  of  Military 
Dependents,  Proposed  Legis- 
lation for  the  coming  year. 
Status  of  Blue  Shield,  Status 
of  Planning  for  a Medicolegal 
Conference,  Status  of  Civil 
Defense  in  the  State,  and  Re- 
vision of  the  AMA’s  Code  of 
Ethics. 


All  forty-eight  State  Med- 
ical Societies  and  the  various 
territories  are  negogiating 
with  the  Department  of  De- 
sense for  the  establishment 
of  a Home  Town  Care  type 
of  medical  service  for  de- 
pendents of  military  person- 
nel. 

A meeting  called  by  the 
AMA  of  representatives  of 
all  state  Medical  Societies 
was  held  in  Chicago,  July 
28th.  At  that  meeting  a sur- 
vay  of  States  was  taken  to 
determine  what  type  of  plan 
they  would  desire.  All  of 
them  indicated  that  a Home 
Town  Care  Plan  would  be 
the  proper  method  of  handl- 
ing it,  many  of  them  stating 
that  it  would  be  handled 
through  their  local  Blue 
Shield  plan.  One  state  of  the 
group  indicated  a preference 

NEWS  NOTES 

Dr.  T.  R.  Pfisterer  has  lo- 
cated in  Redfield  with  Drs. 
Scallin,  Perry  and  Sanders. 

Hs  * * 

Doctor  R.  RoeseL  who  has 
just  completed  two  years 
residency  in  general  surgery 
is  now  associated  with  Doc- 
tor Quinn  in  Burke,  S.  D. 

* * 

Doctor  Robert  Bell  has  lo- 
cated in  De  Smet  this  fall  for 
general  practice,  upon  the 
completion  of  a year  of  resi- 
dency with  the  Yankton 
Clinic  and  Sacred  Heart  Hos- 
pital, Yankton. 

* * * 

Doctor  Frederick  M.  Rich 
left  on  August  11th  for  San 
Antonio,  Texas,  to  answer 
his  call  to  active  duty  with 
the  Army.  The  Rich’s  will 
keep  their  Elk  Point  mailing 
address. 


to  have  an  insurance  com- 
pany handle  it  rather  than 
burden  their  own  office  with 
the  details.  As  the  program 
planning  began  to  shape  up, 
a special  meeting  of  the 
North  Central  Conference 
was  called  for  August  11th  of 
which  representatives  of  the 
South  Dakota  State  Medical 
Association  were  in  attend- 
ance. 

In  addition,  the  Association 
executive  secretary  attended 
a meeting  of  the  Arkansas 
State  Medical  Society’s  Coun- 
cil on  Saturday,  August  4th, 
and  presented  the  mechanics 
of  operating  a Home  Town 
Care  Plan  as  has  been  alone 
in  S.  D.  for  the  Veterans  Ad- 
ministration, but,  has  never 
been  instituted  in  Arkansas. 

A uniform  fee  schedule  for 
the  State  is  contemplated. 

Doctor  Cletus  I.  Stevens. 

who  has  been  associated  in 
the  medical  profession  with 
Drs.  Tobin  & Tobin  at  Mit- 
chell for  the  last  three  years 
has  relinquished  his  practice 
in  that  city  and  will  join  a 
group  of  five  physicians  at 
Tacoma,  Wash. 

H:  * * 

Cleghom,  Iowa  turned  out 
on  June  23rd  to  honor  its 
doctor  — Dr.  Charles  Ihle, 
who  completed  fifty  years  in 
that  community.  Dr.  Ihle  is 
the  father  of  Doctor  C.  W. 
Ihle,  Jr.,  of  Sioux  Falls.  Dur- 
ing his  50  years  in  the  com- 
munity he  has  only  found 
time  for  three  vacations,  and 
never  really  found  time  for 
serious  consideration  of  a 
move  to  another  community. 
He  chose  to  remain  among 
the  people  he  grew  to  know 
and  love  simply  because  they 
needed  him. 
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AMERICAN  RHINOLOGIC 
SOCIETY  ANNUAL 
MEETING  TO  CONSIDER 
NASAL  PROBLEMS 

A symposium  on  “Expand- 
ing Horizons  in  Rhinology,” 
papers  on  rhinological  prob- 
lems and  workshop  presen- 
tations of  nasal  techniques 
will  feature  the  scientific 
program  at  the  second  an- 
nual meeting  of  the  Amer- 
ican Rhinologic  Society  in 
Chicago,  October  9-13. 

There  is  no  registration 
fee.  The  profession  is  wel- 
come to  attend  the  scientific 
sessions  as  guests  of  a mem- 
ber of  the  Society. 

Further  information  may 
be  obtained  from  Mrs.  Mabel 
Campbell,  corresponding  sec- 
retary, 834  Wellington  Ave., 
Chicago  14,  Illinois. 


COURSE  IN  POST- 
GRADUATE 
GASTROENTEROLOGY 

! The  American  College  of 
Gastroenterology  announces 
that  its  Annual  Course  in 
Postgraduate  Gastroenterol- 
ogy will  be  given  at  The 
Roosevelt  in  New  York  City, 
on  18,  19,  20  October  1956. 

For  further  information 
and  enrollment  write  to  the 
American  College  of  Gastro- 
enterology, Department  P.G., 
33  West  60th  Street,  New 
York  23,  N.  Y. 


OTOLARYNGOLOGY 
I SESSION  AT  VOF  I 

I The  Department  of  Oto- 

’ laryngology,  University  of 

I Illinois  College  of  Medicine, 

’i  announces  its  Annual  Assem- 

: bly  in  Otolaryngology  from 

October  1 through  7,  1956. 
' Interested  physicians 

' should  write  direct  to  the 

I Department  of  Otolaryngol- 

I ogy,  1853  West  Polk  Street, 

Chicago  12,  Illinois. 


SIXTH  ANNUAL 
REFRESHER 
MINNESOTA  ACADEMY 
OF  GENERAL  PRACTICE 

The  Minnesota  Academy  of 
General  Practice  will  con- 
duct its  Sixth  Annual  Fall 
Refresher  in  the  Prom  Ball- 
room, Saint  Paul,  Minnesota, 
from  8:30  a.m.  to  5:30  p.m.  on 
Wednesday,  October  17,  1956. 
Attending  Academy  mem- 
bers will  receive  credit  for 
seven  hours  of  formal  post- 
graduate study,  category  one. 

A wide  range  of  medical 
subjects  will  be  covered  by 
the  fourteen  lecturers.  The 
luncheon  speaker  will  be 
Claude  J.  Beck,  M.D.  of 
Cleveland.  Also  appearing 
on  the  program  will  be  Mi- 
chael J.  Wohl,  M.D.  of  Phila- 
delphia and  James  L.  Dennis, 
M.D.  of  Oakland,  California. 

Luncheon  is  included  in 
the  Registration  Fee  of  $10. 
Further  information  can  be 
procured  by  contacting  James 
A.  Blake,  M.D.,  15  Ninth 
Avenue  South,  Hopkins, 
Minnesota. 


AMERICAN  BOARD  OF 
OBSTETRICS  AND 
GYNECOLOGY.  INC. 

Applications  for  certifica- 
tion for  the  1957  Part  I Ex- 
aminations are  now  being 
accepted.  Candidates  mak- 
ing new  application  or  re- 
questing the  reopening  of  an 
application  must  do  so  before 
October  1,  1956.  Applications 
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are  to  be  accompanied  by  a 
list  of  hospital  admissions  as 
outlined  in  the  current  Bul- 
letin of  the  Board. 

The  next  scheduled  exam- 
ination (Part  I),  written,  and 
review  of  case  histories  for 
all  candidates  will  be  held  in 
various  cities  of  the  United 
States,  Canada,  and  military 
centers  outside  the  Continen- 
tal United  States,  on  Friday, 
February  1,  1957. 

Current  Bulletins  are  now 
available  and  may  be  ob- 
tained by  writing  to: 

Robert  L.  Faulkner,  M.D. 

Secretary 

American  Board  of  Ob- 
stetrics and  Gynecology 

2105  Adelbert  Road 

Ceveland  6,  Ohio 


I UROLOGY  AWARD 

The  American  Urological 
Association  offers  an  annual 
award  of  $1000  (first  prize  of 
$500,  second  prize  $300  and 
third  prize  $200)  for  essays 
on  the  result  of  some  clinical 
or  laboratory  research  in 
Urology.  Competition  shall 
be  limited  to  urologists  who 
have  been  graduated  not 
more  than  ten  years,  and  to 
hospital  internes  and  resi- 
dents doing  research  work  in 
Urology. 

The  first  prize  essay  will 
appear  on  the  program  of  the 
forthcoming  meeting  of  the 
American  Urological  Asso- 
ciation, to  be  held  at  the 
Hotel  William  Penn,  Pitts- 
burgh, Pennsylvania,  May 
6-9,  1957. 

For  full  particulars  write 
the  Executive  Secretary, 
William  P.  Didusch,  1120 
North  Charles  Street,  Bal- 
timore, Maryland.  Essays 
must  be  in  his  hands  before 
December  1,  1956. 
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THE  MODERN  MEDICAL  RADIOISOTOPE 
LABORATORY* 

By  D,  L.  Tabern.  Ph.D.** 


As  late  as  five  years  ago,  a “typical”  radio- 
isotope laboratory  came  into  being  as  a part 
of  a rather  extensive  hospital  or  university 
program,  replete  with  hot  laboratories,  a 
physicist  or  two,  and  with  the  backing  of  re- 
search grants  or  government  support.  While 
this  is  still  true  as  far  as  the  V.A.  and  certain 
governmental  laboratories  are  concerned, 
numerically,  at  least,  most  hospital  programs 
start  out  in  a relatively  small  way  as  a result 
of  the  ambitions  and  aspirations  of  one  man, 
or  a small  group,  often  with  limited  funds, 
and,  more  often  than  not,  faced  with  the 
necessity  of  being  self-supporting  within  a 
year  or  two. 

Obviously,  such  a laboratory  is  not  faced 
with  the  need  for  supplying  the  research 
worker  the  means  for  doing  a wide  range  of 
projects.  In  fact,  the  requirements  are  ex- 
actly the  reverse,  namely  that  the  equipment 
selected  must  be  simple,  rugged,  and  capable 
of  doing  the  jobs  at  hand  routinely,  often 
with  no  more  supervision  than  that  of  the 
trained  technologist. 

By  and  large,  the  chemists  have  been  able 
to  devise  tests  adaptable  to  fairly  standard 
equipment,  and  the  electronic  engineers,  in 
turn,  have  supplied  the  chemists  with  reliable 
instrumentation.  As  a result,  three  or  four 
relatively  simple  pieces  of  equipment,  used 
in  suitable  combinations,  provide  adequate 
uieans  of  doing  almost  all  of  the  clinical  tests 
which  have  been  shown  to  have  diagnostic 
significance  at  the  present  time. 

*Reprinted  through  the  courtesy  of  Tracerlab, 
Inc.  from  Tracerlog,  No.  77,  April,  1956. 

**Head,  Department  of  Radio-Pharmaceuticals, 
Abbott  Laboratories,  North  Chicago,  Illinois. 


Instrumentation 

The  first  of  these  instruments  is,  generally, 
a scaler,  and  whether  it  be  a binary  or  a de- 
cade, is  a matter  of  personal  opinion  and 
preference.  The  second  instrument  is  a 
“ratemeter”  whose  procurement  can  often  be 
delayed  until,  as  we  see  later,  tests  of  circula- 
tion time  and/or  liver  function  are  required. 

The  third,  and  perhaps  the  most  crucial  of 
all,  is  a scintillation  counter  of  the  probe  type. 
These  are,  today,  so  reliable  and  so  useful  for 
a wide  variety  of  operations  that  the  older 
Geiger  tube  probably  should  not  be  consid- 
ered except  as  a secondary  device,  or  where 
manual  scanning  is  to  be  utilized. 

The  fourth  is  simply  an  elaboration  of  the 
third,  namely  the  well  scintillation  counter. 
Tracerlab  has,  of  course,  made  it  possible  to 
use  the  same  photomultiplier  tube  and  am- 
plifier in  both  of  these  devices.  Alternatively, 
the  user  can,  as  the  need  arises,  obtain  both 
detectors  as  separate  pieces  of  equipment. 


Medical  Cart  and  Arm  With  1000  Scaler,  Scin- 
tillation Detector  and  Shield  as  Used  to  Measure 
Activity  of  Radiocap  for  Comparison  With  Patient 
Measurement. 
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Due  to  the  fact  that  radio-pharmaceuticals, 
including  all  of  the  materials  which  are 
needed  in  any  diagnostic  and  therapeutic  pro- 
gram, are  available  in  finished,  sterile,  accur- 
ately standardized  forms,  the  “hot”  labora- 
tory itself,  takes  on  quite  a new  appearance. 
Gone  is  the  hood,  with  all  its  expense,  except 
in  a few  selected  research  projects.  A stain- 
less steel  tray  placed  on  the  top  of  any  well 
constructed  laboratory  bench  suffices  to  con- 
fine all  radioactivity  during  periods  of  man- 
ipulation. Fifty  to  one  hundred  dollars  worth 
of  lead  bricks  provide  adequate  shielding  for 
all  radio-phosphorus,  radio-iodine,  and  radio- 
gold used  in  the  average  hospital.  The  actual 
removal  of  desired  quantities  from  the  mul- 
tiple dose  vials  is  easily  accomplished  by  a 
self  filling  shielded  radioisotope  syringe. 

These  changes,  in  turn,  have  resulted  in 
the  development  of  “mobile”  measuring  units 
which  may  be  operated  in  the  laboratory,  in 
a doctor’s  office  (in  emergency)  or  in  the  pa- 
tient’s room,  if  that  becomes  desirable. 

Certainly  the  most  versatile,  as  well  as  the 
most  logical,  “mobile  unit”  is  a system  where 
the  standard  scaler,  the  scintillation  counter, 
and  the  device  for  holding  and  positioning 
this  scintillation  counter  are  made  on  a cart, 
but  may  be  removed  and  used  separately  if 
desired.  Since,  particularly  in  thyroid  up- 
takes, the  positioning  of  the  scintillation  tube 
with  respect  to  the  patient’s  neck  is  highly 
important,  and  the  same  criteria  is  even  more 
true  in  tumor  localizations,  the  detector  arm 
should  be  flexible,  and  capable  of  fixation  in 
any  position.  Furthermore,  since  scintillation 
tubes  are  so  extremely  sensitive  to  gamma 
rays,  it  is  the  opinion  of  the  writer  that  the 
shield  employed  with  the  scintillation  detec- 
tor is  just  as  important  as  the  detector  itself. 
It  should  be  thick  enough  to  give  a low  back- 
ground; something  of  the  order  of  not  more 
than  400  counts  a minute,  and  preferably  con- 
sideraby  less  than  this.  Such  a shield  also 
can  and  should  act  as  collimator  so  that  the 
tube  “sees”  only  the  thyroid  area  of  the  pa- 
tient, with  as  little  of  the  extraneous  activity 
present  elsewhere  in  the  body,  as  possible.  It 
should  extend  at  least  2,  and  possibly  3,  inches 
in  front  of  the  face  of  the  tube. 

Such  an  essential  automatically  means 
weight,  and  hence,  both  the  arm  and  the  cart 
itself  must  be  so  designed  as  to  allow  the  use 
of  this  tube,  with  its  shield,  in  any  reason- 


able position,  without  danger  of  tipping.  In 
other  words,  ruggedness  can  be  far  more  im- 
portant in  practice  than  streamlined  design. 
A unit  of  this  type  with  the  scintillation  de- 
tector turned  upright  actually  provides  a very 
satisfactory  way  of  counting  plasma  samples 
for  blood  volume,  the  Cobalt®o  urines,  or  the 
Bi2  test  to  be  described  below. 

Diagnostic  Application 

Using  such  a “mobile  unit,”  thyroid  uptakes 
are  now  very  frequently  carried  out  in  the 
room  formerly  set  aside  for  the  older  “BMR” 
machine  which  the  uptake  is  so  frequently 
supplementing  and  replacing.  The  patient  is 
placed  in  a chair  with  a fixed  back  rest,  to 
support  the  head  in  a specific  position.  Per- 
haps it  is  even  better  to  have  the  patient  re- 
cline on  a convenient  couch,  with  the  scin- 
tillation probe  at  a carefully  measured  dis- 
tance from  the  top  of  the  neck.  After  meas- 
urement is  made,  the  “Phantocube”  contain- 
ing the  “Radiocap”  or  a solution  of  1-131 
equivalent  to  the  administered  dose  is  placed 
under  similar  conditions,  at  exactly  the  same 
distance  from  the  tube.  Since  the  Radiocap, 
or  solution,  represents  100%  of  the  dose  ad- 
ministered, the  thyroid  uptake  at  that  par- 
ticular time  is  obtained  simply  by  dividing 
the  patient’s  observed  count  by  the  observed 
count  for  the  standard,  corrected  if  desired 
(though  not  necessary),  to  account  for  the 
small  amount  of  activity  which  might  have 
been  observed  in  the  circulation  in  the  pa- 
tient’s neck. 


Measurement  of  1-131  Uptake  by  Thyroid  With 
Mobile  Unit. 
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Many  groups  feel  that,  largely  as  a check 
on  technique,  the  urinary  output  should  also 
be  measured.  This  can  be  easily  accomplished, 
with  this  same  setup,  by  simply  dissolving 
one  of  the  capsules,  or  an  equivalent  amount 
of  solution,  in  a 2 gallon  jug,  with  the  pa- 
tient’s accumulated  24  or  72  hour  urine  being 
placed  in  ideiitioal  containers.  Here  again, 
one  value  is  divided  by  the  other,  and  thus 
one  arrives  directly  at  the  percent  urinarj^ 
output.  If  the  urinary  output  plus  the  thyroid 
do  not  add  up  to  90%  or  better,  one  can  at 
least  be  suspicious  of  the  presence  of  metas- 
tases  which  can  be  scanned  for  by  techniques 
which  are  beyond  the  scope  of  this  presen- 
tation. 

Another  interesting  auxiliary  test  is  that 
involving  the  saliva.  It  has  been  shown  in  un- 
reported, as  well  as  reported  work,  that  in 
the  case  of  hypothyroid  patients  the  salivary 
activity  is  usually  5 to  10  times  as  high  as  that 
in  the  normal  saliva.  With  the  “mobile  units” 
this  can  be  easily  accomplished  by  simply 
taking  a vial  containing  an  accurately  known 
amount  (of  the  order  of  4 cc.)  of  saliva  placing 
it  directly  in  contact  with  the  crystal,  with 
the  counter  in  the  inverted  position  or  a well 
counter  referred  to  earlier,  and  counting  for 
5 to  10  minutes.  The  time  taken  is  negligible, 
and  in  questionable  hypothyroid  cases,  the 
data  can  be  of  definite  diagnostic  value. 

Many  groups  continue  to  use  or  to  be  in- 
terested in  the  “protein  bound  iodine”  tech- 
nique. In  the  isotopic  procedure,  this  is  really 
a ratio  of  the  inorganic  iodine  to  the  thy- 
roxin, as  present  in  the  blood  at  any  given 
time.  It  is,  in  other  words,  a “conversion 
ratio”  and  as  such  certainly  has  logical  sig- 
nificance. In  the  currently  used  procedure, 
the  thyroxine  along  with  the  protein  is  pre- 
cipitated by  trichlorocetic  acid,  and  the  com- 
parison is  made  of  the  counts  so  secured  with 
the  original  plasma  containing  both  iodide 
and  thyroxine.  The  author  and  Mr.  Thomas 
Lahr  have  recently  presented  a very  simple 
system,  made  of  plastic,  and  entirely  dispos- 
able, in  which  the  separation  is  accomplished 
in  a few  minutes  by  passage  over  a “loresin” 
exchange  column. 

Since  one  or  both  of  these  values  may  be 
quite  small,  with  the  50  to  60  micro  curies 
doses  which  are  today  felt  to  be  about  the 
maximum  that  one  wishes  to  employ,  one 
must  have  a well  counter,  used  for  the  saliva. 


Furthermore,  the  counting  must  be  carried  on 
for  a sufficiently  long  time  to  accumulate 
between  5,000  and  10,000  counts,  or  at  least 
such  portion  of  this  as  required  to  arrive  at 
the  desired  statistical  accuracy. 

Perhaps  the  fastest  growing  of  all  diagnos- 
tic tests  is  that  of  the  tagging  of  the  blood 
with  “Rachromate”  (ChromiumSi  as  sodium 
chromate)  and  the  determination  of  red  cell 
survival  times.  Here  again,  we  are  dealing 
with  very  low  orders  of  activity,  and  since 
Chromium^’'  gives  off  only  10%  if  its  energy 
in,  the  form  of  observable  gammas,  a v/ell 
counter  with  low  background  is  absolutely 
essential.  This  same  method  can  be  used  for 
studying  gastro-intestinal  bleeding,  a field 
which  certainly  opens  up  many  possibilities 
for  the  hospital  laboratory. 

The  surgeon  and  his  colleagues  in  the  op- 
erating room  have  long  wished  for  a m,ethod 
whereby  they  could -repeatedly  and  accurat- 
ely determine  blood  volum.es.  This  is,  of 
course,  now  possible  with  RISA  (Radioactive 
lodinated  Human  Serum  Albumin)  using  the 
simple  isotope  dilution  principle.  The  hos- 
pital wishing  tO'  do  only  a few  a week  can  get 
by  reasonably  well  with  the  upturned  coun- 
ter, but  if  more  are  to  be  done,  the  well  crys- 
tal unit  inserted  in  this  device,  or  better,  a 
separate  well  scintillation  counter  with  .max- 
imum lead  shielding  has  great  advantage. 
Since  this  and  the  Rachromate  technique  are 
tests  which  are  done  essentially  m the  clinical 
laboratory,  it  is  logical  to  leave  the  well  scin- 
tillation counter  in  the  laboratory,  and  to 
bring  the  scaling  unit  to  it,  when  such  work 
is  to  be  done.  Here  again,  the  “mobile  unit” 
proves  its  effectiveness. 

Certainly  one  of  the  most  uniquely  effec- 
tive, and  potentially  valuable  of  the  new  tests 
involves  diagnosis  of  pernicious  anemia 
and/or  conveirsely,  the  study  of  the  activity 
of  research  “intrinsic  factor”  preparations. 
Without  going  into  details  of  the  procedures, 
it  may  be  said  that  the  time  required  is  quite 
comparable  with  a thyroid  uptake,  that  there 
is  not  a single  blood  sample  to  take,  that  there 
are  no  bone  marrow  autopsies,  and,  in  the  re- 
peated using  of  the  “intrinsic  factor,”  the  test 
achieves  a diagnostic  accuracy  at  least  equal 
to  that  of  the  thyroid  uptake.  In  this  par- 
ticular case,  in  which  we  are,  in  essence, 
counting  simply  t.he  composite  24  hour  urine, 
it  is  actually  simpler  and  statistically  more 
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accurate  to  count  a liter  of  the  urine  placed 
immediately  over  a heavily  shielded  scintilla- 
tion probe,  than  it  is  to  employ  the  usual  2 to 
4 CCS.  of  urine  in  a well  scintillation  counter. 
Under  these  conditions,  counting  for  5 to  10 
minutes  is  adequate  even  with  low  urinary 
Cobalt  vitamin  B12  output. 

It  is  only  if  one  goes  beyond  this  point  that 
a ratemeter  necessarily  enters  the  picture. 
As  was  shown  many  years  ago,  if  one  places 
two  scintillation  counters,  one  over  the  heart, 
and  the  other  over  the  foot,  and  injects  radio- 
sodium, one  can  determine  the  time  of  the 
passage  of  that  activity  from  the  heart  to  the 
sole  of  the  foot  through  the  use  of  recordings 
on  an  appropriate  continuous  recording 
mechanism.  Today,  the  much  more  easily 
available,  and  cheaper,  EISA  is  employed  in 
doses  of  from  10  to  15  micro  curies. 

A ratemeter  is  also  highly  desirable  in 
studies  of  liver  function,  as  recently  des- 
cribed by  Taplin.  Here,  a scintillation  counter 
is  simply  “focused”  over  the  liver  and  the 
iodine-labelled  Rose  Bengal  is  given  intraven- 
ously. The  activity  is  picked  up  quite  rapidly 
by  the  normal  liver,  and  within  10  minutes, 
or  so,  the  maximum  concentration  is 
achieved,  as  indicated  by  the  height  of  the 
uptake  curve.  In  the  abnormal  liver,  the  ac- 
tivity subsequently  falls  off  fairly  rapidly,  so 
that  at  the  end  of  3 to  4 hours  comparatively 
little  is  left.  If  there  is  cirrhosis,  or  a similar 
inactivity  of  liver  tissue,  the  uptake  will  be 
much  lower,  and  frequently  more  prolonged. 
Under  these  conditions,  there  will  usually  be 
a slower  liberation  from  the  liver  into  the 
bile,  and  in  case  of  biliary  obstruction,  the 
counts  over  the  liver  may  remain  essentially 
constant  for  a number  of  hours.  A new  test 
has  just  been  described  by  the  same  group, 
using  the  iodine  tagged  diodrast  for  a com- 
parative study  of  kidney  function.  Here  too, 
scintillation  counters  are  focused  over  the 
respective  kidney  and  the  uptake  and  excre- 
tion are  followed,  in  the  two  cases,  by  sep- 
arate graphs  on  the  same  recording  sheet. 

Early  reference  was  made  very  briefly  to 
brain  tumor  localization.  Again,  EISA  is  em- 
ployed, and,  by  the  differential  uptake,  over 
corresponding  sides  of  the  skull,  it  is  fre- 
quently possible  to  demonstrate  the  exact  lo- 
cation of  such  brain  tumors.  This  still  re- 
mains the  technique  for  a group  seeing  a con- 
siderable number  of  such  cases  rather  than 


for  the  average  laboratory. 

In  summary,  then,  it  has  been  emphasized 
that  3,  or  at  the  most  4,  essential  and  quite 
standardized  components  allow  the  carrying 
out  of  essentially  all  presently  accepted  diag- 
nostic tests.  Little,  if  anything,  is  required  in 
the  way  of  the  “hot”  lab,  beyond  what  is 
available  in  the  average  hospital,  providing 
supplies  are  obtained  in  calibrated  form  from 
an  approved  secondary  supplier.  The  instru- 
mentation, or  at  least  major  portions  of  it, 
may  be  advantageously  mounted  as  a very 
compact  “mobile  unit”  and  used  where  it  can 
be  employed  most  effectively,  whether  this 
be  a special  diagnostic  room,  the  doctor’s 
office,  even  the  patient’s  room,  or  the  hospital 
laboratory. 

Those  currently  authorized  for  diagnostic 
radio-iodine,  may  usually  qualify  for  the 
other  purely  diagnostic  tests,  employing 
amounts  of  activity  less  than  100  micro  curies 
by  observing  or  carrying  out  from  3 to  5 de- 
terminations of  this  type.  Not  only  is  the 
average  instrumentation  cost  per  determina- 
tion decreased  by  thus  varying  and  expand- 
ing the  type  of  work  which  is  carried  out,  but 
the  service  which  the  laboratory  or  the  radio- 
isotope unit  provides  for  all  of  the  staff  mem- 
bers is  likewise  markedly  increased. 

The  Cost  of  a Radioisotope  Laboratory 

What  should  such  a modern  medical  radio- 
isotope laboratory  cost  to  install  and  operate? 
Instrumentation  such  as  that  discussed  wiU 
not  cost  more  then  $1500  to  $1800.  Amortizing 
this  over  four  or  five  years  means  a “per 
month”  instrument  cost  of  $25  or  $30.  Auth- 
orized and  trained  service  personnel  are 
available  at  approximately  $5  per  hour,  and 
are  located  at  major  centers  scattered 
throughout  the  country.  The  need  for  such 
service  is  infrequent  — usually  not  more  than 
once  or  twice  a year. 

The  cost  of  radio-pharmaceuticals  will,  of 
course,  depend  upon  the  isotopes  used,  and 
the  patient  load.  The  average  300-400  bed 
hospital  will,  in  the  first  year  or  two  of  its 
program,  do  each  month  some  20  Ii^i  up- 
takes, 4 therapies,  and  one  P32  therapy. 
The  cost  of  this  amount  of  isotopes,  in  an  ap- 
propriate number  of  shipments,  can  easily  be 
calculated  to  be  $90-$95.  The  200-300  bed  hos- 
pital may  do  only  3 therapies  with  I’si, 
which  reduces  the  cost  to  $60-$65.  For  the 
(Continued  on  Page  368) 
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Fair  Trade:  Its  Role  and  Its  Problems 

The  fair  trade  principle,  now  beginning  its 
second  quarter  century,  has  proved  its  worth 
and  is  here  to  stay,  but  the  serious  judicial 
and  enforcement  problems  facing  it  today 
cannot  be  ignored.  This  was  the  consensus 
of  the  speakers  who  examined  the  various 
aspects  of  fair  trade,  past  and  present,  at  the 
Silver  Jubilee  Conference  on  Fair  Trade, 
sponsored  by  the  Bureau  of  Education  on 
Fair  Trade  on  May  24,  at  the  Hotel  Roosevelt, 
New  York  City. 

A special  meeting  of  leading  fair  trade 
lawyers  was  also  sponsored  by  the  Bureau 
the  day  before  the  Silver  Jubilee  Conference 
for  the  purpose  of  examining  into  the  present 
legal  problems  of  fair  trade  and  developing 
possible  solutions.  Maurice  Mermey,  Bureau 
director,  reported  to  the  afternoon  session  of 
the  Silver  Jubilee  Conference  that  33  attor- 
neys, the  top  lawyers  in  the  United  States  on 
fair  trade,  had  attended  the  meeting  and  had 
advanced  a number  of  proposals  for  legisla- 
tion to  overcome  adverse  state  court  de- 
cisions. These  proposals  will  be  turned  over 
to  a panel  of  lawyers  for  their  study  and  final 
recommendations,  the  Bureau  director  said. 

Whal's  Ahead  for  Fair  Trade 

Senator  Hubert  H.  Humphrey  (Dem., 
Minn.),  a veteran  champion  of  fair  trade  and 
small  business  on  Capitol  Hill,  told  the  more 
than  200  manufacturers,  wholesalers,  retailers 
and  trade  association  leaders  gathered  at  the 
conference  that  American  business,  during 
the  past  25  years,  “has  accepted  the  fair  trade 
principle  as  a keystone  to  a free  and  competi- 
tive and  dynamic  economic  life.”  He  reported 
the  advance  findings  of  manufacturer  and  re- 


tailer polls,  recently  concluded  by  the  Senate 
Small  Business  Committee’s  subcommittee  on 
retailing,  distribution  and  fair  trade  practices. 

“Since  its  birth  fair  trade  has  had  many 
growing  pains.  But  the  formative  stage  is 
passed  and  fair  trade  is  moving  into  matur- 
ity with  the  satisfaction  that  it  is  no  longer 
just  a pregnant  thought  but  a growing  prin- 
ciple legally  recognized  and  widely  accepted. 
Even  so,  fair  trade  is  still  faced  with  serious 
problems  which  though  disconcerting,  are  not 
alarming.  These  problems  stem  largely  from 
a lack  of  understanding  of  fair  trade  and  point 
up  the  necessity  for  more  positive  and  ded- 
icated action  if  the  positions  won  are  to  be 
maintained  and  further  progress  made. 

“Ours  is  not  only  an  economic  problem,  but 
a moral  one,  and  furthermore,  one  which  is 
designed  to  benefit  equally  the  participant  — 
manufacturer,  merchant  and  consumer.  Con- 
sumers are  protected,  for  the  manufacturer 
and  retailer  alike  know  that  it  is  to  their  ad- 
vantage to  offer  quality  merchandise  at  com- 
petitive prices.  If  they  fail  to  do  so,  they  will 
lose  out  to  other  more  competitive  fair-traded 
merchandise. 

“We  must  point  out  devious  methods  em- 
ployed by  discounters  switching  sub-standard 
or  inferior  merchandise  to  the  purchaser 
through  deceptive  techniques.  The  consumer 
must  be  educated  to  realize  that  he  gets  no 
more  than  what  he  pays  for,  and  in  many  in- 
stances, less.” 

Manufacturers  who  knowingly  allow  their 
fair-traded  products  to  fall  into  the  hands  of 
discount  operators.  Senator  Humphrey  said, 
“are  guilty  of  a diabolical  act.  Those  who  con- 
nive with  discounters  are  cutting  their  own 
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throats  as  well  as  those  of  other  retailers.” 

Advance  Findings  of  Senate  Small  Business 
Subcommittee 

Senator  Humphrey  disclosed  to  the  con- 
ference the  advance  findings  of  the  recently 
concluded  study  of  fair  trade’s  operation  in 
the  marketplace,  made  by  the  Senate  Small 
Business  Committee’s  subcommittee  on  re- 
tailing, distribution  and  fair  trade  practices. 
The  Senator,  who  is  chairman  of  the  sub- 
committee, reported  that  over  75  per  cent  of 
the  manufacturers  responding  to  the  subcom- 
mittee’s questionnaire  said  that  fair  trade  was 
operating  well  in  their  respective  industries. 
The  field  of  drugs,  cosmetics  and  other 
drugstore  products  accounted  for  the  largest 
number  of  manufacturer  responses,  he  said, 
with  the  hardware  field,  second  and  clothing, 
third. 

The  response  to  the  subcommittee’s  ques- 
tionnaire to  manufacturers  indicates  that 
many  fair-traded  manufacturers  are  “effec- 
tively emplementing  their  programs,”  Sena- 
tor Humphrey  noted.  A surprisingly  large 
number  of  firms  reported  that  they  had  been 
fair-trading  for  the  entire  life  of  the  fair  trade 
laws  and  over  half  of  the  manufacturers  re- 
sponding indicated  that  their  fair  trade  pro- 
grams had  been  operating  for  some  16  to  20 
years.  These  data  point  to  the  wide  accep- 
tance of  fair  trade,  he  added.  One-third  of 
the  responding  manufacturers  said  they  do 
not  have  any  major  problems  in  enforcing 
fair  trade,  but  a substantial  number  indicated 
they  found  the  cost  of  enforcement,  particu- 
larly of  court  cases,  a problem.  Senator  Hum- 
phrey warned  that  fair  trade  could  be  struck 
down  if  there  were  “penny-pinching”  in  the 
approach  to  enforcement. 

As  for  the  response  from  the  questionnaire 
sent  to  a sampling  of  retailers,  the  Senator 
from  Minnesota  said  that  about  67  per  cent  of 
those  polled  replied  to  the  questionnaire. 
Again,  the  largest  number  of  replies  came 
from  the  field  of  drugs  and  drugstore  prod- 
ucts, with  the  fields  of  electric  appliances, 
jewelry,  auto  accessories  and  hardware  fol- 
lowing in  that  order.  Over  50  per  cent  of  the 
retailers  responding  indicated  that  the  repeal 
of  the  Federal  fair  trade  enabling  statutes, 
the  McGuire  and  Miller-Tydings  Acts,  would 
have  adverse  or  disastrous  effect  on  their  bus- 
iness, he  said. 

The  majority  of  retailers  replying  felt  that 


fair  trade  was  weaker  today  than  five  years 
ago,  as  a result  of  adverse  court  decisions  and 
price  wars.  Retailers  indicated  that  manu- 
facturers should  do  a better  job  of  enforce- 
ment and  not  deal  with  discounters.  Senator 
Humphrey  said.  He  stressed  that  retailers 
must  also  do  their  part  in  making  fair  trade 
work  and  must  not  fall  into  the  trap  of  price- 
cutting  in  order  to  swell  a single  day’s  profits. 
The  speaker  noted  that  over  half  of  the  re- 
tailers replying  to  the  poll  had  not  signed 
fair  trade  contracts.  He  urged  manufacturers 
to  ask  more  retailers  to  sign  fair  trade  con- 
tracts since  this  seemed  like  one  of  the  best 
ways  to  acquaint  merchants  with  fair  trade 
and  make  them  a part  of  the  great  network  of 
firms  and  people  interested  in  fair  trade  as  a 
code  of  rules  for  fair  competition. 

Legal  Aspects  of  Fair  Trade 

The  Honorable  Edward  F.  Howrey,  former 
chairman  of  the  Federal  Trade  Commission 
and  now  a member  of  the  Washington  law 
firm  of  Gravelle,  Whitlock,  Howrey  and  Mar- 
key,  explored  the  question  of  whether  there 
is  any  substitute  for  the  fair  trade  laws.  While 
he  did  not  take  a position,  pro  or  con,  he  said 
that  if  the  U.  S.  Supreme  Court  in  the  Old 
Dearborn  case  were  right  in  holding  that 
price-cutting  on  trade-marked  products  is  in- 
jurious to  the  manufacturer  and  the  public, 
and  that  if  the  late  Mr.  Justice  Holmes  were 
right  on  the  same  point,  then  it  may  be  very 
difficult  to  find  “non-price”  substitutes  for 
the  fair  trade  laws.  Mr.  Howrey  stressed 
that,  in  his  view,  the  major  problem  facing 
fair  trade  was  the  enforcement  of  existing 
contracts. 

The  problem  of  the  “double  standard  of 
due  process,”  raised  by  adverse  state  court 
decisions  on  fair  trade,  was  examined  by 
Everett  I.  Willis  of  the  New  York  law  firm, 
Dewey,  Ballantine,  Bushby,  Palmer  and 
Wood.  Mr.  Willis  served  as  counsel  for  Eli 
Lilly  & Co.  in  the  first  and  successful  test 
case  on  the  McGuire  Act.  “From  the  legal 
standpoint,  fair  trade  today  stands  on  a more 
solid  ground  than  ever  before  in  spite  of  ad- 
verse decisions  in  some  states,”  Mr.  Willis 
stressed,  pointing  out  that  the  legislatures  of 
45  states,  the  Congress,  and  the  highest  courts 
of  17  states  “have  placed  upon  fair  trade  their 
stamp  of  approval.”  Yet  six  states  have  erec- 
ted a “double  standard”  of  due  process,  thus 
refusing  to  “recognize  and  apply  the  pro- 
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nouncements  of  the  United  States  Supreme 
Court  that  the  fair  trade  laws  satisfy  all  the 
requirements  of  due  process  of  law.” 

The  Retailers'  Viewpoint 

“Fair  Trade  serves  a need  that  only  fair 
trade  can  meet:  the  establishment  of  orderly 
markets  made  reasonably  safe  against  the 
willful  onslaughts  of  the  price  cutter,”  Wil- 
liam Burston,  merchandising  division  man- 
ager of  the  National  Retail  Dry  Goods  Asso- 
ciation, told  the  conference.  Stressing  that 
the  NRDGA  has  no  policy  on  fair  trade,  Mr. 
Burston  pointed  out  that  in  the  present  situa- 
tion in  fair  trade,  the  “tail”  of  small  electrical 
appliances  is  “wagging  the  dog,”  namely,  all 
the  other  areas  where  fair  trade  is  working 
well.  Compared  with  the  small  electrical  ap- 
pliance field,  there  are  fifty  times  as  many 
fair-traded  items  in  fields  where  “fair  trade 
concededly  works,”  he  noted. 

Mr.  Burston  pulled  no  punches  in  stressing 
the  right  of  the  retailer  to  a reasonable  profit 
and  the  contribution  which  the  retailer  makes 
in  clinching  sales  for  the  manufacturer,  des- 
pite the  pre-selling  of  national  advertising. 
He  pointed  out  that  the  retailer  can  still  de- 
cide whether  or  not  to  carry  any  item  and  if 
an  item  is  not  profitable  to  him,  “the  whop- 
pingest  advertising  budget  in  the  world  won’t 
bludgeon  him  into  carrying  it.”  Stressing  that 
the  “big  need  the  little,”  Mr.  Burston  said 
that  the  bigger  the  manufacturer  the  more  he 
needs  the  retailer,  and  it  is  with  profits  that 
the  manufacturer  keeps  retail  outlets  open  to 
him. 

Fair  Trade  in  the  Drug  Industry 

Examining  the  role  of  fair  trade  in  the 
drug  industry,  Herman  C.  Nolen,  executive 
vice  president  of  McKesson  & Robbins,  Inc., 
told  the  conference  that  fair  trade  has  had  a 
stabilizing  influence  and  has  been  a factor 


in  keeping  prices  down.  Fair-traded  drug 
prices  have  not  risen  more  than  25  per  cent 
since  1940  while  the  general  price  level  has 
more  than  doubled  in  that  period,  he  pointed 
out. 

Fair  trade  has  helped  to  prevent  ruinous 
price  cutting  while  “permitting  price  de- 
creases due  to  economies  in  operation  to 
flourish,”  Mr.  Nolen  said.  He  cited  the  anti- 
biotics and  other  drug  items  as  examples  of 
how  mass  production  has  lowered  prices.  He 
also  noted  that  under  fair  trade,  competition 
has  been  preserved  in  the  drug  industry  at  all 
levels,  with  the  percentage  of  business  done 
through  independent  drug  stores  being  con- 
siderably higher  today  than  in  the  ’thirties. 

Walter  R.  Beardsley,  president  of  Miles 
Laboratories,  Inc.,  served  as  chairman  of  the 
conference’s  morning  session.  In  reviewing 
the  first  quarter  century  of  fair  trade,  Mr. 
Beardsley  paid  tribute  to  the  late  Edward  F. 
Rogers  who  helped  to  formulate  the  first  fair 
trade  law  passed  in  California  in  1931  and 
who  fought  valiantly  to  win  acceptance  for 
fair  trade’s  legal  basis,  namely,  protection  of 
the  manufacturer’s  trade-mark  from  unfair 
competition.  Mr.  Beardsley  also  hailed  Dr. 
John  W.  Dargavel,  Bureau  chairman  and 
executive  secretary  of  the  National  Associa- 
tion of  Retail  Druggists,  as  an  untiring  leader 
in  fair  trade’s  long  battle  against  unfair  com- 
petition. 

As  president  of  Miles  Laboratories,  Mr. 
Beardsley  recalled  that  Miles’  predecessor 
company,  the  Dr.  Miles  Medical  Company, 
pioneered  in  using  the  resale  price  mainten- 
ance contract  long  before  the  fair  trade  law 
was  passed.  He  added  that,  as  the  fair-trading 
manufacturer  of  a trade-marked  product,  he 
regarded  “continuous,  effective  enforcement 
an  absolute  necessity  for  operating  under  the 
fair  trade  laws.” 
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ARMY  SURGEON-GENERAL  ACTS 
FAVORABLY  ON  A.PH.A.  RESOLUTION 


Surgeon-General  Silas  B.  Hays  of  the 
United  States  Army  has  given  favorable  con- 
sideration to  four  of  the  six  points  covered 
in  the  resolution  dealing  with  the  status  of 
pharmacy  in  the  armed  forces  which  was 
passed  by  the  House  of  Delegates  of  the 
American  Pharmaceutical  Association  at  the 
Detroit  Convention  of  the  Association  on 
April  13,  1956. 

The  resolution  reads  as  follows: 

Resolved,  That  the  American  Pharmaceu- 
tical Association  extend  every  effort  toward 

the  accomplishment  of: 

1.  Providing  flag  rank  (General  or  Ad- 
miral) for  the  Chiefs  of  the  Medical  Ser- 
vice Corps  of  the  respective  armed  ser- 
vices and  the  Director  of  Pharmaceutical 
Activities  of  the  Public  Health  Service. 

2.  Providing  for  supervision  of  all  phar- 
macy services  in  the  armed  forces  and 
the  Public  Health  Service  by  commis- 
sioned pharmacists. 

3.  Providing,  to  the  greatest  extent  pos- 
sible, for  the  elimination  of  non-phar- 
macists from  connection  with  duties 
which  are  normally  performed  by  phar- 
macists in  civilian  life  or  improvement 
in  the  assignment  of  military  and  other 
rank  to  pharmacists  in  the  draft  age  who 
may  enlist  or  be  drafted  for  military 
duty. 

4.  Discontinuance  in  all  branches  of  the 
armed  forces  of  programs  designed  to 
train  pharmacy  “technicians”  or  “mates.” 

5.  Transfer  of  trained  pharmacy  personnel 
from  any  branch  of  the  Service  in  which 
such  personnel  might  be  in  excess  of  the 


need  and  demand  to  any  of  the  other 
branches  needing  or  requiring  additional 
pharmacists. 

6.  Securing  equal  status  and  benefits  for 
pharmacists  in  legislation  which  has 
been  proposed  to  the  Congress  for  the 
purpose  of  providing  career  incentives 
to  medical  and  dental  officers  and 
nurses. 

The  Secretary  of  the  Association  trans- 
mitted this  resoution  directly  to  the  Surgeon- 
General  in  person  and  received  a letter  in 
reply,  from  which  the  following  pertinent 
paragraphs  are  taken: 

“The  question  of  providing  flag  rank  for 
the  Chiefs  of  the  Medical  Service  Corps  has 
been  under  consideration  for  a considerable 
period.  There  are  many  arguments  pro 
and  con.  This  Corps  is  a young  Corps  and 
its  stature  is  rapidly  increasing.  I person- 
ally feel  that  this  will  transpire  within  a 
relatively  few  years.  I also  feel,  however, 
that  when  this  does  occur  it  should  be 
simultaneous  in  all  three  armed  services. 

“The  question  of  providing  commissioned 
pharmacists  for  all  pharmacy  service  in  the 
armed  forces  is  under  process  of  implemen- 
tation in  the  Army.  I am  informed  that  at 
the  present  time  approximately  36  Army 
pharmacies  are  supervised  by  commis- 
sioned pharmacists.  The  policy  of  the  Army 
is  that  pharmacies  in  all  hospitals  of  100 
beds  or  more  and  dispensaries  which  have 
a large  prescription  business  will  be  staffed 
with  commissioned  pharmacists.  I am  tak- 
ing steps  to  see  that  this  policy  is  imple- 
mented. I would  like  to  point  out,  how- 
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ever,  that  in  practically  all  instances  this 
means  the  moveinent  of  one  or  more  indi- 
viduals on  a permanent  change  of  station. 
It  will  take  at  least  a year  before  the  ma- 
jority of  these  pharmacies  will  have  com- 
missioned officers  in  these  jobs. 

“The  next  question  is  the  elimination  of 
non-pharmacists  from  our  Army  phar- 
macies. In  the  Army  we  discontinued  the 
training  of  non-pharmacist  enlisted  per- 
sonnel to  be  pharmacy  technicians.  We  do 
not  plan  to  reestablish  such  training.  There 
are,  however,  in  many  of  our  Army  phar- 
macies career  enlisted  men  who  have  re- 
ceived this  'training  in  the  past  and  are  do- 
ing excellent  work  both  in  their  technical 
field  and  also  as  noncommissioned  officers. 
It  would  be  a serious  blow  to  the  morale  of 
all  of  our  enlisted  personnel  were  we  to 
eliminate  these  good  men  from  jobs  and 
skills  which  they  have  worked  so  hard  to 
acquire.  In  other  words,  we  have  cut  off 
the  input  but  we  will  continue  for  a long 
time  to  have  individuals  in  our  pharmacies 
who  are  not  graduates  of  colleges  of  phar- 
macy. I have  instructed  my  staff  to  inves- 
tigate the  possibility  of  establishing  a short 
course,  probably  of  one  week  duration,  to 
train  newly  enlisted  graduate  pharmacists 


in  military  pharmacy  so  that  they  can  go 
to  work  in  our  pharmacies  with  a minimum 
of  delay  following  entry  into  the  services. 
I have  also  instructed  my  staff  to  inves- 
tigate the  possibility  of  establishing  an- 
other short  course,  probably  of  four  weeks 
duration,  to  train  other  newly  enlisted 
graduate  pharmacists  to  be  medical  lab- 
oratory specialists. 

“The  Army  discontinued  training  pro- 
grams designed  to  train  pharmacist  tech- 
nicians in  1953.” 

Army  Commissions  Available  to  Pharmacists 
Direct  commissions  with  concurrent  call  to 
active  duty  in  the  grades  of  lieutenant  and 
captain  in  the  Army  Medical  Service  Corps 
are  now  open  to  graduates  of  approved  col- 
leges of  pharmacy,  according  to  an  announce- 
ment made  on  July  6 by  Colonel  Bernard 
Aabel,  Chief  of  the  Medical  Service  Corps. 

“Although  these  commissions  will  be  made 
in  the  U.  S.  Army  Reserve,  we  are  most  inter- 
ested in  the  young  pharmacist  who  has  an 
eye  to  the  future  and  wishes  to  make  the 
Army  a career,”  declared  Colonel  Aabel.  He 
indicated  that  the  minimum  period  of  active 
duty  was  for  two  years,  but  at  the  expirafion 
of  eighteen  months  each  officer  could  make 
application  for  the  Regular  Army. 


The  Modern  Medical  Radioisotope  Laboratory 

(Continued  from  Page  363) 


clinic  doing  uptakes  only,  the  requisite 
20  Radiocaps  cost  $25.  It  should  be  em- 
phasized that  under  present  and  foreseeable 
arrangements,  radioisotopes  must  be  handled 
directly  between  the  supplier  and  the  hospital 
user  who  is  qualified  by  training  and  licensed 
to  supervise  the  storage  and  usage  of  these 
drugs. 

That  these  “calculated  values”  are  very 
real  ones,  and  very  conservative,  is  indicated 
from  a survey  of  recent  sales  figures.  Fifty 
200-400  bed  hospitals,  selected  at  random 
from  the  many  hundreds  which  we  serve, 
having  programs  involving  iodine,  phos- 
phorus, and  /or  Risa,  spend  on  an  average  of 
$65  per  month  for  all  of  their  isotopes.  An- 


other group  of  50  hospitals  and  clinics,  doing 
diagnosis  only,  spends  an  average  of  $20  per 
month  for  Radiocaps.  Adding  these  together, 
one  sees  that  the  average  clinical  program 
need  not  involve  an  expenditure  for  .instru- 
ments, service,  and  isotopes,  in  excess  of  $125- 
$135  per  month.  The  total  can  easily  be  less, 
since  one  is  not  operating  on  a contract  basis, 
but  pays  only  for  service  and  isotopes  which 
are  actually  needed  and  ordered. 

The  real  advantage  lies,  of  course,  in  the 
better  type  of  service  made  available  to  the 
hospital  or  clinic  staff  and  to  the  physicians 
in  the  surrounding  area  who  refer  their  pa- 
tients to  it. 
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MONODRAL"'"  MEBARAL 


ANTICHOLINERGIC  • SEDATIVE 

in  peptic  nicer  management 

■ relieves  pain  promptly  • promotes  healing 

« reduces  tension  safely  • maintains  anacidity  for  hours 

• tranquilizes  without  dulling  • controls  hyperactivity  of 

• well  tolerated  upper  gastro-intestinal  tract 

Monodral  with  Mebaral — the  “psychovis- 
ceral  stabilizer” — provides  for  patients  with  ulcer 
and  gastro-intestinal  spasm  an  effective  barrier 
against  the  impact  of  environmental  stimuli  . . . 
controls  gastric  hypersecretion  and  hypermotihty 
for  three  and  one  half  to  five  hours.* 

EACH  TABLET  CONTAINS:  DOSAGE:  1 OF  2 tablets  three  01 

Monodral  bromide 5 mg.  four  times  daily. 

Mebaral 32  mg.  Available  on  prescription  only. 

Bottles  of  100  tablets. 

Laboratories  New  York  18,  N.  Y. 

Monodral  (brand  of  penthienate)  and  Mebaral  (brand  of  mephobarbital),  trade- 
marks reg.  U.  S.  Pat.  Off. 

^References  and  clinical  trial  supplies  available  on  request. 


''...in  patients 

CAA  APPROVED 

( ASA  ) tested  for  3600  LBS. 

with  moderately 

severe  and  severe 

y A y MINIMUM 

AUTOMOTIVE  SEAT  BELTS 

Available  to  all  who  read  this  ad  at  a 

cardiac  failure, 

discount  of  25%.  This  is  the  type  of 
seat  belt  recommended  in  the  article  on 

auto  accidents  in  the  April  ’55  issue  of 
the  S.  D.  Journal  of  Medicine  and 

neohydnn 

Pharmacy. 

is  the  oral  diuretic 

Order  on  your  letterhead  from:  Auto- 
motive Associates,  2101  South  Paris, 

of  choice.'’* 

Sioux  Falls,  S.  D.  Colors-  grey  and 
green. 

t^Moyer,  J.  H.,  and  others: 

Price  — standard  — $9.95 

(airplane  type  buckle) 

d.  Chronic  Dis.  2:6TO,  1955. 

(Nylon  and  rayon  webbing) 

QjOSS 

deluxe  — $12.95 

(New  type  buckle  — all  nylon  webbing) 
Deduct  25%  discount  when  ordering 
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KEMADRIN 

Description:  Kemadrin  (brand  of  Procyclidine 
HCl)  is  the  hydrochloride  of  1-cyclohexyl-l- 
phenyl-3-pyrrolidinopropan-l-ol. 

Action:  Kemadrin  has  an  atropine-like  action 
and  exerts  an  antispasmodic  effect  on 
smooth  muscle. 

Indications:  Useful  for  the  treatment  of  park- 
insonism, whether  postencephalitic,  idio- 
pathic or  arteriosclerotic. 

Dosage:  The  dosage  depends  upon  the  age  of 
the  patient,  the  etiology  of  the  disease  and 
individual  responsiveness.  Therefor,  the 
dosage  must  remain  flexible  to  permit  ad- 
justment to  the  individual.  Manufacturer’s 
literature  should  be  consulted. 

How  supplied:  Tablets  of  5 mg.,  scored,  in 
bottles  of  100  and  1000. 

Source:  Burroughs  Wellcome. 

ALBUMISOL,  5%  CONCENTRATION 

Description:  A 5%,  sterile,  aqueous  solution 
of  the  normal  serum  albumin  component  of 
human  blood  in  a concentration  that  is  ap- 
proximately isotonic  and  iso-osmotic  with 
citrated  plasma. 

Indications:  For  increasing  the  blood  volume 
in  the  treatment  of  shock,  burns,  hemor- 
rhage, hypoproteinemia  and  hepatic  cir- 
rhosis and  other  conditions  that  will  be 
benefited  by  the  osmotic  effects  that  it  in- 
duces. As  a 5%  concentration  the  drug 
supplies  not  only  the  requisite  serum  al- 
bumin, but  sufficient  fluid  to  permit  ade- 
quate clinical  improvement  to  take  place. 

Dosage:  The  suggested  initial  dose  is  500  cc 
for  adults  and  for  emergency  therapy  in 
children.  For  non-emergency  therapy  in 
children  (e.g.,  in  the  treatment  of  hypopro- 
teinemia) one-quarter  to  one-half  this  dose 
may  be  given  depending  on  the  age  of  the 
child  and  the  condition  being  treated.  When 


the  initial  dose  does  not  produce  an  ade- 
quate response  within  15-30  minutes,  the 
same  dose  may  be  repeated. 

How  supplied:  No.  4553  — one  package  con- 
taining one  250  cc.  bottle  of  12.5  gm.  of  nor- 
mal human  serum  albumin  in  250  cc  of 
diluent,  one  air  filter,  and  one  complete  set 
of  sterilized,  pyrogen-free,  disposable  in- 
travenous equipment. 

No.  4554  — one  package  containing  one 
500  cc.  bottle  of  25  gm.  of  normal  human 
serum  albumin  in  500  cc  of  diluent,  one  air 
filter,  and  one  complete  set  of  sterilized, 
pyrogen-free,  disposable  intravenous  equip- 
ment. 

When  stored  in  the  original  unopened 
container,  Albumisol  is  stable  for  5 years 
provided  it  is  kept  constantly  at  a tempera- 
ture between  2 and  10  degrees  Centigrade. 

Source:  Merck  Sharp  and  Dohme. 

MEPHYTON 

Description:  Mephyton  is  Vitamin  Ki  Merck 
(2-methyl-3-phytyl-l,  4 naphthoquinone). 

Indications:  Vitamin  Ki  is  superior  in  com- 
bating the  anticoagulant  effect  of  pro- 
thrombin-depressing agents  to  menadione 
and  other  synthetic  vitamin  K-like  sub- 
stances. It  is  a reliable  countermeasure  for 
hypo-prothrombinemia  resulting  from  vi- 
tamin K deficiency  due  to  biliary  tract 
dysfunction,  faulty  absorption  of  vitamin 
K or  use  of  oral  antibiotics  and  sulfona- 
mides. 

Dosage:  The  dosage  must  be  adjusted  to  the 
cause  of  hypoprothrombinemia. 

How  supplied:  Oral  tablets  of  5 mg.  in  bottles 
of  100. 

Source:  Merck  Sharp  and  Dohme. 

NEW  TITLE 

LANOXIN  BRAND  DIGOXIN 

Effective  Dale:  Effective  August  1,  1956  all 
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dosage  forms  of  Digoxin  Burroughs  Well- 
come & Co.  will  bear  the  new  trade  name 
‘Lanoxin’  brand  Digoxin. 

Available  Dosage  Forms: 

Lanoxin  0.25  mg.  Tablets 
Lanoxin  0.5  mg.  Tablets 
Lanoxin  Injection  0.5  mg. 

Lanoxin  Elixir  Pediatric 

Why  the  Change:  The  new  name  was  adopted 
to  clarify  the  distinction  between  Digoxin 
and  Digitoxin  products.  Although  both  are 
cardiotonic  glycosides,  the  difference  in 
timing  of  their  action  and  rate  of  elimina- 
tion makes  their  dosage  patterns  different. 

ROBALATE  LIQUID 

Description:  Each  teaspoonful  (5  cc.)  of  Ro- 
balate  Liquid  contains  dihydroxy  alum- 
inum aminoacetate,  N.N.R.  — 0.5  Gm.  (TVe 
gr.).  It  is  a highly  palatablefree  flowing, 
liquid  form  of  Robalate. 

Action  and  Uses:  Robalate  Liquid  is  an  anta- 
cid indicated  in  the  medical  treatment  of 
peptic  ulcer.  It  provides  both  prompt 
initial  acid-neutralizing  action  and  pro- 
longed effect.  It  promotes  healing  of  ulcer 
lesions  through  “localized”  demulcent  ac- 


tion at  the  ulcer  site,  as  well  as  by  its  anta- 
cid efficiency.  The  protective  mucilag- 
inous coating  helps  shield  ulcerated  areas 
from  further  acid-pepsin  erosion  and  irri- 
tation. 

Dosage:  1 or  2 teaspoonfuls  after  meals  and 
at  bedtime,  or  as  directed. 

How  supplied:  12  oz.  bottles. 

Source:  A.  H.  Robins  Co. 

MAREDOX 

Description:  Each  tablet  contains  50  mg. 
Marezine  brand  Cyclizine  Hydrochloride 
and  50  mg.  Pyridoxine  Hydrochloride. 
The  tablets  are  pink  in  color. 

Action:  The  Marezine  component  exerts  a po- 
tent antiemetic  action  and  the  Pyridoxine 
Hydrochloride  corrects  the  metabolic  dis- 
turbance which  appears  to  contribute  to 
the  cause  of  nausea  and  vomiting  of  preg- 
nancy. 

Indications:  For  the  prevention  and  treatment 
of  nausea  and  vomiting  of  pregnancy. 

Dosage:  One  tablet  per  day,  taken  either  at 
night  or  on  arising. 

How  supplied:  Bottles  of  25  and  100. 

Source:  Burroughs  Wellcome  & Co. 
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One  of  the  best  and  fastest-setting  tiquid  multiple-vitamin  products  on 
the  market  today  is  ‘Homicebrin’  (Homogenized  Multiple  Vitamins,  Lilly). 
Its  appetizing  yellow  color  and  delightful  flavor  please  the  most  fas- 
tidious youngsters. 

‘Homicebrin’  provides  eight  essential  vitamins  in  a modern,  homogenized 
base.  Feature  and  recommend  this  fast  seller. 


WE  AREA 


DISTRIBUTOR 


BROWN  DRUB  COMPANY 

Sioux  Falls,  South  Dakota 
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Fellow  Pharmacists: 

Let  us  not  forget  the  grand  old  men  of  pharmacy.  Just  as  I sat  down  to  write  this,  Mr. 
E.  M.  Jones  came  in  to  talk.  He  is  92  years  young  and  was  in  the  drug  business  for  nearly 
fifty  years.  He  was  up  to  see  Ed  Pickles,  another  of  our  old  time  druggists  who  lives  in  Clark, 
and  reported  he  was  improving.  Ed  has  been  sick  so  would  appreciate  a card  from  his  old 
friends. 

Last  Sunday  I visited  with  Tom  Rafferty  of  Howard,  who  is  in  the  St.  Joseph  Hospital  in 
Mitchell.  He  has  operated  a drug  store  in  Howard  for  longer  than  I can  remember  and  now  has 
turned  it  over  to  his  son  Mark. 

Mr.  Locke  of  Brookings  is  another  old  timer  that  many  of  us  know,  and  believe  it  or  not, 
Charlie  still  does  relief  work  around  the  state.  These,  along  with  many  others,  make  up  our 
pioneers  in  the  drug  business. 

Now  if  I could  make  a suggestion,  it  would  be  this.  Each  of  you  fellow  druggists  who 
know  an  old  timer,  send  him  or  her  a card.  It  wouldn’t  take  much  time,  and  they  would 
heartily  enjoy  it. 

A1  Knutson 
President 
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Thirty  Pass  South  Dakota  Board 


South  Dakota  added  thirty 
more  to  its  ranks  of  regis- 
tered pharmacists  according 
to  Bliss  C.  Wilson,  Secretary 
of  the  Board  of  Pharmacy. 

The  new  pharmacists  suc- 
cessfully passed  written  and 
practical  examinations  in 
Pharmacy,  Materia  Medica- 
Pharmacology,  Chemistry, 
Pharmaceutical  Mathematics, 
Toxicology  - Jurisprudence 
and  Practical  Pharmacy  Lab- 
oratory, June  5,  6 and  7. 

In  addition  to  those  passing 
the  examination  for  regis- 
tered pharmacist,  twenty- 
seven  graduates  of  the  Di- 
vision of  Pharmacy  passed 
the  written  examination  and 
are  eligible  to  obtain  Phar- 
macy Interne  Certificates. 
Upon  completion  of  the  one 
year  interne  requirement, 
they  will  be  eligible  to  take 
the  practical  pharmacy  ex- 
aminations. 

Certificate 

Number 

Registered  Pharmacist 

3172  Lowell  R.  Macy 

3173  Floyd  H.  Bly 

3174  Robert  L.  Colwell 

3175  Ronald  M.  .Cornelius 

3176  John  D.  Dady 

3177  Delmar  D.  DeBuhr 

3178  Robert  D.  Edwards 

3179  Donald  W.  Eickman 


3180  Richard  D.  Eitreim 

3181  John  H.  Haga 

3182  Ronald  H.  Harrison 

3183  Donald  W.  Hecht 

3184  Clair  A.  Hetland 

3185  Kenneth  B.  Jones 

3186  Manfred  R.  Olson 

3187  Marlin  B.  Radtke 

3188  Ronald  H.  Randall 

3189  James  B.  Schoeder 

3190  Clifford  L.  Stark- 

johann 

3191  James  R.  White 

3192  Harold  S.  Bailey 

3193  Thomas  J.  Bombinski 

3194  Richard  C.  Davies 

3195  Richard  K.  Haisch 

3196  John  H.  Kramer 

3197  Harvey  Mendez 

3198  Robert  A,  Mushel 

3199  Leon  H.  Pfotenhauer 

3200  Morris  R,  Schmiedt 

3201  George  Vranesh 
Eligible  for  Pharmacy 

Interne  Certificate 
Harold  D.  Backlund 
Ronald  R.  Beatty 
Bruce  R.  Beier 
George  J.  Belbas 
John  J.  Borchert 
Wesley  E.  Bohn 
Ronald  D.  Bok 
Marvin  E.  Brown 
Ivan  W.  Dorn 
William  J.  Durick 
H.  Joan  Haddow 
Wilbur  W.  Kalsirom 
Myron  W.  Larson,  Jr. 


f 


Jon  A.  Lovdahl 
Harlan  C.  Meier 
Ronald  L.  Rames 
William  J.  Regan 
James  F.  Rogers 
Gordon  E.  Rosenthal 
Robert  L.  Schleuter 
Robert  H.  Schmalz 
Donald  R.  Schmitt 
Paul  A.  Schuchardt 
Leo  J.  Senger 
Jerome  B.  Schroll 
Hildegarde  Skage 
James  L.  Swain 


1956  NATIONAL 
PHARMACY  WEEK 
OCTOBER  7-13 

This  year’s  observance  of 
National  Pharmacy  Week  is 
scheduled  for  the  week  of 
October  7-13  according  to  an 
announcement  by  J.  Warren 
Landsdowne,  Chairman  of 
the  Public  Relations  Com- 
mittee of  the  A.Ph.A.,  spon- 
sors of  the  Week.  The  theme 
again  proclaims  to  the  pub- 
lic the  vital  message  that 
“Your  Pharmacist  Works  for 
Better  Community  Health.” 

National  Pharmacy  Week 
has  been  organized  phar- 
macy’s most  effective  public 
relations  program.  For  thirty 
years  it  has  provided  individ- 
ual pharmacists  with  the  op- 
portunity and  necessary  ma- 
terial for  calling  public  at- 
tention to  the  important  role 
which  the  nation’s  phar- 
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macists  play  in  the  promotion 
of  better  community  health 
through  adequate  pharma- 
ceutical services. 

A window  display  contest 
will  again  be  one  of  the  feat- 
ures of  the  observance.  Cash 
prizes,  plaques,  and  certif- 
icates will  be  awarded  at  the 
annual  A.Ph.A.  convention  in 
New  York  City  next  year  for 
outstanding  displays  in  the 
four  categories  of  competi- 
tion — retail  pharmacy,  pub- 
lic exhibits,  colleges  and  hos- 
pitals. 

Every  pharmacy  in  the  na- 
tion will  receive  by  mail  a 
National  Pharmacy  Week 
window  streamer.  Accom- 
panying the  streamer  will  be 
a folder  outlining  the  com- 
plete rules  of  the  display  and 
exhibit  contest  in  all  four 
categories  of  competition. 
Also  accompanying  this  mail- 
ing will  be  a participation 
order  form  listing  more  than 
twenty  publicity  aids  for  use 
by  individual  pharmacists 
and  pharmaceutical  associa- 
tions. 

The  publicity  aids  include 
public  addresses,  radio  and 
television  scripts  and  spot  an- 
nouncements, newspaper  edi- 
torials, an  advertising  mat 
and  suggested  proclamations 
for  use  by  governors  and 
mayors.  This  material  is 
available  from  A.Ph.A.  head- 
quarters at  a nominal  charge. 

A Kit  consisting  of  six  ad- 
dresses, six  radio  and  tele- 
vision materials,  three  sug- 
gested proclamations  for  use 
by  governors  and  mayors, 
four  newspaper  editorials, 
and  a list  of  suggestions  for 
window  displays  may  be  ob- 
tained at  a cost  of  $1.00.  A 
two-column  (4”  by  4”)  adver- 
tising mat  for  use  in  local 
newspapers  is  available  at  a 


price  of  300.  A number  of 
other  items  are  also  listed  on 
the  official  participation 
order  form  and  may  be 
ordered  if  desired. 

This  year’s  publicity  aids 
for  use  by  pharmacists  ih- 
clude  a number  of  new  items. 
Among  these  new  items  are 
two  addresses  — “Pharmacy 
— An  Exacting  Profession” 
and  “The  Evolution  of  the 
Drug  Store.”  Other  new  ma- 
terials include  radio  spot  an- 
nouncements, newspaper  edi- 
torials and  an  ad  mat. 

In  order  to  make  National 
Pharmacy  Week  a successful 
public  relations  event  for 
American  pharmacy,  it  is 
suggested  that  pharmacists 
act  quickly  on  the  following 
check  list  of  things  to  do. 

1.  Place  your  order  immed- 
iately with  the  A.Ph.A. 
Committee  on  Public  Re- 
lations, 2215  Constitution 
Avenue,  N.  W.,  Washing- 
ton 7,  D.  C.,  for  a National 
Pharmacy  Week  Public 
Relations  Kit. 

2.  Plan  to  install  a National 
Pharmacy  Week  window 
display  and  an  exhibit  in  a 


John  A.  MacCartney,  presi- 
dent of  the  American  Phar- 
maceutical Association,  said 
recently  the  retail  pharma- 
ceutical field  is  “urgently  in 
need  of  a coherent  public  re- 
lations program  embracing 
every  segment  of  our  profes- 
sion.” 

He  stressed  the  need  for  a 
“coherent  and  workable  pub- 
lic relations  program”  in  an 
address  before  the  Florida 
Pharmaceutical  Association. 


public  building  in  your 
community.  Be  sure  to 
have  the  display  photo- 
graphed and  entered  in  the 
contest. 

3.  Request  your  governor 
and  mayor  to  issue  a proc- 
lamation designating  the 
week  of  October  7-13  as 
National  Pharmacy  Week. 
Enlist  the  aid  of  state  and 
local  association  secre- 
taries in  securing  such 
proclamations. 

4.  Contact  the  secretaries 
and  program  chairmen  of 
civic  and  service  clubs  and 
other  organizations  now, 
requesting  that  a phar- 
macist be  given  a place  on 
their  programs  during  the 
week  of  October  7. 

5.  Arrange  for  program  time 
with  station  managers  and 
program  directors  of  local 
radio  and  television  sta- 
tions. 

6.  See  local  newspaper  edi- 
tors regarding  editorials 
and  special  feature  ar- 
ticles. 

7.  Place  a National  Phar- 
macy Week  advertisement 
in  your  local  newspapers. 


MacCartney,  whose  speech 
was  entitled  “Confusion 
Carefully  Compounded,” 
warned  “there  is  plenty  of 
evidence  that  we  are  a most 
confused  profession,  and  that 
the  public  is  increasingly 
aware  of  this  confusion.” 

The  A.Ph.A.  president  who 
also  is  professional  relations 
manager  at  Parke,  Davis  & 
Company  cited  “civil  warfare 
inside  our  own  ranks”  and 
“instances  of  ill-considered 
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campaigns  in  the  field  of  in- 
terprofessional relations”  as 
causes  for  confusion  both 
within  the  retail  pharmacy- 
field  and  among  the  laity. 

MacCartney  said  he  be- 
came aware  of  this  confusion 
when  he  attended  the  Indus- 
trial Council  at  Rensselaer 
Polytechnic  Institute,  which 
“dissected”  retail  pharmacy 
during  a two-day  session. 
Some  1,000  public  school 
teachers  were  in  attendance. 

“We  were  violently  jarred 
out  of  any  complacency  we 
might  have  had  that  they  (the 
teachers)  understood  and  ap- 
proved our  methods  of  opera- 
tion, our  public  relations 
efforts,  or  their  comprehen- 
sion of  our  role  in  the  health 
care  field,”  MacCartney  said. 

“The  entire  impression  we 
received  from  this  conference 
was  that  we  are  urgently  in 
need  of  a coherent  public  re- 
lations program  embracing 
every  segment  of  our  pro- 
fession. 

“Let  me  emphasize  the 
word  ‘coherent’.  I do  so  be- 
cause there  is  presently  no 
lack  of  public  relations  effort 
in  this  industry,  but  there  is 
an  apparent  conflict  of  in- 
terests and  a total  failure  to 
consider  the  cummulative 
effort  of  divergent  and  spor- 
adic approaches  to  this  com- 
mon problem.” 

MacCartney  singled  out 
“the  running  arguments  on 
substitution  and  product  dup- 
lication” as  issues  which 
“have  served  to  completely 
confuse  the  public  as  to  our 
internal  moral  and  ethical 
health.” 

“I  believe  you  will  agree 
with  me  that  many  of  our 
troubles  can  be  blamed  only 
on  ourselves,”  he  said. 

“We  have  carefully  com- 


pounded confusion  — con- 
fusion within  our  ranks — and 
confusion  in  the  minds  of  the 
public.  We  have  failed  to  de- 
fine or  live  up  to  our  objec- 
tives. We  have  deliberately 
diluted  the  traditional  iden- 
tity of  the  retail  drug  store 
and,  in  many  instances,  we 
have  not  justified  our  essen- 
tial character  as  a public  ser- 
vice,” MacCartney  warned. 

10  Objectives  of  Pharmacy 

MacCartney  outlined  his 
own  concept  of  the  objectives 
of  pharmacy  and  the  basis 
for  the  “coherent  public  rela- 
tions program.” 

He  listed  the  10  objectives 
as  follows: 

“1.  Convince  the  public  of 
the  vital  role  played  by  all 
elements  of  pharmacy  in  the 
progress  of  medical  care. 

“Prove  to  the  public  that 
pharmacy  has  moved  stead- 
ily forward  with  the  other 
members  of  the  health  ser- 
vice team,  and  that  pharmacy 
has  contributed  as  much  as, 
or  more,  to  our  present  ex- 
cellent medical  care  than  any 
other  member  of  the  team,” 
he  advised. 

“2.  Develop  a more  uni- 
form ‘posture’  for  pharmacy. 

“Don’t  ‘ape’  other  retail 
business  for  transient  mon- 
etary gain.  Get  a firm  pro- 
fessional base  and  build  sol- 
idly on  it.  Remember  that  in- 
vasion of  other  retail  fields 
works  both  way,”  he  said. 

“3.  Prove  that  pharmacy‘s 
service  is  worth  its  cost. 

“This,  of  course,”  MacCart- 
ney said,  “is  the  question  of 
the  alleged  high  cost  of  med- 
icine.” 

“4.  Cooperate  with  other 
health  professions. 

“Quit  throwing  rocks  at 
other  greenhouses,”  he  ad- 
vised. “Remember  that  big 


stick  tactics  do  not  work.” 

“5.  Work  toward  the  ‘one 
voice  for  pharmacy’  con- 
cept.” 

This,  he  said,  consisted  of 
developing  a “spirit  of  mu- 
tual understanding,  coopera- 
tion, and  compatible  public 
attitude  among  our  various 
internal  associations.” 

“6.  Recognize  that  ‘public 
relations  is  personal  rela- 
tions’. 

“Remember  that  our  own 
day-to-day  conduct  is  all  our 
public  sees,  and  that  the  best 
public  relations  program  will 
fall  flat  if  we,  as  individuals, 
do  not  practice  its  objectives 
every  day. 

“7.  Abandon  blind  and  sel- 
fish dependence  on  restric- 
tive legislation. 

“In  the  final  analysis  we 
must  completely  justify  our 
right  to  the  retention  of  those 
services  and  commodities 
traditional  to  the  American 
retail  drug  profession,  and 
we  must  live  and  conduct  our 
affairs  that  public  approval 
and  preference  is  automatic 
rather  than  legally  enforced. 
Let’s  be  able  to  say  that  the 
public  patronizes  us  because 
they  want  to  — not  because 
they  have  to. 

“8.  Develop  uniform  edu- 
cational standards  with  ade- 
quate provision  for  review. 

“Make  sure  that  the  grad- 
uates of  all  our  schools  are 
solidly  based  professionally 
and  are  well-rounded,  so- 
cially acceptable  initiates  for 
the  health  service  commun- 
ity. 

“9.  Get  on  the  team. 

“Take  an  active  part  in 
your  local  and  national  asso- 
ciations. Develop  leaders, 
and  then  support  them! 

“10.  Conduct  yourself  as  a 
professional  man,  proud  of 
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your  profession. 

“Develop  a workable  code 
of  ethics  and  insist  that  it  be 
obeyed  by  all.” 

MacCarthy  said,  “These 
ten  objectives  for  pharmacy 
are  not  intended  to  be  all  in- 
clusive.” 

But,  he  added,  if  the  objec- 
tives are  defined  in  such  an 
industry-wide  manner,  the 
retail  pharmacist  “will  have 
made  a long  step  forward  in 
the  development  of  a co- 
herent and  workable  public 
relations  program.” 

“Such  a program,”  he  said, 
“will  help  eliminate  the  con- 
fusion now  so  rampant  and 
solve  some  of  the  internal 
problems  which  plague  us 
now.” 

* * 

MERCK  SHARP  AND 

DOHME 

Merck  Sharp  & Dohme 
Division  of  Merck  & Co.,  Inc. 
became  the  new  name  of  the 
division  which  manufac- 
turers and  markets  the  phar- 
maceuticals and  bioiogicals 
in  the  Merck  professional 
product  line,  John  T.  Connor, 
president  of  Merck  &c  Co., 
Inc.,  announced.  This  di- 
vision, with  headquarters  in 
Philadelphia,  was  formerly 
known  as  Sharp  & Dohme. 


The  changeover  was  made 
August  1,  1956. 

The  Chemical  Division  of 
Merck  & Co.,  Inc.,  with  head- 
quarters at  Rahway,  N.  J.,  is 
not  affected  by  the  change  in 
name  and  will  continue  to 
serve  industry  with  fine 
chemicals,  bulk  medicinal 
and  nutritional  products,  and 
related  technical  service. 

“The  expanded  name  for 
our  former  Sharp  & Dohme 
Division  provides  an  accurate 
reflection  of  the  effort  be- 
hind the  production  of  our 
medical  products,”  Mr.  Con- 
nor said.  “The  change  brings 
together  two  time-honored 
names  which  stand  for  sig- 
nificant achievement  in  the 
medicinal  field.  We  hope 
that  the  combined  name  and 
the  integrated  effort  of  the 
two  organizations  will  fur- 
ther their  tradition  of  service 
and  leadership.” 

“Greatly  expanded  med- 
ical services  and  the  in- 
creased scope  of  research 
stemming  from  joint  contri- 
butions by  both  principals  in 
the  merger  led  to  a decision 
to  combine  the  names,”  Mr. 
Connor  added.  The  pharma- 
ceutical and  biological  di- 
vision was  created  as  the  re- 
sult of  a merger  of  Merck 


and  Sharp  & Dohme,  Incor- 
porated, in  1953. 

The  adoption  of  a new 
trademark  symbol  for  the 
Merck  Sharp  & Dohme  Di- 
vision accompanied  the  name 
change.  The  symbol  con- 
sists of  two  interlocking  cir- 
cles containing  the  letters 
“M”,  “S”,  and  “D”.  It  will  be 
used  in  marketing  the  com- 
pany’s pharmaceutical  and 
biological  products  around 
the  world. 

Earlier  this  year  the  re- 
search organizations  of  both 
Merck  and  its  Sharp  & 
Dohme  Division  were  com- 
bined into  a new  division,  the 
Merck  Sharp  & Dohme  Re- 
search Laboratories.  The 
overseas  operations  of  the 
two  original  companies  were 
unified  as  the  Merck-Sharp 
& Dohme  International  Di- 
vision early  in  1954. 

As  a result,  Merck  & Co., 
Inc.  is  now  organized  into 
four  main  Divisions  — Chem- 
ical Division,  Merck  Sharp  & 
Dohme  Division,  Merck 
Sharp  & Dohme  Research 
Laboratories,  Merck-Sharp 
& Dohme  International  Di- 
vision — ■ in  addition  to  the 
wholly  owned  Canadian  sub- 
sidiary, Merck  & Co.  Limited 
(Canada). 
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THE  PHARMACOLOGY  OF 
DERMATOLOGICAL  THERAPY* 
Robert  G.  Carney,  M.D.** 
Iowa  City,  Iowa 


The  subject  of  the  pharmacological  action 
of  topical  medication  is  one  which  has  been 
neglected.  It  is  scarcely  touched  upon  in 
pharmacology  texts,  and  it  is  different  from 
any  other  kind  of  pharmacology,  for  the  mul- 
titudinous functions  of  the  skin  are  not  sub- 
ject to  easy  testing  and  measurement.  There 
is,  perhaps,  a general  lack  of  interest  on  the 
part  of  the  pharmacologist.  As  the  derma- 
tologic member  of  the  Committee  of  Revision 
of  the  United  States  Pharmacopeia,  and  as 
chairman  of  the  Advisory  Committee  on  Der- 
matologic Vehicles  of  the  Council  on  Phar- 
macy and  Chemistry  of  the  American  Med- 
ical Association,  I should  be  an  expert  on  this 
subject.  Unfortunately,  the  best  I can  assure 
you  is  that  I am  giving  it  my  best. 

Before  embarking  on  a discussion  of  the 
actions  of  topical  medications  one  basic  fact 
must  be  understood:  the  vehicle  is  of  prime 
importance  in  the  treatment  of  skin  disease. 
In  all  other  fields  of  medicine  the  vehicle  is  of 
little  importance  as  long  as  it  is  non-toxic, 
palatable  and  compatible.  On  occasion  the 
vehicle  assumes  importance  when  one  of 
these  characteristics  is  lacking,  as  in  the  case 
of  the  toxic  sulfonamide  elixir  which  caused 
many  fatalities  a few  years  ago.  And  in  the 
case  of  Hadacol  the  vehicle  seems  to  have 
been  of  prime  importance.  But  rarely  if  ever 
does  the  efficacy  of  an  internal  drug  depend 
upon  the  proper  choice  of  the  vehicle. 

* Presented  at  the  Sioux  Valley  Medical  Associa- 
tion meeting,  Sioux  City,  Iowa,  February  22, 
1956. 

**Professor  of  Dermatology  and  Syphilology, 

The  State  University  of  Iowa,  Iowa  City,  Iowa. 


Most  physicians,  and  many  dermatologists, 
apply  the  same  reasoning  to  dermatologic 
therapy.  They  are  so  enamoured  of  the  sup- 
posedly magical  ingredients  now  available  in 
ointments  and  lotions  that  they  completely 
ignore  the  vehicle  itself.  This  attitude  has  led 
to  a vast  array  of  misconceptions  and  poppy- 
cock in  regard  to  the  efficacy  of  many  of  the 
newer  therapeutic  measures,  and  has  led  to  a 
serious  deterioration  in  dermatologic  ther- 
apy. Actually  in  the  treatment  of  most  skin 
diseases  the  decision  of  greatest  importance 
is  the  selection  of  the  proper  vehicle. 

At  the  University  of  Iowa  we  stick  quite 
closely  to  an  old-fashioned  therapeutic  arma- 
mentarium, largely  simple  bland  lotions, 
creams,  liniments,  ointments,  and  the  like, 
adding  only  the  newer  remedies  which  we 
can  prove  to  be  of  value.  This  is  not  because 
of  ignorance  of  the  new,  nor  does  it  signify 
a reverence  for  antiques.  But  our  use  of  these 
older  medications  is  absolutely  incomprehen- 
sible to  many  of  the  physicians  with  whom  I 
have  contact.  They  are  up  to  date,  applying 
the  latest  antibiotics,  antihistamines,  anti- 
pruritics and  hormones,  while  I am  a horse- 
and-buggy  dermatologist.  These  doctors  get 
results,  too,  sometimes  disastrous  but  usually 
good.  So  do  I,  without  the  disasters. 

In  order  to  understand  this  you  must  first 
realize  that,  despite  the  old  saw,the  vast  ma- 
jority of  skin  patients  do  get  well,  and  usually 
quite  rapidly.  Even  such  bugaboo  diseases 
as  psoriasis  respond  as  well  or  better  than, 
for  example,  peptic  ulcers  or  rheumatoid 
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arthritis.  And  most  of  the  beneficial  effect  of 
treatment  stems  from  the  effects  of  the 
proper  vehicle,  plus  dermatologic  know-how, 
rather  than  from  some  magic  ingredient.  Of 
course  I am  excepting  those  diseases  for 
which  there  are  specific  remedies  . . . scabies, 
impetigo,  dermatophytosis  and  yeast  infec- 
tions are  examples  . . . but  even  here  the 
vehicle  is  still  of  great  importance  and  the 
success  of  the  treatment  may  depend  upon  it. 

Let  me  illustrate  with  Doctor  X and  Doctor 
Y,  both  general  practitioners.  Doctor  X treats 
all  of  his  cases  of  chronic  eczema  of  the  hands 
with  tripelennamine  ointment  and  Doctor  Y 
treats  all  of  his  with  USP  zinc  oxide  paste. 
Assuming  that  both  physicians  restrict  the 
use  of  soaps  and  detergents  and  otherwise 
use  good  common  sense,  most  of  the  patients 
in  both  groups  will  get  well.  I presume  that 
Doctor  Y’s  patients  will  do  a little  better  be- 
cause of  better  protection  and  less  sensitiza- 
tion, but  there  will  be  no  great  difference. 
Doctor  X,  however,  is  apt  to  believe,  via 
post  hoc  reasoning,  that  eczemas  of  the  hand 
are  allergic  in  nature  and  respond  to  the  anti- 
histamine, while  Doctor  Y will  know  that  his 
results  accrue  from  the  protective,  soothing, 
and  mild  antipruritic  effect  of  his  bland 
therapy. 

If  you  have  doubt  of  this  fact,  try  the  sys- 
tem of  paired  opposites,  using  similar  der- 
matitis on  opposite  sides  of  the  body  to  com- 
pare the  effects  of  different  medications.  I 
believe  it  will  be  an  interesting  experience. 

Any  study  of  the  pharmacologic  action  of 
dermatologicals  must,  then,  include  a study 
of  the  vehicles  as  well  as  the  incorporated 
drugs.  It  is  also  necessary  to  study  the  func- 
tions of  the  skin  and  the  reactions  of  the  skin 
to  injury  if  one  is  to  understand  the  actions 
of  topical  medications. 

FUNCTIONS  OF  THE  SKIN 

Functions  of  the  skin  include  control  of 
body  temperature;  the  excretion  of  water  and 
oil;  the  control  of  water  loss;  the  protection 
of  the  body  from  mechanical,  chemical  and 
actinic  injuries;  the  storage  of  chemicals;  the 
initiation  of  most  of  the  allergic  responses  of 
the  body;  and  the  reception  of  sensory 
stimuli.  These  functions  are  interrelated,  dif- 
ficult to  study,  and  thus  far  have  not  lent 
themselves  well  to  scientific  measurement. 

RESPONSE  TO  INJURY 

Skin  which  is  subjected  to  noxious  stimuli 


of  any  sort  can  respond  in  a limited  number 
of  ways.  For  example,  an  injured  skin  may 
urticate,  or  become  necrotic  and  ulcerate,  or 
vesiculate  and  ooze,  or  thicken  and  lichenify, 
or  scale,  and  so  on.  A small  area  or  the  entire 
skin  may  react,  and  the  response  may  involve 
the  entire  thickness  of  the  skin,  or,  for  ex- 
ample, only  the  follicles,  or  only  the  stratum 
corneum.  The  type  of  response  to  injury  will 
vary  with  the  kind  of  injury,  with  the  sever- 
ity and  duration  of  the  injury,  with  the  area 
injured,  with  the  individual  skin  and  with  the 
individual  owner  of  that  skin  to  name  a few 
variables.  With  some  types  of  injury  the  res- 
ponse may  be  characteristic  and  reproducible 
while  in  other  instances  there  may  be  marked 
differences  in  the  response  to  the  same  stim- 
ulus, both  between  individuals  and  even  at 
different  times  in  the  same  individual. 

AIMS  OF  TOPICAL  THERAPY 

Then  I think  we  can  make  a basic  state- 
ment in  regard  to  topical  medication:  to  be  of 
therapeutic  value  a medication  must  (1)  pre- 
vent or  correct  the  effects  of  noxious  stimuli 
producing  or  contributing  to  the  disease,  or 
(2)  correct  or  aid  the  skin  in  performing  its 
functions.  A third,  giving  comfort  to  the  pa- 
tient, may  involve  both  of  these  therapeutic 
lines  of  attack. 

I have  purposely  ignored  what  might  be 
called  a ‘stimulus  to  healing’.  The  existence 
of  such  a drug  is  highly  questionable  at  pres- 
ent. Two  or  three  times  in  every  decade  a 
new  treatment  for  the  healing  of  leg  ulcers  is 
proposed.  One  was  cysteine  hydrochloride, 
this  amino  acid  was  sold  with  an  advertising 
blurb  which  warned  the  physician  to  apply  it 
with  care  since  it  was  so  stimulating  to  epi- 
thelial growth  that  it  might  be  carcinogenic! 
Actually  it  was  about  as  effective  as  normal 
saline,  though  several  hundred  times  more 
expensive.  Since  then  we  have  had  cod-liver 
oil,  split  leaf  of  aloe  vera,  chlorophyl,  red 
blood  cells  and  so  on.  The  best  of  these  do  no 
harm;  some  of  them  act  as  a foreign  sub- 
stance and  delay  healing.  So  far  no  treat- 
ment better  than  wet  dressings  of  boric  acid 
or  saline,  along  with  bedrest,  has  been  de- 
vised. I feel  sure  that  someday  we  shall  have 
drugs  which  actually  stimulate  epithelial 
healing,  speeding  cell  division  and  growth 
through  hormonal,  catalytic  or  enzymatic 
action. 

If,  up  to  this  point  then,  I have  sounded 
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suspiciously  like  a therapeutic  nihilist,  let  me 
hasten  to  assure  you  that  I am  not,  ...  at 
least  not  by  my  definition.  I am  not  credu- 
lous and  have  enough  show  me  to  have  come 
from  Missouri.  But  I will  buy  any  treatment 
which  I can  demonstrate  myself  to  be  effec- 
tive and  valuable. 

PHARMACOLOGY  OF  DERMATOLOGIC 
VEHICLES 

Let  us  proceed  now  to  the  heart  of  the 
problem,  the  pharmacology  of  topical  cutan- 
eous medication,  taking  up  first  the  vehicles 
and  then  the  incorporated  drugs.  There  are 
several  different  types  of  vehicles  and  many 
minor  variations.  In  choosing  the  proper  ve- 
hicle one  must  take  into  account  three  basic 
factors:  (1)  the  characteristics  of  the  skin  to 
be  treated,  (2)  the  characteristics  of  the  ve- 
hicle, and  (3)  the  desired  action  or  effect  on 
the  skin. 

(1)  The  characteristics  of  the  skin  to  be 
treated  include  not  only  the  type  of  derma- 
titis to  be  treated,  whether  it  be  edematous 
and  oozing,  or  dry  and  scaly,  but  also  the  oil- 
iness, dryness,  sweatiness  or  intertriginous 
position,  hairiness,  covering  of  clothing,  ex- 
posure to  light  and  the  like. 

(2)  The  characteristics  of  the  vehicle  can 
best  be  shown  by  a simple  classification  of 
vehicles  which  one  may  set  up  as  follows: 

I.  Aqueous  Mixtures,  including  baths, 
packs,  lotions  and  gels  of  hydrophilic 
colloids. 

II.  Liniments,  in  essence  oily  lotions. 

III.  Ointments,  subclassified  as  follows: 

A.  Oleaginous  or  Bases  — water  immis- 
cible and  insoluble 

B.  Absorbent  Bases  — water  miscible 
but  insoluble  and  anhydrous 

C.  Emulsion  Bases 

1.  w/o  water  miscible 
and  hydrous  but  in- 
soluble and  non- 
washable 

2.  o/w  water  miscible, 
hydrous  and  insol- 
uble but  washable 

D.  Water  Soluble  Bases  — anhydrous, 
greaseless  and  completely  washable 

E.  Pastes  and  collodions  as  special  items 

IV.  Powders,  which  may  be  hydrophobic  or 
hydrophilic. 

V.  Organic  solvents. 

(3)  The  desired  effect  of  the  vehicle  is  the 


third  basic  factor.  Theoretically  a topical 
medication  can  act  in  one  of  four  ways:  (1) 
by  direct  chemical  action  on  the  skin  or  on 
the  causative  agent,  (2)  by  altering  the  phys- 
iology of  the  skin,  (3)  by  inducing  an  immune 
reaction  in  the  skin,  and  (4)  by  its  physical  or 
physico-chemical  action  on  the  skin.  In  deal- 
ing with  vehicles  the  first  two  are  unimport- 
ant and  the  third  is  practically  always  an  un- 
wanted complication  of  treatment.  Thus  the 
physical  and  physico-chemical  effect  is  the 
only  one  of  major  import. 

These  physical  effects  may  be  listed  as  fol- 
lows: 

1)  drying  effect 

2)  emollient  effect,  increasing  softness 
and  suppleness 

3)  warming  effect 

4)  cooling  effect 

5)  protection  from  chemical  and  physical 
trauma 

6)  transportation  of  medication  to  the 
skin  surface,  and  effect  on  the  penetra- 
tion and  absorption  of  the  medicament 

7)  removal  of  secretions  and  debris 

Five  other  factors  related  to  the  foregoing 

must  also  be  considered:  (1)  the  compatibility 
of  the  vehicle  for  the  skin  area  involved,  (2) 
the  compatibility  of  the  vehicle  with  the  type 
of  dermatitis,  (3)  the  compatibility  of  the  ve- 
hicle with  the  drugs  to  be  incorporated  in  it, 
if  any,  (4)  the  need,  if  any,  for  water-wash- 
ability  for  ease  of  removal,  and  (5)  the  accep- 
tibility  of  the  vehicle  to  the  patient. 

Let  us  take  up  these  twelve  items  briefly 
but  specifically.  Vehicles  used  for  their  dry- 
ing effect  include  water  as  packs  and  baths, 
lotions,  gels,  organic  solvents,  and  powders. 
The  drying  effect,  as  the  term  is  used,  applies 
to  the  use  of  packs  on  oozing  dermatitis,  the 
use  of  powders  on  intertriginous  areas,  and 
also  to  the  use  of  alcoholic  vehicles  on  exces- 
sively oily  skins. 

Emollient  effect  is  obtained  by  the  use  of 
various  preparations,  namely,  the  liniments, 
such  as  calamine  liniment  N.F.,  water-immis- 
cible oils  such  as  cottonseed  oil  and  petrola- 
tum, water-miscible  oils  such  as  anhydrous 
wool  fat  and  Polysorb,  water-in-oil  emulsions 
such  as  hydrous  wool  fat  and  coldcream, 
oil-in-water  emulsions  such  as  Hydrophilic 
Ointment  USP,  pastes  such  as  zinc  oxide 
paste  and  water-soluble  ointments  of  which 
there  is  but  one  at  present,  the  USP  Polye- 
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thylene  Glycol  Ointment.  The  hydrophobic 
powders  and  the  gels  have  some  emollient 
effect. 

Generally  speaking  the  water-immiscible 
oils  exert  the  strongest  warming  effect  upon 
the  skin  by  interfering  with  perspiration  and 
evaporation.  The  organic  solvents,  most 
notably  ether,  exert  the  strongest  cooling 
effect,  followed  by  non-occlusive  wet  packs, 
lotions,  hydrophilic  powders  and  gels.  The 
emulsions  and  water-miscible  oils,  by  inter- 
fering less  with  water  loss  from  the  skin,  have 
less  of  a heating  effect  than  the  water-im- 
miscible oils. 

Protection  of  the  skin  from  chemical  and 
physical  trauma  can  be  given  a narrow  or  a 
broad  concept.  The  oils,  pastes  and  collodions 
give  the  best  protection  against  chemical 
irritants  commonly  contacted  and  also  against 
mechanical  injury  from  rubbing  and  scratch- 
ing. The  addition  of  powders  such  as  zinc 
oxide  and  starch  to  give  body  to  the  oils  in- 
crease.'i  their  protective  power,  and  the  sili- 
cones promise  even  better  protection  against 
chemical  irritants.  Other  physical  trauma 
such  as  drying  and  cooling  have  already  been 
discussed.  Protection  from  actinic  energy  in 
some  wavelengths  can  be  accomplished  by 
greases  and  other  vehicles  containing  opaque 
powders,  but  generally  this  effect  is  obtained 
by  the  addition  of  specific  chemicals. 

The  relationship  of  the  vehicle  to  the  drug 
as  a carrier  and  the  promotion  of  penetration 
and  absorption,  are  complex  subjects,  depend- 
ing upon  the  solubility  of  the  drug  in  the  ve- 
hicle, the  volatility  of  the  vehicle,  and  the 
ability  of  the  vehicle  to  permit  transfer  of  the 
drug  to  the  skin.  In  true  solutions  the  particle 
size  is  molecular  or  smaller  and  in  colloidal 
solutions  the  size  is  somewhat  larger;  in 
either  case  the  particles  move  about  freely 
and  theoretically  all  of  the  drug,  not  just  that 
at  the  interface,  is  available  to  the  skin.  In 
suspensions  this  motion  does  not  occur  and 
the  availability  of  the  drug  to  the  skin  is 
much  decreased.  And  increasing  the  concen- 
tration of  a drug  soluble  in  the  vehicle  re- 
sults in  a proportionate  increase  in  the  effect, 
at  least  theoretically,  whereas  increased  con- 
centrations of  drugs  in  suspensions  does  not 
result  in  any  such  increase  in  effect. 

Evaporation  of  the  vehicle,  or  of  part  of 
the  vehicle,  will  materially  change  the  con- 
centration of  the  drug,  the  movement  or 


availability  of  the  drug  particles,  and  the 
state  of  solution.  Evaporation  which  leaves 
a concentrated  residue  of  the  drug  on  the 
skin  may  also  leave  it  in  a relatively  unavail- 
able form.  The  advantage  of  having  a water- 
soluble  drug  in  an  oil-in-water  emulsion  dis- 
appears once  the  water  has  evaporated,  leav- 
ing the  water-soluble  drug  relatively  unavail- 
able in  a greasy  vehicle. 

The  transfer  of  the  drug  from  vehicle  to 
skin  depends  upon  the  relative  solubility  of 
the  drug  in  the  vehicle  and  in  the  oil  or 
aqueous  surface  film  on  the  skin  and  upon 
the  miscibility  of  the  vehicle  and  this  surface 
film.  In  general  we  can  say  that  oil-soluble 
drugs  will  be  transferred  most  easily  from  an 
oily  vehicle  to  an  oily  skin  film,  and  a water- 
soluble  drug  best  from  an  aqueous  vehicle  to 
an  aqueous  surface.  The  addition  of  wetting 
agents  will  establish  a better  interface  be- 
tween the  vehicle  and  the  skin  and  provide 
better  dispersion  of  insoluble  drugs,  thus  aid- 
ing in  the  transfer  of  the  drug  to  the  skin. 

Penetration  and  absorption  of  drugs 
through  the  skin  is  still  being  investigated 
and  our  knowledge  is  far  from  complete.  The 
problem  concerns  the  mode  of  entry  of  the 
drug  through  the  skin,  the  effect  of  solubility 
relationship,  the  possibility  of  absorption  of 
the  vehicle  itself,  and  the  varying  character- 
istics of  the  skin  itself.  It  is  possible  to 
state  that  the  intact  and  normal  skin  is  a 
rather  effective  barrier  to  the  absorption  of 
drugs,  although  some  drugs  are  so  absorbed 
in  considerable  quantity.  Inflamed  or  de- 
nuded skin  absorbs  drugs  far  more  readily, 
particularly  water-soluble  drugs  from  aque- 
ous vehicles.  Heat  and  rubbing  increase  ab- 
sorption and  there  are  variations  with  age 
and  the  site  involved.  Work  at  Iowa  and  else- 
where is  still  in  progress  on  this  problem  and 
our  knowledge  is  incomplete.  It  is  important 
to  remember  that  percutaneous  absorption 
does  occur  and  that  toxic  amounts  of  certain 
drugs  may  be  absorbed  from  topical  applica- 
tions. 

The  removal  of  cutaneous  secretions  and 
debris  is  usually  accomplished  with  packs  and 
baths  of  aqueous  type,  and  less  commonly 
with  organic  solvents  and  hydrophilic  ve- 
hicles. 

The  compatibility  of  the  vehicle  for  the 
skin  area  involved  refers  to  the  advantage  of 
lotions,  powders,  gels,  and  perhaps  water- 
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soluble  and  water-miscible  materials  on 
sweaty,  intertriginous  areas,  to  the  avoidance 
of  heavy  ointments  in  hairy  areas,  and  the 
like. 

The  compatibility  of  the  vehicle  for  the 
type  of  dermatitis  refers  to  the  difficulty  of 
application  of  oils  and  greases  to  oozing  der- 
matitis and  the  general  ineffectiveness  or 
harmfulness  of  such  treatment,  as  opposed  to 
the  use  of  aqueous  vehicles  on  such  skin. 
Heavy  ointments  are  often  preferable  on 
chronic  scaling  dermatitis. 

The  requirement  of  compatibility  of  the  ve- 
hicle and  drug  is,  of  course,  of  utmost  import- 
ance. Certain  drugs,  particularly  the  com- 
binations of  salicylic  and  benzoic  acids,  have 
a marked  tendency  to  break  down  many  of 
the  newer  emulsion  bases,  for  example,  and 
in  other  cases  insolubilities  and  chemical  re- 
actions may  prevent  certain  combinations  of 
drug  and  vehicle. 

Water-washability  may  be  desired  where 
part  of  the  therapy  includes  baths  or  packs 
which  would  be  interfered  with  by  greasy 
vehicles,  and  in  the  scalp  where  heavy 
greases  are  difficult  to  remove  from  long  hair. 

Finally  the  comfort  and  sensibilities  of  the 
patient  cannot  be  ignored.  Light  oils  may  be 
better  tolerated  than  greases  in  exfoliative 
dermatitis.  Greasiness  is  distressing  to  some 
and  wetness  to  others.  The  likes  and  dislikes 
of  the  patient  MUST  be  secondary  to  the  rest 
of  the  therapeutic  criteria,  but  must  be  con- 
sidered, particularly  where  there  may  be 
little  real  difference  in  efficacy  between  two 
vehicles,  one  pleasant  and  the  other  not. 

As  you  can  see  from  the  foregoing,  the  der- 
matologic vehicle  must  be  considered  in  a 
wholly  different  light  from  such  internal  ve- 
hicles as  syrups  and  wines.  Each  vehicle  has 
certain  very  definite  effects  upon  the  skin, 
largely  physical  in  nature,  and  these  effects 
on  a given  skin  lesion  should  govern  the 
choice  of  the  vehicle.  And  much  of  the  thera- 
peutic effect  in  dermatologic  treatment  de- 
pends upon  these  physical  effects. 

PHARMACOLOGY  OF  INCORPORATED 
DRUGS 

The  second  part  of  this  address  concerns 
the  pharmacology  of  those  drugs  which  are 
incorporated  in  these  vehicles  for  topical  ap- 
plication. Here  the  field  is  far  more  compli- 
cated in  numbers  of  drugs,  but  generally  less 
complicated  in  regard  to  their  actions.  Be- 


cause of  the  large  number  of  drugs  no  at- 
tempt at  completeness  is  intended;!  trust  that 
the  sampling  will  be  representative,  and  by 
grouping  the  drugs  into  classes,  the  study  will 
be  simplified. 

Anti-Infectives:  Such  drugs  act  by  a direct 
bacterio-static  bactericidal  effect  on  the 
microorganism.  Some  of  them  are  chemicals 
toxic  to  all  living  cells,  for  example,  phenol 
and  mercury.  Others,  such  as  the  dyes,  the 
oxyquinolines,  the  sulfonamides  and  the  anti- 
biotics, are  quite  selective,  not  only  between 
host  and  parasite,  but  also  between  parasites. 
In  the  antibiotics  it  appears  that  we  have 
most  nearly  achieved  the  goal  of  killing  bac- 
teria without  harming  the  host  cell.  For 
topical  use  one  should  use  only  those  anti- 
biotics and  chemotherapeutics  which  are  not 
used  internally;  bacitracin,  neomycin  and 
polymycin  are  recommended. 

Fungicides:  Our  success  with  the  antifun- 
gal drugs  has  been  far  less  startling.  We  still 
have  no  wholly  satisfactory  fungicide.  At 
present  all  of  them  which  are  really  efficient 
fungus  inhibitors  in  tissue  are  also  destruc- 
tive to  the  tissue,  especially  if  it  is  raw  and 
inflamed.  In  the  opinion  of  most  derma- 
tologists the  fatty  acids,  such  as  undecylenic 
acid,  and  salicylanilide  are  not  very  effective, 
and  others  are  toxic  and  allergenic.  As  a 
matter  of  fact,  fame  and  fortune  may  have* 
brushed  very  close  to  me  a few  years  ago 
when  there  appeared  on  a petri  dish  culture 
of  Trichophyton  rubrum  a tiny  black  shiny 
colony  which  inhibited  the  growth  of  this 
very  resistant  fungus  species  for  at  least  2 
cm.  around  it.  We  postulated  a soluble, 
colorless  bacterial  product  with  strong  anti- 
fungal properties  and  tried  feverishly  to  iso- 
late it.  All  to  no  avail  however,  for  we  lost 
it  and  have  never  seen  it  since.  That’s  how 
near  I came  to  standing  in  history  beside 
Alexander  Fleming.  Seriously,  though,  it  is 
amazing  how  many  drugs  have  been  ineffec- 
tive on  the  skin  after  being  violently  fungi- 
cidal in  the  test  tube. 

Anti-Prurities:  This  is  a loose  group  of 
many  unrelated  chemicals  whose  common 
bond  is  the  ability  to  decrease  or  relieve  itch- 
ing, while  their  modes  of  action  vary  greatly. 
Most  of  the  specifically  local  anesthetic  drugs 
act  by  blocking  the  nerves,  either  by  a spe- 
cific action  or  as  protoplasmic  poisons.  The 
specific  action  is  by  interference  with  the 
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enzyme  system  which  is  concerned  with  res- 
toration of  potential  in  the  nerve  cell  follow- 
ing passage  of  an  impulse.  It  is  best  illus- 
trated by  the  various  “-caines,”  mostly  aro- 
matic acids  or  their  tertiary  amino  esters;  the 
anesthetic  effect  lies  in  the  aromatic  acid  and 
the  tertiary  amino  ester  is  responsible  foir 
solubility.  Other  chemicals,  such  as  benzyl 
alcohol  and  chlorobutanol  also  seem  to  have 
a specific  nerve  blocking  effect.  The  anti-his- 
taminics  are  purported  to  have  a local  anes- 
thetic effect  as  well,  though  it  is  not  marked. 
Phenol  is  an  example  of  a local  anesthetic 
which  acts  as  a protoplasmic  poison;  this  is 
reversible  if  the  concentration  is  kept  low. 

Relief  of  itching  is  also  accomplished  by 
other  topical  measures.  The  relief  from  cool 
wet  dressings  is  well  known,  and  likewise  the 
use  of  unmedicated  ointment  bases  often 
stops  itching  quite  effectively.  Ichthammol, 
naftalan  and  particularly  crude  coal  tar  are 
also  good  antipruritics  whose  mode  of  action 
is  unknown. 

Anti-histaminics:  Specific  anti-histaminic 
effect  of  these  drugs  on  topical  use  is  open  to 
much  question.  Urticaria  is  the  only  skin  di- 
sease responding  by  antihistaminic  effect  to 
antihistamines  internally  and  here  topical  use 
is  wholly  ineffective.  Benefit  from  anti- 
histamines internally  in  other  skin  disease 
is  solely  due  to  the  sedative  effect  and  to  tinc- 
ture of  time.  Much  of  the  relief  afforded  by 
these  drugs  in  topical  use  should  be  credited 
to  the  vehicle,  and  perhaps  to  some  anti- 
pruritic effect.  The  high  rate  of  contact  sen- 
sitization to  these  drugs,  particularly  to  The- 
phorin,  Histadyl,  Pyribenzamine  and  Bena- 
dryl, makes  their  use  on  the  skin  a very  ques- 
tionable procedure.  I feel  that  these  drugs 
have  absolutely  no  place  in  topical  therapy. 

Astringents:  These  drugs,  which  include 
tannic  acid,  aluminum,  zinc  and  copper  salts, 
potassium  permanganate,  and  gentian  violet, 
owe  their  action  to  a non-penetrating  pre- 
cipitant action  on  protein.  Their  purpose  is 
to  seal  oozing,  denuded  surfaces  and  provide 
a protective  barrier. 

Antiperspirants:  Most  of  these  are  alum- 
inum salts,  although  recently  hexachloro- 
phene  and  other  chemicals  have  been  added. 
Although  it  was  formerly  thought  that  these 
actually  reduced  perspiration  by  an  astrin- 
gent effect  on  the  sweat  duct  orifices,  it  now 
appears  that  their  effect  is  purely  deodor- 


izing, and  this  by  an  anti-bacterial  effect  pre- 
venting bacterial  action  on  the  sweat. 

Caustics:  These  drugs,  now  largely  re- 
placed by  electrocautery,  dry  ice,  and  x-ray, 
are  protein  precipitants  similar  to  the  astrin- 
gents, but  more  powerful  or  in  greater  con- 
centrations. Included  among  the  caustics  are 
zinc  and  silver  salts,  arsenic,  chromic  acid, 
fuming  nitric  acid,  trichloracetic  acid  and 
many  others. 

Keratolytics:  Certain  chemicals  have  the 
property  of  softening  the  keratinized  layer  of 
the  skin,  notably  salicylic  acid.  Resorcinol 
and  chrysarobin  on  the  other  hand  remove 
'the  keratinized  layer  by  a process  of  harden- 
ing and  exfoliation.  Other  keratolytic  drugs 
include  sulfur,  ichthammol  and  sodium 
borate. 

Detergents:  These  compounds,  including 
the  soaps,  the  -sulfonated  oils  and  alcohols,  the 
alkyl  aryl  sulfonates  and  the  quaternary  am- 
monium compounds,  are  used  as  cleansers 
of  the  skin  because  of  their  wetting,  emul- 
sifying and  fat-solvent  effect;  some  of  them 
are  also  efficient  antiseptics.  They  are  con- 
traindicated in  dermatitis  because  of  their 
irritating  qualities.  Some  are  employed  in 
dermatologic  vehicles  in  small  quantities  as 
wetting  agents  and  emulsifiers,  replacing  to 
some  extent  such  substances  as  tragacanth 
and  bentonite. 

Insecticides:  Drugs  used  to  kill  animal 
parasites  in  or  on  the  skin  include  the  older 
preparations  such  as  sulfur,  benzyl  benzoate 
(the  active  principle  of  balsam  of  Peru),  and 
pyrethrum,  and  such  new  ones  as  D.D.T., 
gammexane  (or  lindane  or  Kwell)  and  N- 
ethyl-o-crotonotoluidide  (or  Eurax).  The 
older  preparations  are  quite  irritating.  Gam- 
mexane is  the  treatment  of  choice  today. 

Sun-screens:  These  specialized  drugs,  very 
popular  recently,  act  in  two  ways.  Some  are 
simply  vehicles  containing  opaque  powders 
such  as  titanium  dioxide.  Others  owe  their 
actions  to  specific  chemicals  which  have  the 
ability  to  filter  out  certain  wavelengths  of 
light,  particularly  those  around  2900  to  3000A, 
the  principal  tanning  and  burning  rays  of 
the  sun.  Quinine,  the  para-aminobenzoates 
and  phenyl  salicylate  (or  salol)  are  examples. 
Almost  all  of  the  second  group  of  sunscreens 
are  potent  sensitizers  and  can  also  photo- 
sensitize. 

Stimulants:  Drugs  of  this  group  are  also 
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referred  to  as  having  an  “irritant”  or  an  “anti- 
eczematous”  action.  I do  not  like  these  names, 
but  so  far  no  one  has  invented  better  ones;  as 
a matter  of  fact  they  are  probably  no  worse 
than  “carminative,”  “anti-convulsant”  and 
“cholegogue.”  These  drugs,  particularly  crude 
coal  tar,  are  the  nearest  things  to  magic  that 
we  have.  They  are  magical  because  they  work 
and  we  have  no  idea  of  their  action.  One 
must  have  actual  experience  with  crude  coal 
tar  to  appreciate  its  value.  In  recent  surveys 
of  dermatologists  for  the  U.  S.  Pharmacopeia, 
there  is  ample  evidence  that  coal  tar  is  the 
drug  dermatologists  would  hate  most  to  be 
without,  except  perhaps  water.  Fifty  years 
of  constant  work  on  the  tars  has  resulted  in 
the  discovery  of  many  known  and  synthe- 
sizable  constituents.  None  of  these,  and  no 
combination  of  them,  has  the  action  of  crude 
coal  tar.  Removal  of  the  color  and  odor  also 
destroys  the  effectiveness.  In  short,  the  stim- 
ulating drugs,  particularly  crude  coal  tar, 
have  a remarkable,  though  unknown,  effect 
upon  eczematous  dermatitis.  It  should  be  re- 
membered that  only  some  tar  batches  are 
good,  and  that  tars  may  be  irritants  and  aller- 
gens. Other  less  remarkable  drugs  of  this 
class  include  the  pine  tars,  naftalan,  ichtham- 
mol,  anthralin  and  chrysarobin. 

There  are  a few  other  drugs  which  do  not 
fit  into  any  of  the  categories  listed,  yet  which 
deserve  mention. 

Podophyllin:  This  drug  is  an  extractive 
from  the  root  of  the  mandrake  or  May  apple. 
It  has  a selective  destructive  action  on  grow- 
ing tissue,  particularly  on  warts,  seemingly 
acting  like  colchicine  by  interfering  with 
mitosis. 

Oxypsoralens:  These  drugs  are  being  used 
in  vitiligo  to  stimulate  the  reappearance  of 
melamin  pigment.  Considerable  question 
arises  as  to  the  efficacy  of  these  drugs.  They 
are  potent  photosensitizers. 


Agerile  Alba:  This  chemical,  the  mono- 
benzyl ether  of  hydroquinone,  has  been  used 
to  remove  melanin  pigment  from  the  skin. 
It  usually  or  always  produces  dermatitis  in 
accomplishing  this  effect  and  is  not  very  satis- 
factory. 

Selenium  Disulfide:  The  sulfide  of  this  ex- 
tremely toxic  element  is  a safe  and  simple 
remedy  for  milder  cases  of  seborrheic  der- 
matitis. It  is  at  least  temporarily  effective  in 
60-70%  of  such  cases. 

Hydrocortisone:  Hydrocortisone  and  the 
other  topical  steroids  are  effective  remedies 
for  the  treatment  of  many  kinds  of  dermatitis. 
They  are  most  effective  in  subacute  der- 
matitis, being  much  less  effective  than  the 
tars  in  chronic  dermatitis.  Because  of  their 
expense,  the  topical  steroids  are  not  ap- 
plicable to  widespread  dermatoses,  but  they 
are  most  effective  in  treatment  of  localized 
lesions  of  atopic  dermatitis,  seborrheic  der- 
matitis, some  of  the  eczemas  and  similar  der- 
matoses. Their  use  does  not  relieve  the  phys- 
ician of  the  continued  need  to  practice  good 
dermatology,  making  correct  diagnoses, 
avoiding  irritants,  and  other  rules  of  skin 
care. 

In  conclusion,  then,  we  can  name  and  ex- 
plain the  action  of  some  of  the  topical  thera- 
peutic agents,  while  the  actions  of  others 
must  still  be  theoretically  explained  or  re- 
main unknown,  and  the  action  of  the  so-called 
stimulants  cannot  even  be  defined.  The  ef- 
fects are  evident  and  the  indications  are  quite 
clear.  Of  paramount  importance,  however,  is 
the  fact  so  often  unknown  or  ignored  that 
the  vehicle  also  has  pharmacologic  actions, 
mostly  physical,  and  that  for  the  most  effec- 
tive dermatologic  therapy  these  physical  ef- 
fects must  be  understood  and  fully  utilized. 
Even  where  a specific  drug  action  is  required, 
success  of  the  treatment  still  may  depend 
largely  upon  the  proper  choice  of  a vehicle. 
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Anxiety  neurosis  is  defined  as  “a  psycho- 
neurosis characterized  by  emotional  instabil- 
ity, apprehension,  and  a sense  of  utter  fatigue; 
caused  by  incomplete  suppression  of  emo- 
tional problems.  It  is  associated  with  visceral 
phenomena  such  as  tachycardia,  palpitation, 
nausea,  a sense  of  suffocation,  diarrhea,  tre- 
mors, and  perspiration.  Also  called  ‘anxiety 
state’  ”1. 

Some  authorities  regard  anxiety  neurosis 
as  a form  of  “psychasthenia”  in  which  fear  is 
the  predominant  symptom  as  are  other  ob- 
sessions such  as  fear  of  saying  or  doing  wrong 
acts2.  Musser  states  that  “a  general  nervous 
irritability  (or  excitability)  is  regularly  asso- 
ciated with  the  anxious  expectation  or  dread. 
. . . Fluctuations  occur  in  the  intensity  of  the 
symptoms,  acute  exacerbations  constituting 
the  anxiety  attack’’^.  Musser  goes  on  to  state 
that  “neurasthenia  and  some  of  the  anxiety 
states,  too,  are  faulty  responses  — attempts 
to  escape  from  the  difficulties  and  conflicts 
of  life.” 

Schneider  and  Rodis^  state  that  the  anxiety 
states  are  among  the  most  common  psycho- 
neurotic manifestations  which  are  character- 
ized by  abnormal  fear,  apprehension,  and 
anxiety.  Vasomotor  changes  are  commonly 
present.  They  feel  that  such  symptoms  are 
related  to  past  emotional  conflicts.  These 


anxiety  symptoms  serve  as  a justifiable  cause 
for  worry  rather  than  the  true  and  funda- 
mental causes  of  which  the  patient  is  ashamed 
or  to  which  he  will  not  admit.  A good  prog- 
nosis in  such  cases  can  be  expected  if  the  pa- 
tient possesses  a reasonable  amount  of  in- 
telligence and  also  insight  and  if  he  desires 
to  rid  himself  of  his  unfortunate  mental  con- 
dition. 

Malamud^  feels  the  etiology  of  anxiety 
neurosis  is  produced  by  “a  primary  frustra- 
tion of  or  danger  to  free  flow  of  the  vital  in- 
stincts.” He  mentions  interference  with  the 
sexual  instinct  as  a frequent  factor  in  the 
production  of  the  anxiety  neuroses.  These 
conditions,  according  to  Malamud,  are  pro- 
duced by  “a  definite  blocking  or  damming  up 
■of  instinctive  energy  and  not  with  a trans- 
formation of  sexual  gratification  into  new 
channels.” 

Overstimulation  of  neural  impulses  from 
various  perceptors,  which  I have  termed  psy- 
choallergens, can  produce  an  overstimulation 
of  related  cortical  centers.  The  p^hysiological 
process  appears  to  be  very  similar  to  -the  pro- 
duction of  allergic  states  elsewhere  in  the 
body  economy.  For  the  overexcitation  from 
allergens  produces  hyperallergic  states  to  the 
specific  allergens  which  were  employed  to 
institute  the  original  reactions.  Once  a hy- 
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perallergic  state  is  produced,  even  a modicum 
of  the  offending  allergen  is  ample  to  produce 
a severe  allergic  reaction.  I am  sure  many 
physicians  can  recall  cases  of  such  un- 
fortunate responses  in  many  of  their  patients. 

Similarly,  once  a psychoallergic  state  is 
produced  in  the  various  recipient  cortical  cen- 
ters from  excessive  psychoallergens,  a similar 
surmenage  may  well  take  place.  Here  is  a 
physiologic  basis  for  abnormal  human  be- 
havior. For  the  so-called  psychic  insults 
spoken  of  by  many  of  our  psyohiatrists  can  be 
boiled  down  to  excessive  perceptual  stimuli 
which  have  been  allowed  to  bombard  the 
perceptive  cortical  centers  of  learning. 

Hence  the  use  of  general  narcosis  at  least 
temporarily  shuts  off  all  these  cortical  cen- 
ters from  further  punishment.  This  effect 
forms  the  time-honored  Wier-Mitchell  treat- 
ment as  does  any  medication  which  depresses 
the  central  nervous  system. 

The  process  of  psychoanalysis  can  be  ex- 
plained readily  by  our  theory  of  psycho- 
allergy. Certain  painful  experiences  are  re- 
introduced (mostly  through  the  analyst  by 
recall),  and  mild  psychoallergic  reactions  are 
allowed  to  recur.  This  process  is  repeated  as 
is  the  use  of  infinitismal  amounts  of  allergens 
in  an  allergic  patient.  Finally,  desensitiza- 
tion takes  place  since  the  patient  does  not  re- 
act to  former  painful  psychic  stimuli. 

Psychic  stimuli  can  be  most  complex  in 
nature,  for  patients  can  learn  to  identify 
those  individuals  who  have  committed  the 
psychic  insults  along  with  the  acts  them- 
selves. Hence,  it  is  not  unusual  for  a patient 
to  react  unfavorably  to  certain  human  charac- 
teristics and  acts  which  have  become  iden- 
tified with  those  responsible  for  the  original 
psychic  insults. 

It  appears  that  many  diverse  and  sundry 
agents  can  produce  overstimulation  to  an  in- 
dividual’s cortical  centers.  Sexual  insults  do 
not  necessarily  exclude  the  many  other 
causes  for  such  psychoallergic  upsets. 
Treatment  of  Anxiety  Neuroses 

The  psychiatric  approach  to  the  treatment 
of  anxiety  neurosis  is  to  find  the  offending 
cause  and  remove  it.  This  is  a time-consum- 
ing procedure,  especially  for  those  physicians 
who  do  not  use  psychiatric  procedures  for  one 
reason  or  another. 

The  medical  or  pharmacologic  approach  to 
the  treatment  of  such  disorders  is  to  use  some 


type  of  medication  which  will  prevent  or 
block  these  emotional  surmenages  by  block- 
ing impulses  from  the  hypersensitized  cortical 
centers. 

One  of  the  oldest  and  most  commonly  used 
medications  is  phenobarbital  through  its  gen- 
eral depression  of  the  cortical  centers.  Of  re- 
cent date  are  two  new  additions  to  the  phys- 
icians’ therapeutic  armamentarium.  One  of 
these  recent  drugs  is  chlorpromazine*  (lar- 
gactyl,  Thorazine,  SKF-2601A)  and  the  other 
is  Dimethylane  (2,  2-diisopropyl-4-hydroxy- 
methyl-1,  2-dioxolane**). 

Since  phenobarbital  has  been  used  for 
many  years  for  anxiety  states,  this  drug  was 
chosen  as  our  standard  or  control  in  order  to 
compare  it  to  the  therapeutic  actions  of  the 
two  newer  drugs. 

The  bartiturates  have  been  employed  for 
years  to  control  the  emotional  sur- 
menages found  in  neurotic  and  so-called  “ner- 
vous” patients.  The  recommended  dose  of 
phenobarbital  is  one-half  grain.  I am  sure 
that  many  clinicians  employ  the  larger  and 
more  used  dosage  of  IVe  grains  by  mouth. 

According  to  SollmannS  “the  sedative  ac- 
tion of  the  barbitnrates  is  used  to  secure 
sleep,  to  dull  worry  and  apprehension,  to 
calm  nervousness,  and  to  obtain  tranquillity 
and  rest  in  conditions  ranging  from  ‘over- 
wrought nerves’  through  drug  addictions,  hy- 
perthyroidism, mania,  chorea  and  epilepsy; 
the  narcotic  action  is  used  to  produce  partial 
or  complete  unconsciousness  in  anesthesia, 
amnesia  in  parturition;  and  a hypnotic  state 
suitable  for  psychiatric  analysis.  The  effects 
can  be  readily  graded  in  intensity  by  dosage, 
and  in  duration  by  the  selection  of  the  appro- 
priate barbiturate.” 

Sollman‘7  cites  clearly  the  disadvantages  of 
barbiturates  by  stating  that  “the  response  is 
rather  variable,  markedly  so  in  some  individ- 
uals.” I presume  many  physicians  have  noted 
the  same  observation  with  the  use  of  certain 
opiates.  Some  patients  become  stimulated 
mentally  instead  of  becoming  depressed. 
Other  disadvantages  from  the  use  of  bar- 
biturates, as  cited  by  Sollmann,'^  are  that 
“the  hypnotic  effect  is  rather  preceded  by 
considerable  excitement,  inebriation  and 

* Chlorpromazine  (Thorazine)  is  manufactured  by 

Smith,  Kline  and  French,  of  Philadelphia,  Pa. 
**Dimethylane  is  produced  by  the  National  Drug 

Company  of  Philadelphia. 
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even  delerium;  and  the  sleep  and  hepetude 
may  be  undesirably  prolonged.  Collapse 
occurs  exceptionally.” 

Mayer  et  al®  found  that  chlorpromazine  in 
doses  of  50  mg.  three  times  daily  gave  “an  ex- 
cellent therapeutic  result  without  exception 
and  the  patient  felt  better  on  chlorpromazine 
than  on  any  other  regime.”  Their  observa- 
tions were  in  varied  neuro-psychiatric  dis- 
orders: 217  patients  were  neurotic  and  had 
other  minor  mental  and  emotional  disorders, 
31  cases  exhibited  anxiety  neuroses.  Accord- 
ing to  Mayer  et  al,  two  thirds  of  these  cases 
had  excellent  results,  although  drops  in  blood 
pressure  were  not  unusual  even  in  some  hy- 
pertensive cases.  Foster,  et  al®  found  that 
chlorpromazine  caused  a fall  in  blood  pres- 
sure with  a rise  in  pulse  rate.  They  found 
that  the  extent  of  these  changes  was  variable 
and  unpredictable.  According  to  these  inves- 
tigators, the  drug  possesses  a central  inhibi- 
tory action  on  vasomotor  tone.  The  exact 
nature  of  chlorpromazine’s  action  is  unknown, 
although  it  is  thought  that  it  interferes  with 
the  synaptic  transfer  of  excessive  psycho- 
motor excitement  between  cortical  cells  and 
the  diencephalon.  I o Winkelman'' ^ found  the 
drug  especially  remarkable  in  that  it  could 
“reduce  severe  anxiety,  diminish  phobias  and 
obsessions,  reverse  or  modify  a paranoid  psy- 
chosis, quiet  manic  or  extremely  agitated  pa- 
tients, and  change  the  hostile,  agitated,  senile 
patient  into  a quiet  easily  managed  patient.” 

Kinross-Wright^2  reported  that  “among 
the  neurotic  group,  response  has  been  more 
variable.  Most  of  the  patients  report  some 
improvement  but  as  mentioned  above  the  side 
effects  of  chlorpromazine  sometimes  cause 
patients  to  refuse  larger  doses  . . .”  Tre- 
thowan  and  Scott^^  reported  the  presence  of 
jaundice  as  a most  serious  complication  in  3 
of  their  series  of  cases.  Skin  rashes  occurred 
in  7 of  their  cases,  while  6 patients  developed 
pyrexia.  Other  minor  side  effects  were  diz- 
ziness, thirst,  abdominal  discomfort,  and  con- 
stipation. Eight  patients  complained  of  night- 
mares. Some  drowsiness  developed  in  at  least 
one-half  of  his  patients.  Tasker^^  reported 
a case  of  agranulocytosis  which  was  caused 
by  the  use  of  chlorpromazine.  He  suggested 
that  “evidence  of  sensitivity  to  chlorproma- 
zine should  be  treated  with  respect.  Fever, 
jaundice,  and  skin  eruptions  during  the  early 
weeks  of  treatment  should  be  taken  as  dan- 


ger signals  and  should  compel  repeated  ex- 
amination of  the  blood,  if  not  withdrawal  of 
the  drug.  Ulcerative  stomatitis,  particularly 
if  it  occurs  at  about  the  sixth  week  of  treat- 
ment, should  be  an  absolute  indication  for  the 
immediate  cessation  of  chlorpromazine  ther- 
apy.” 

Burnstein  and  Sampson^  ^ reported  a case 
who  suffered  a prolonged  and  gravely  severe 
hypotensive  reaction  from  four  25  mg.  doses 
of  chlorpromazine  (Thorazine)  by  mouth.  The 
drug  produced  a critical  shock-like  state  in  a 
71  year  old  white  male  who  also  exhibited 
psychic  irritability  of  three  days’  duration. 

Psychiatric  conditions  have,  of  late,  been 
treated  with  various  new  pharmacologic 
products  such  as  mephensin  and  its  allied 
group  of  compounds.  Schlesinger,  el  aU® 
stated  that  mephenesin  acts  on  the  spinal 
cord  and  brain  stem.  “At  certain  concentra- 
tions it  has  definite  hypnotic  effects;  at  others 
it  is  an  effective  local  anesthetic.  Its  curare- 
like  action  seems  of  minor  import,  but  its 
ability  to  depress  cortical  potentials  relates  it 
more  closely  to  the  barbiturates  ...  It  may  be 
suggested  that  its  site  of  action  is  the  inter- 
nuncial  neurones.” 

Dimethylane,  a 2,  2 diisopropyl  derivative 
of  dioxolane,  was  found  to  have  a wider  mar- 
gin of  safety  and  greater  activity  than  me- 
phenesin according  to  Boines  and  Horos- 
chak.i’^  Dimethylane  was  found  by  Kissen 
et  aU®  to  control  psychomotor  agitation  in 
alcoholics.  Boines^®  reported  the  control  of 
anxiety  tension  symptoms  related  to  the 
menopausal  syndrome.  Dimethylane  was  ob- 
served by  Boines  and  Horoschak^o  to  be 
effective  in  relieving  certain  symptoms  of 
dysmenorrhea.  These  same  investigators 
found  that  Dimethylane  was  very  effective  in 
improving  the  symptoms  of  anxiety  in  cases 
of  occupational  stress. 

The  success  which  these  investigators  ex- 
perienced with  the  practically  non-toxic  prep- 
aration, Dimethylane,  suggested  to  this  writer 
that  it  would  be  worthwhile  to  employ  it  in 
those  cases  of  the  anxiety  states  which  are 
common  in  general  practice. 

It  must  be  quite  apparent  that  these  an- 
xiety states  are  the  result  of  previous  hyper- 
sensitizations of  those  cortical  areas  which 
received  perceptual  sensations  from  the  five 
avenues  of  perception  (sight,  hearing,  smell- 
ing, tasting,  and  feeling.)  A leukotomy  in- 
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terrupts  through  a surgical  procedure  the  sur- 
menage  of  cortical  potentials  from  the  over- 
sensitized cortical  cells.  By  means  of  drugs  a 
temporary  interruption  (medical  leukotomy) 
may  occur  when  phenobarbital,  chlorproma- 
zine,  or  Dimethylane  are  employed. 

Clinical  Trial  of  these  Drugs 

“A  continuous  narcosis  is  of  use  in  the  case 
of  the  acute  anxiety  state,  as  is  possible  only 
in  the  hospital,”  according  to  Rorie.^^  He 
feels  that  psychotherapy  is  preferable  in  such 
cases.  Our  series  of  cases  were  ambulatory 
patients,  hence  hospitalization  was  avoided 
to  conserve  our  patients’  financial  resources. 

Six  patients  with  moderately  severe  an- 
xiety symptoms  were  placed  on  chlorpro- 
mazine.  The  initial  dose  per  patient  was  50 
mg.  three  times  daily  by  mouth.  It  soon  de- 
veloped that  all  the  patients  in  this  group 
complained  of  (1)  drowsiness,  (2)  inability 
to  cerebrate  properly,  and  (3)  lack  of  proper 
coordination  so  that  driving  their  cars  was 
highly  dangerous  if  not  impossible.  All  pa- 
tients in  this  group  stated  that  they  didn’t 
seem  to  care  much  about  their  personal  prob- 
lems. They  reacted  sluggishly  to  their  en- 
vironment, although  all  patients  stated  that 
they  did  not  have  any  further  feelings  of 
anxiety.  This  change  of  mental  and  emotional 
status  was  noticed  soon  after  the  first  day  of 
therapy. 

The  dose  of  chlorpromazine  was  reduced  to 
25  mg.  three  times  daily  by  mouth  in  these 
six  patients.  They  reported  that  drowsiness 
and  their  reflexes  had  improved,  but  three 
patients  noted  the  return  of  their  anxiety 
symptoms  while  three  did  not  experience  this 
difficulty.  However,  even  with  the  decrease 
in  the  chlorpromazine  dosage  to  three  25  mg. 
tablets  per  day,  all  experienced  some  diffi- 
culty in  coordination  and  the  partial  loss  of 
adequate  reflex  control.  It  became  apparent 
that  this  drug  did  not  appear  safe  for  ambula- 
tory patients  because  of  the  partial  loss  of 
adequate  reflex  control.  Therefore  no  further 
cases  were  placed  on  this  medication. 

Twenty  patients  with  anxiety  symptoms 
were  placed  on  phenobarbital,  V-k  grains 
twice  daily.  Although  this  is  a much  larger 
dose  of  phenobarbital  than  is  recorded  for  the 
usual  amount  per  dose  in  many  pharmaceu- 
tical textbooks,  past  experience  has  proved 
that  our  daily  dose  was  permissable. 

Of  the  20  patients  on  phenobarbital  twelve 


felt  somewhat  better  so  far  as  their  anxiety 
symptoms  were  concerned.  Of  these  12  pa- 
tients, four  complained  of  general  grogginess 
and  inability  to  cerebrate.  Eight  patients  re- 
ported no  improvement. 

The  six  previous  chlorpromazine  cases 
along  with  14  new  cases  were  treated  with 
Dimethylane  in  enteric  coated  capsules,  each 
capsule  representing  250  mg.  of  the  drug.  All 
cases  with  the  exception  of  two  reported 
marked  relief  of  their  anxiety  symptoms.  All 
the  improved  cases  experienced  no  drows- 
iness, no  inability  to  cerebrate,  and  no  loss  of 
coordination.  All  cases  had  rapid  relief  (ex- 
cept the  2 cases  which  were  recorded  as  fail- 
ures) within  the  matter  of  24  hours  after  tak- 
ing their  first  capsule. 

However,  it  was  found  necessary  for  these 
improved  patients  to  continue  on  Dimethy- 
lane since  their  symptoms  of  anxiety  returned 
if  they  went  without  medication.  It  seemed 
necessary  to  employ  two  capsules  (500  mg.) 
four  times  daily.  The  capsules  were  admin- 
istered by  having  each  patient  take  2 capsules 
(500  mg.)  after  each  meal  and  at  bedtime  by 
mouth.  Several  patients  tried  to  cut  the  dos- 
age to  one  capsule  (250  mg.)  four  times  daily 
without  proper  or  adequate  results.  Their  re- 
lief from  the  symptoms  of  anxiety  became 
manifest  only  upon  the  previous  recom- 
mended dosage  of  2 capsules  (500  mg.)  four 
times  daily. 

Report  of  a Typical  Case: 

This  case  is  cited  because  this  patient  first 
was  given  chlorpromazine,  then  phenobar- 
bital, and  finally  Dimethylane.  A 28  year  old 
married  white  woman,  found  it  impossible  to 
be  away  from  home  at  any  time.  She  refused 
to  shop  at  a store  or  to  mingle  with  people. 
She  continually  felt  ill  at  ease  with  anyone 
but  her  immediate  family.  Her  anxiety  symp- 
toms occurred  following  the  birth  of  a daugh- 
ter six  years  ago. 

Chlorpromazine  produced  a complete  ob- 
literation of  old  symptoms  of  anxiety.  How- 
ever, she  complained  of  feeling  “drugged  and 
dopy.”  She  found  it  difficult  to  hold  any  trend 
of  thought,  and  she  felt  like  sleeping  contin- 
ually. 

Upon  using  phenobarbital  her  symptoms  of 
anxiety  returned,  although  she  could  carry 
a good  trend  of  thought.  She  experienced  no 
difficulty  in  coordination.  She  felt  tired  con- 
tinually. 
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When  all  medication  had  been  discontinued 
for  a week,  she  was  placed  upon  Dimethy- 
lane.  She  took  two  capsules  of  this  drug  twice 
daily.  The  first  day  her  husband  suggested 
that  they  go  for  a walk.  She  agreed,  and  they 
stopped  at  the  corner  drugstore  and  had  some 
ice  cream.  Her  husband  related  that  was  the 
first  time  they  both  enjoyed  going  out  to- 
gether since  her  illness  began.  She  has  con- 
tinued to  improve  and  now  shops  downtown 
without  the  usual  feeling  of  intense  fright 
which  had  plagued  her  previously.  She  is  un- 
able to  discontinue  her  medication  as  yet. 
This  patient  has  been  free  of  all  anxiety 
symptoms  for  a period  of  three  months.  She 
lives  in  a large  city  and  can  travel  downtown 
by  herself  without  any  difficulty. 

SUMMARY 

The  use  of  certain  pharmacologic  preparations 
depress  the  entire  hypersensitized  cortical  areas, 
this  bringing  temporary  relief  in  cases  of  anxiety 
neurotic  patients.  Chlorpromazine  apparently  pro- 
duces a deeper  disruption  than  does  Dimethylane. 
Patients  in  the  present  series  of  cases  treated  with 
Dimethylane  do  not  report  the  production  of 
drowsiness,  the  inability  to  cerebrate  properly,  and 
the  lack  of  proper  coordination  which  appears  to 
be  the  case  with  the  use  of  chlorpromazine.  Since 
patients  prefer  to  remain  ambulatory  for  many 
reasons,  the  use  of  Dimethylane  is  preferred  to 
chlorpromazine.  Therefore  Dimethylane  appears 
to  be  the  drug  of  choice  in  ambulatory  patients  be- 
cause of  its  practically  non-toxic  properties  and  its 
ability  to  block  those  cortical  surmenages  which 
produce  the  symptoms  of  anxiety  states.  In  other 
words,  Dimethylane  appears  to  produce  pharma- 
cologically temporary  clinical  improvements  sim- 
ilar to  those  which  are  expected  when  a leukotomy 
is  performed. 
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ARE  YOU  TAX  BAIT? 

(Continued  from  September) 

Ralph  R.  Benson 
Attorney-at-Law 
Los  Angeles,  California 


BAIT  #9 

What  vicious  rumors  are  making  the  rounds? 

Dr.  I suddenly  started  going  to  the  Bank 
every  day  for  the  past  5 weeks.  He  went  to 
the  safe  deposit  box  section.  Each  time  he 
signed  a slip  calling  for  his  signature,  the 
date  and  the  box  number.  The  bank  clerk 
carefully  filed  each  slip  and  then  preceded 
the  Doctor  into  the  vault,  inserted  the  Doc- 
tor’s key  and  the  bank  key  in  the  outer  door 
of  the  box.  The  Doctor  then  took  the  box 
alone  into  a small  booth.  After  the  door  closed 
behind  him  and  as  he  heard  the  lock  clicked, 
the  Doctor  opened  the  box  and  took  out  the 
papers  he  faithfully  kept  as  executor  of  the 
estate  of  his  deceased  friend,  a fellow  Doctor. 
There  was  no  cash  in  the  box.  The  estate  was 
small  but  required  all  of  the  attention  of 
every  estate.  The  valuable  papers  — the 
deeds  — the  insurance  policies  — the  written 
proof  of  loss  — The  Doctor  took  his  responsi- 
bility to  his  friend’s  widow  and  children  ser- 
iously and  served  as  executor  without  fee, 
waiving  any  fee  under  state  law.  In  those  5 
weeks  the  Doctor  did  sacrifice  some  of  his 
energy  in  handling  the  details  of  the  estate 
and  working  late  hours.  The  lights  burned 
later  than  usual  in  his  office.  The  trips  to  the 
bank  — the  light  burning  late  when  other 
offices  had  closed  — caused  an  idle  tongue  to 
wag  that  the  Doctor  had  taken  on  illegal  sur- 
gery. This  scandalous  charge  of  abortions 
and  hiding  “hot  cash”  reached  the  ears  of  a 
tax  collector  who  called  on  the  Doctor  and 


received  a quick  explanation  from  the  Doctor 
who  felt  he  had  not  been  kindly  rewarded  at 
all  for  his  deeds  by  the  irresponsible  back- 
yard gossiper. 

The  moral  is:  There  is  no  insurance  policy 
written  which  could  have  protected  the  Doc- 
tor from  the  common  breed  of  viper.  Perhaps 
the  Doctor  should  have  left  the  compliment- 
ary but  dubious  honor  of  his  being  his  friend’s 
executor  to  the  professional  talents  of  attor- 
neys and  bankers. 

BAIT  #10 

Is  the  wife  in  the  divorce  court  telling  all? 

Dr.  J is  being  sued  for  divorce.  His  wife  is 
asking  $1,000  a month  support.  A process  ser- 
ver appears  at  his  office  and  hands  him  a sub- 
poena which  reads: 

“THE  PEOPLE  OF  THE  STATE  SEND 
GREETINGS  ....  We  command  You, 
that  all  singular  business  and  excuses 
laid  aside,  you  attend  a session  of  Court 
....  and  that  you  bring  with  you  then  and 
there  ....  all  books,  records,  journals 
and  ledgers  ....  as  well  as  Federal  and 
State  Income  Tax  Returns  ....  all  for 
the  past  5 years  ....  and  for  failure  to 
so  attend,  you  will  be  deemed  guilty  of 
contempt  of  court  . . . .” 

At  the  hearing,  the  wife’s  attorney  calls  for 
all  the  documents  under  subpoena  and  intro- 
duces each  one  into  evidence.  Exhibits  1 to  25. 
All  of  these  documents  are  now  part  of  the 
court  file  — an  open  public  record  — and 
snapped  up  by  the  newspapers.  His  wife 
takes  the  stand  and  testifies  that  the  income 
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The  August  issue  of  Pediatric  Clinics  of 
North  America  is  of  special  significance  due 
to  the  fact  that  one  of  the  consulting  editors 
and  contributors  is  a former  University  of 
South  Dakota  student.  She  is  Dr.  Carroll  F. 
Burgeon  at  present  a pediatrician  of  the  Chil- 
dren’s Hospital  of  Philadelphia.  Dr.  Burgeon 
is  the  daughter  of  one  of  the  deceased  pioneer 
doctors  of  the  state,  Dr.  T.  B.  Smiley  of  Mount 
Vernon,  a former  president  of  the  South  Da- 
kota Medical  Association.  She  attended  the 
University  in  1936-40  graduating  with  a B.A. 
Degree,  returning  in  1942  and  taking  pre- 
medical courses. 

She  received  her  medical  degree  from 
Temple  University  School  of  Medicine  in 
1947  and  at  the  present  time  is  instructor  of 
Pediatrics  at  the  University  of  Pennsylvania 
School  of  Medicine  and  Staff  Physician  of  the 
Children’s  Hospital  of  Philadelphia. 

Her  husband  who  was  also  a consulting 
editor  of  this  issue  of  Pediatric  Clinics  of 
North  America  is  Professor  and  Chairman  of 
the  Dept,  of  Dermatology  and  Syphilogy  of 
Hahnemann  Medical  College. 

The  entire  August  issue  is  devoted  to 
Pediatric  Dermatology.  A group  of  distin- 
guished contributors  discuss  59  individual  di- 
sease entities  from  the  standpoint  of  etiology, 
diagnosis,  and  treatment.  The  illustrations 
and  comprehensive  bibliographies  add  con- 
siderably to  the  value  of  this  number. 

The  foreword  is  by  the  Burgeons  in  which 
they  explain  that  the  symposiums  purpose  is 
to  include  all  the  common  pediatric  derma- 
tologic problems  and  also  some  of  the  uncom- 
mon entities  which  have  a characteristic  mor- 
phologic picture.  “The  clinical  picture  of  cut- 
aneous disease  in  infancy  and  childhood  often 
differs  from  that  seen  in  adults.  In  spite  of 


this,  little  notice  is  given  to  pediatric  derma- 
tology in  general  textbooks  on  dermatology, 
so  that  they  miss  the  mark  so  far  as  the  needs 
of  the  physician  caring  for  children  are  con- 
cerned.” 

The  Burgoons  have  contributed  an  article 
on  Viral  and  Rickettsial  Diseases  of  Skin  and 
Mucous  Membranes. 

The  diseases  of  the  skin  and  mucous  mem- 
brane of  children  are  classified  under  virus 
diseases,  rickettsial  and  chlamydozaceal  di- 
seases and  the  clinical  features,  diagnosis  and 
treatment  of  the  more  common  diseases  as 
seen  in  pediatrics  practice  are  discussed 
briefly.  Under  Ringworm  in  its  various  forms 
particularly  of  the  scalp  deep  mycoses  includ- 
ing sporotrichnosis,  North  American  and 
European  Blastomycosis,  coccididomycosis, 
and  histoplasmosis  are  reviewed. 

The  chapter  on  Acne  Vulgaris  and  Seborr- 
hea Capitis  by  Victor  Witten  and  Marian 
Sulzberger  refers  to  acne  as  being  practically 
a “physiologic  event.” 

“The  busy  practitioner  with  more  dramatic 
and  immediately  threatening  problems  on  his 
mind  may  often  be  unable  or  unwilling  to 
spend  his  time  in  treating  this  noncontagious, 
nonfatal  and  apparently  self-limited  disease 
...  It  is  an  error  to  consider  acne  a superficial 
disease,  for  it  can  leave  its  marks  not  only  on 
the  skin,  but  often  also  on  the  forming  charac- 
ter of  the  insecure  and  sensitive  adolescent 
. . . Above  all  it  is  an  error  for  any  physician 
to  think  or  say  that  acne  cannot  be  helped 
by  judicious  treatment.  In  nine  cases  out  of 
10  appropriate  therapy  will  control  the  exist- 
ing eruption,  will  materially  reduce  or  en- 
tirely prevent  the  occurence  of  new  lesions 
and  will  lower  the  incidence  of  pitting  and 
scarring.” 
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Under  therapy  the  most  effective  treatment 
including  the  prescription  designed  for  ex- 
ternal use  by  the  patient  to  prevent,  reduce 
or  relieve  follicular  plugging  are  included, 
external  therapy  administered  by  the  phys- 
ician, removal  of  “blackheads,”  and  draining 
of  acne  cystic.  For  internal  therapy  the  anti- 
biotics are  effective  in  the  management  of 
the  pustular  or  cystic  forms  of  acne.  Because 
most  dermatologists  are  convinced  that  the 
proper  management  of  the  scalp  condition 
contributes  to  the  improvements  of  the  facial 
acnes,  seborrhea  capitis  and  its  management 
with  prescriptions  for  scalp  ointment  given. 

A chapter  on  diaper  dermatitis  by  Dr.  Shel- 
don Swift  of  the  Dept,  of  Dermatology  of 
University  of  Oregon  Medical  School  would 
be  of  interest  to  practising  physicians  with 


simple  measures  for  treating  uncomplicated 
diaper  dermatitis  and  prophylactic  measures 
to  prevent  formation  of  ammonia  by  destruc- 
tion of  bacteria  by  use  of  quarternary  am- 
monia compounds  included. 

Other  chapters  are:  Common  Bacterial  In- 
fections of  the  Skin;  Atopic  Dermatitis;  Para- 
sitic Infections  of  the  Skin;  Trichotillomainia 
and  Alopecia  Areata;  Psychocutaneous  Fac- 
tors; Contact  Dermatitis;  Common  Congenital 
Abnormalties  of  the  Skin;  Uncommon  Con- 
genital Abnormalities  of  the  Skin;  Acne  Vul- 
garis and  Seborrhea  Capitis;  Dermatitis  in 
Infants  and  Children;  Hypersensitivity  Syn- 
dromes; Miliaria;  and  Pityriasis  Rosea;  and  a 
second  article  by  the  Burgoons,  Cutaneous 
Clues  in  Systematic  Diseases  of  Children. 
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(Continued  from  Page  389) 

tax  returns  are  fraudulent,  that  Dr.  J keeps 
a double  set  of  books,  and  that  the  exhibits 
show  only  part  of  his  income.  The  Judge 
orders  the  Doctor  to  pay  for  a complete  in- 
vestigation of  his  books  by  an  outside  ac- 
countant. Three  months  later,  the  account- 
ant says  the  books  are  o.  k.  The  statement  of 
the  wife  was  untrue  and  malicious. 

During  the  time  that  this  accountant  was 
poring  over  the  books,  a Special  Agent  from 
the  Internal  Revenue  Service  might  have 
been  sitting  by  his  side. 

The  moral  is:  Before  a wife’s  wild  charges 
can  be  aired  and  before  an  easily  issued  sub- 
poena goes  off  on  a wild  hunting  expedition, 
the  doctor  and  his  lawyer  sit  down  with  his 
wife  and  her  lawyer,  to  reach  a fair  and  rea- 
sonable agreement  for  a full  and  quiet  ac- 
counting. By  avoiding  a contested  court  bear- 
ing, Dr.  J would  thereby  preclude  any  possi- 
bility of  adverse  publicity  of  what  is  nobody’s 
business  but  the  Doctor’s  and  his  wife’s. 

(To  be  Continued  in  November) 


CLINICAL  RADIOISOTOPES  COURSE 
TO  BE  GIVEN 

A third  short  course  in  Clinical  Radioiso- 
topes will  be  given  at  the  State  University 
Medical  School  from  December  11  to  Decem- 
ber 15,  1956. 

The  course  is  offered  primarily  to  acquaint 
the  physician  with  the  elements  of  physics 
and  chemistry  basic  to  an  understanding  of 
the  clinical  use  of  radioactive  isotopes.  It  in- 
volved laboratory  and  clinical  work  with  the 
radioactive  isotope  of  iodine  and  is  designed 
to  meet  the  requirements  of  the  Atomic  En- 
ergy Commission  for  physician-experience  in 
handling  isotopes  before  licensure  can  be  re- 
quested for  diagnostic  use  of  isotopes  in  pri- 
vate practice.  More  than  30  hours  of  work 
will  be  provided  along  with  participation  in 
diagnostic  procedures  (thyroid  uptake  and 
blood  volume)  in  at  least  10  patients. 

Registration  is  limited  to  12  physicians, 
and  should  be  made  well  in  advance  by  writ- 
ing to  Dr.  F.  E.  Kelsey,  U.  S.  D.  School  of 
Medicine,  Vermillion,  South  Dakota. 
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It  is  most  heartening  to  see  our  own  South  Dakota  Physicians  giving  papers  at  our  district 
meetings.  The  quality  of  the  papers  and  the  presentation  are  excellent. 

We  somehow  have  gotten  into  the  habit  of  thinking  that  we  must  import  talent  from  a 
distance  in  order  for  it  to  be  any  good.  This  is  not  so. 

I recall  Doctor  R.  G.  Mayer  of  Aberdeen  exhorting  the  doctors  to  write  up  interesting  and 
unusual  cases  for  the  Journal.  I’m  sure  the  members  of  the  South  Dakota  Medical  Association 
with  their  training,  native  ability,  and  usual  opportunity  in  seeing  some  interesting  case  could 
very  well  share  these  with  their  own  medical  association  and  with  the  whole  medical  frater- 
nity. 

I attended  the  meeting  of  the  South  Dakota  Society  of  Obstetrics  and  Gynecology,  Septem- 
ber, 15th  in  Sioux  Falls.  It  was  well  attended  and  participation  in  the  Panel  was  both  lively 
and  informative. 

I’m  sure  those  who  attended  the  meeting  found  a most  genial  host  at  the  home  of  Dr.  and 
Mrs.  Stahmann.  An  opportunity  for  fellowship  was  had  at  the  dinner-dance  at  the  Country 
Club. 

I am  convinced  that  we  should  take  more  time  as  individual  doctors  in  South  Dakota  to 
visit  and  acquaint  ourselves  with  the  other  members  if  and  when  we  might  be  passing  thru 
their  town.  It  takes  only  a short  time  but  it  makes  a bright  spot  in  the  day’s  experience. 

Sincerely 

Alonzo  P.  Peeke,  M.D. 
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MEDICAL  LEGAL  SYMPOSIUM 
What  is  an  equitable  fee  for  a doctor  giv- 
ing testimony?  How  can  doctors  be  assured 
that  they  will  testify  at  a time  certain?  How 
can  attorney’s  get  accurate  medical  informa- 
tion? How  can  doctors  and  lawyers  resolve 
differences  on  handling  of  medical-legal 
cases? 

These  and  many  other  questions  will  be 
answered  at  a medical-legal  symposium  in 
Huron,  to  be  held  later  in  the  year.  Open  to 
any  physician  or  attorney  in  the  state,  the 
program  will  consider  various  aspects  of  the 
general  relationships  between  the  two  pro- 
fessions. Representatives  of  the  American 
Medical  Association  and  the  American  Bar 
Association  will  appear  on  the  program.  A 
banquet  will  highlight  the  two  day  session. 

Editorially,  we  hope  that  may  doctors  will 
take  advantage  of  this  educational  program. 

HURON  DISTRICT  PHEASANT  SEMINAR 
Marvin  Hughitt  Hotel 
October  27-28,  1956 

1st  Session — 9:00  A.M.,  Saturday,  Oct.  27th. 
Pheasant  season  opens  at  noon. 

Stag — Saturday  evening. 

2nd  Session — 9:00  A.M.,  Sunday,  Oct.  28th. 

FEATURED  SPEAKERS  FOR  BOTH 
SESSIONS 

David  Dahlin,  M.D.,  Mayo  Clinic,  Rochester, 
Minn.  — “Tumors  of  the  Lung.” 

Ed  Henderson,  M.D.,  Mayo  Clinic,  Rochester, 
Minn.  — “Treatment  of  Acute  Head  Injuries.” 
H.  W.  Dodge,  Jr.,  M.D.,  Mayo  Clinic,  Roches- 
ter, Minn.  — “Treatment  of  Acute  Head  In- 
juries in  Conjunction  with  Multiple  Head  In- 
juries.” 


COUNCIL  MEETING 

Marvin  Hughitt  Hotel,  Huron,  South  Dakota 
September  16,  1956 

Meeting  called  to  order  by  Dr.  Magni  David- 
son. 

The  following  members  were  present:  Drs. 
A.  P.  Peeke,  M.  M.  Morrissey,  F.  F.  Pfister, 
A.  P.  Reding,  A.  A.  Lampert,  C.  R.  Stoltz, 
Magni  Davidson,  P.  V.  McCarthy,  J.  J.  Stran- 
sky,  C.  J.  McDonald,  L.  C.  Askwig,  B.  R. 
Skogmo,  T.  H.  Sattler,  J.  D.  Bailey,  B.  T.  Lenz, 
and  Mr.  Karl  Goldsmith  and  Mr.  John  C.  Fos- 
ter were  also  present. 

Motion  made  by  Dr.  McCarthy  and  seconded 
by  Dr.  Reding  that  the  reading  of  the  minutes 
of  the  last  meeting  be  dispensed  with.  Motion 
carried. 

Mrs.  C.  R.  Stoltz  was  introduced  to  the  Coun- 
cil and  presented  information  on  “Today’s 
Health.” 

OLD  BUSINESS 

Motion  made  by  Dr.  Lampert  and  seconded 
by  Dr.  Stoltz  that  the  executive  secretary’s 
expense  account  be  amended  to  exceed  the 
present  budget  by  $1,000.00  for  the  year  if 
necessary.  Motion  carried. 

Motion  made  by  Dr.  Lampert  and  seconded 
by  Dr.  Pfister  that  the  Veteran’s  Administra- 
tion Program  be  continued  in  the  State  of 
South  Dakota  until  June  30,  1957,  and  that 
further  negotiations  be  conducted  prior  to 
that  time.  Motion  carried. 

Motion  made  by  Dr.  McCarthy  that  the  Presi- 
dent of  the  State  Medical  Association  appoint 
a Committee  for  the  Fall  Hunter’s  Medical 
Meeting,  and  recommending  that  the  present 
6th  District  Committee  serve  in  that  capacity. 
Motion  seconded  by  Dr.  Stoltz  and  carried. 
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NEW  BUSINESS 

Motion  made  by  Dr.  Lampert  that  the  Mili- 
tary Dependent  Medical  Care  Program  be 
operated  through  the  Blue  Shield  Plan  as  the 
administrative  agent.  Seconded  by  Dr.  Mc- 
Carthy and  carried. 

Motion  made  by  Dr.  Sattler  and  seconded  by 
Dr.  Stoltz  that  the  South  Dakota  Medical  As- 
sociation accept  the  Simplified  Code  of  Ethics 
of  the  AMA,  and  instruct  the  delegate  to  vote 
in  favor  of  it  unless  changes  arise  on  Item  7. 
If  so,  the  delegate  is  requested  to  present 
views  of  members  of  the  State  Association. 
Motion  carried. 

Motion  made  by  Dr.  McDonald  and  seconded 
by  Dr.  Pfister  to  endorse  the  setting  up  of  the 
Medicolegal  Conference.  Motion  carried. 
Motion  made  by  Dr.  McCarthy  and  seconded 
by  Dr.  Lampert  that  the  South  Dakota  State 
Medical  Association  contribute  $100.00  to 
Careers  in  Nursing.  Motion  carried. 

Motion  made  by  Dr.  McDonald  and  seconded 
by  McCarthy  that  the  South  Dakota  State 
Medical  Association  accept  the  recommenda- 
tion and  minutes  of  the  South  Dakota  Joint 
Commission  for  Improvement  of  Care  of  the 
Patient.  Motion  carried. 

Motion  made  by  Dr.  Peeke  that  Dr.  C.  M. 
Kershner’s  name  be  endorsed  to  receive  the 
Physicians  Award  on  Assistance  to  Employ- 
ing the  Handicapped.  Seconded  by  Dr.  Red- 
ing and  carried. 

Discussion  was  held  on  the  progress  of  Blue 
Shield.  The  only  action  taken  was  concern- 
ing the  endorsement  of  commercial  insurance 
by  the  South  Dakota  State  Medical  Associa- 
tion. Motion  made  by  Dr.  Lampert  and  sec- 
onded by  Dr.  Morrissey  that  the  request  of 
Blue  Cross  to  terminate  endorsement  of  com- 
mercial insurance  policies  by  the  State  Med- 
ical Association  be  referred  to  the  Prepay- 
ment and  Insurance  Committee  for  study  and 
that  Committee  report  back  to  the  Council 
at  the  January  meeting.  Motion  carried. 
Motion  made  by  Dr.  McCarthy  that  Dr.  E.  A. 
Johnson,  Milbank,  be  nominated  as  councilor 
from  the  12th  District  to  fill  the  unexpired 
term  of  Dr.  Pfister,  who  became  vice-presi- 
dent. Seconded  by  Dr.  Reding  and  carried. 

Dr.  Peeke  moved  that  Dr.  Mayer,  editor  of 
the  Journal,  be  invited  to  attend  all  Council 
meetings.  Motion  carried. 

Motion  made  by  Dr.  Stoltz  that  information 
be  taken  home  by  the  Councilors  concerning 


the  Distinquished  Service  Award,  and  that 
each  District  be  asked  to  nominate  an  individ- 
ual for  the  Award  at  its  January  meeting. 
Seconded  by  Dr.  Lampert  and  carried. 
Motion  made  by  Dr.  McCarthy  that  Dr.  W.  A. 
Dawley  represent  the  Black  Hills  District  as 
a member  of  the  South  Dakota  Board  of  Com- 
missioners of  the  South  Dakota  Cancer  So- 
ciety for  a term  of  five  years.  Seconded  by 
Dr.  Lampert  and  carried. 

Dr.  McCarthy  moved  that  the  Council  accept 
the  recommendation  from  the  Committee  on 
Indigent  Care.  Motion  carried.  The  recom- 
mendation is  as  follows: 

Problems  of  medical  care  for  the  indigent 
apparently  fall  into  two  categories.  The  first 
of  these  is  made  up  of  the  county  indigent 
who  receive  medical  care  at  county  expense. 
The  second  group  are  those  receiving  aid 
through  public  assistance  programs  at  the 
State  level;  ie.  Aid  to  the  Aged,  Aid  to  De- 
pendent Children,  Aid  to  the  Blind,  and  Aid 
to  the  Disabled  over  age  50.  At  the  present 
time  this  category  is  not  receiving  medical 
care  from  the  State,  but  provision  for  Fed- 
eral matching  funds  has  been  made  and  leg- 
islative action  may  activate  a medical  aid 
program  next  year. 

Because  these  problems  will  become  more 
difficult  in  the  future  rather  than  simpler, 
the  Committee  on  Indigent  Medical  Care  has 
surveyed  the  situation  in  the  State.  Four 
types  of  survey  questionnaires  were  mailed 
out  with  the  following  results: 

One  doctor  in  each  county  was  sent  a ques- 
tionnaire. Replies  were  received  from  61 
counties. 

In  reply  to  the  question  as  to  how  county 
cases  are  handled  in  that  county: 

5 counties  by  salaried  county  physicians 

5 counties  by  fee  basis,  designated 
county  physicians 

46  counties  by  fee  basis,  free  choice  of 
doctor 

5 counties  salaried  physician  plus  fee 
basis  for  designated  doctors  doing  sur- 
gery or  other  specialty  services. 

In  reply  to  the  question  on  proper  care 
being  given  county  cases: 

51  indicated  “yes” 

10  indicated  “no” 

Free  Choice  and  uniform  fee  schedule. 

47  “yes” 

13  “no” 
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1 no  answer 

SECRETARIES 

Three  District  Secretaries  did  not  report. 
They  are  as  follows:  1st,  6th  and  8th 
2 Comments: 

Divided  Opinion 

County  Commissioner  would  not  favor 

1.  Has  your  District  taken  any  action  on  care 
of  the  indigent  on  a District  wide  basis? 
1 yes  9 no 

2.  How  do  the  majority  of  the  counties  in 
your  District  handle  medical  care  for  the 
indigent? 

4 free  choice  of  physician 

1 county  fund 

2 salaried  physician 

1 county  physician  and  1 arbitrarily  pay- 
ing amounts  varying  from  25  to  100%. 

3.  How  do  you  provide  medical  care? 

(check  one) 

Fee  basis,  designated  county  physician  3 
Salaried  county  physicians  1 

Fee  basis,  free  choice  of  doctor  6 

Salaried  physicians  plus  fee  basis  for 
designated  doctors  doing  surgery  of 
other  specialty  services  0 

4.  Do  you  feel  that  the  care  given  is  as  good 
as  it  should  be  ? 4 yes  4 no  2 no  report 

5.  Would  your  District  favor  a statewide 
uniform  fee  schedule  for  indigents  with 
free  choice  of  physician?  8 yes  ....No 

AUDITORS 

Nine  Auditors  did  not  report.  They  are  as 
follows:  Brule,  Codington,  Faulk,  Haakon, 
Mellette,  Pennington,  Tripp,  Union  and 


Yankton. 

Cost  of  doctor  bills  in  1955  $174,482.62 

Cost  of  hospital  bills  in  1955  $478,810.12 

Cost  of  drug  bills  in  1955  $110,203.84 

Population  of  your  county 197,595 


COMMISSIONERS 

14  Commissioners  did  not  report.  They  are 
as  follows:  Brule,  Codington,  Faulk,  Greg- 
ory, Haakon,  Hamlin,  Minnehaha,  Mellette, 
Lawrence,  Pennington,  Tripp,  Union, 
Yankton,  and  Zieback. 

1.  How  much  is  usually  spent  in  your  county 
per  month  for  care  of  the  indigent? 
doctor  bills  $22,052.45;  hospital  bills  $52,- 
166.72;  drugs  and  appliances  $7,845.34. 


2.  How  do  you  provide  medical  care? 

(check  one) 

Salaried  county  physicians  6 

Fee  basis,  designated  county  physician  3 

Fee  basis,  free  choice  of  doctor  30 

Salaried  physician  plus  fee  basis  for 
designated  doctors  doing  surgery  or 
other  specialty  services  3 

3.  Would  you  be  interested  in  a uniform, 
statewide  fee  schedule  for  care  of  the  in- 
digent by  all  doctors?  yes  26  no  7 

4.  Number  of  county  cases  on  your  rolls  2,460. 
The  Committee  is  of  the  opinion  that  as 

these  types  of  programs  increase,  the  Medical 
Association  must  not  only  work  along  with 
them  but  exert  leadership  in  order  to  stay  on 
top  of  such  programs. 

The  Committee  recommends  to  the  Council: 

1.  That  the  County  Commissioners  Associa- 
tion be  asked  to  appoint  a joint  com- 
mittee to  work  up  a program  for  im- 
provement in  the  procedures  of  handling 
county  cases  and  that  we  offer  coopera- 
tion in  any  legislation  growing  out  of 
such  discussions. 

2.  That  such  committee  study  the  creation 
of  legislation  eliminating  county  phys- 
icians and  replacing  therefore  free  choice 
of  physician. 

3.  That  the  joint  committee  further  study 
the  possibility  of  establishing  a uniform 
fee  schedule  for  indigent  care  such  pro- 
vision to  be  included  in  subsequent  legis- 
lation. 

4.  That  the  Medical  Association  investigate 
and  offer  administrative  assistance  to 
the  State  in  any  future  program  of  med- 
ical care  for  public  assistance  recipients. 

Report  of  the  9th  District  Medical  Society  in- 
troduced as  follows: 

On  April  12,  1955  the  following  motion  was 
made  in  a meeting  of  the  9th  District  as 
follows: 

“It  was  moved  by  Dr.  Davidson  and  sec- 
onded by  Dr.  Boyce  that  the  Councilor  pre- 
sent to  the  State  Society  a resolution  that 
legislation  be  sponsored  by  the  Legislative 
Committee  for  the  next  legislative  session 
to  provide  the  State  Department  of  Health, 
or  its  representatives,  the  County  Health 
officers,  with  proper  authority  to  enforce 
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health  practices  outside  municipalities. 
Motion  was  carried.” 

“In  general,  the  total  public  health  laws  in 
South  Dakota  are  weak  and  outmoded.  A 
study  of  today’s  needs  and  revisions  to 
bring  these  laws  up  to  date  are  needed. 
Study  and  recommendations  carried  out  by 
the  Legislative  Research  Council  are  indi- 
cated.” 

Examples: 

1.  Local  Boards  of  Health  presently  have 
no  power  to  control  most  situations  out- 
side the  jurisdictional  areas  of  cities 
which  may  have  ordinances  regarding 
such  matters.  Examples: 

a.  Eating  and  drinking  establishment 
sanitation 

b.  Polluted  water  supplies 

c.  Inadequate  housing 

d.  Overcrowded  building  sites  with  de- 
fects in  water  and  sewage  systems. 

2.  Weaknesses  pertaining  to  cooperative 
eating  and  drinking  establishment  sani- 
tary inspection  program  now  being  car- 
ried out  by  State  Department  of  Agri- 
culture and  local  sanitarians  are: 

a.  Total  fees  collected  by  State  now  go 
to  State  Treasury  without  any  rebate 
to  local  governments  for  the  services 
they  are  providing;  or,  in  some  cases, 
operators  are  required  to  pay  double 
fees  for  one  service. 

b.  Local  sanitarians  are  not  legally  em- 
powered to  enforce  all  State  Depart- 
ment of  Agriculture  requirements; 

e.g.,  closing  establishments  who  do  not 
have  state  licenses. 

Because  of  outmoded  and  vague  public  health 
laws  in  South  Dakota  a revision  of  the  state 
law  should  be  made.  Constitutional  changes 
are  needed  to  clarify  the  basic  powers  of  the 
State  Department  of  Health  and  its  represen- 
tatives, the  County  Health  Officers,  and  their 
authority  to  enforce  health  practices. 

The  Ninth  District  requests  a resolution  be 
drawn  to  present  this  matter  to  the  State 
Legislative  Research  Council,  and  that  such 
legislation  be  sponsored  by  the  Legislative 
Committee  of  the  State  Medical  Society. 

J.  D.  Bailey,  M.D. 

Councilor,  9th  District 


Dr.  Bailey  moved  that  the  Council  accept  this 
report.  Seconded  by  Dr.  Lamport  and  carried. 
A discussion  was  held  on  the  Garnishment 
Law,  no  action  taken. 

Motion  made  by  Dr.  Peeke  that  a represen- 
tative of  the  Association  of  Funeral  Directors 
be  on  the  Medical  Examiners  Board  and  elim- 
inate the  Motor  Patrol  member.  Seconded  by 
Dr.  Morrissey  and  carried. 

Motion  made  by  Dr.  Sattler  that  the  Medical 
Association  endorse  the  Post-Mortem  Exam- 
inations Act.  Seconded  by  Dr.  Stoltz  and  car- 
ried. 

Motion  made  by  Dr.  Lampert  and  seconded 
by  Dr.  McCarthy  that  the  Council  of  the 
South  Dakota  State  Medical  Association  en- 
dorse the  wishes  of  the  Board  of  Medical  Ex- 
aminers in  setting  up  a new  Model  Practice 
Act.  Motion  carried. 

A discussion  was  held  on  Workmen’s  Com- 
pensation and  it  was  the  feeling  of  the  mem- 
bers that  our  attorney  and  the  Workmen’s 
Compensation  Committee  should  study  this 
problem  further  and  prepare  legislation  for 
the  coming  session. 

Motion  made  by  Dr.  McCarthy  to  adjourn. 
Motion,  carried. 


Conductive  Shoe 
in  dress  style 

Safety  from 
Fire  and 
Ejcplosion'^ 


• Insole  exiension  and  wedge  af  inner  corner  ©f 
heel  where  support  is  most  needed. 

® The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foof-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

Conductive  Shoes  for  surgicol  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  booklet,  ‘‘The  Preservation  of  the  Function  of  the 
Fool  Balancing  and  Synchronizing  the  Shoe  with  the  Foot/' 

Write  tor  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 
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ANNUAL  CLINICAL 
CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 

March  5,  S,1  and  8,  1957 
Palmer  House,  Chicago 

Lectures  Daily  Teaching  Demonstrations 
Medical  Color  Telecasts 

The  CHICAGO  MEDICAL  SOCIETY 
ANNUAL  CLINICAL  CONFERENCE 
should  be  a MUST  on  the  calendar  of 
every  physician.  Plan  now  to  attend 
and  make  your  reservation  at  the  Pal- 
mer House. 


FOR  RENT: 

A modern  ground  floor,  air  conditioned 
medical  clinic  building  in  a prosperous  city 
of  10,000  in  S.  E,  South  Dakota.  Situated  on 
newly  completed  Lewis  and  Clark  Lake 
formed  by  damming  of  Missouri  River. 
County  population  18,000.  Toll  free  bridge 
to  Northern  Nebraska.  Excellent  300  bed 
hospital  in  town.  Present  occupants  obliged 
to  move  to  larger  quarters  to  accommodate 
the  increase  in  their  practice.  Excellent  loca- 
tion for  three  physicians. 

Write  Owner 
G.  G.  Bicknell,  D.D.S. 
Ill  East  15th  St. 
Yankton,  So.  Dak. 


College  physician  wanted  for  Student 
Health  Service  at  State  College  of  Washing- 
ton. Beginning  salary  is  $10,000  annually. 
Three  Student  Health  physicians  are  respon- 
sible for  the  care  of  the  college  students. 
Washington  has  reciprocity  with  Alaska, 
Arizona,  Arkansas,  Colorado,  Minnesota, 
Nevada,  Oregon,  South  Dakota,  Texas,  and 
Wisconsin.  Clinic  hours  are  1:00  — 12:00  and 
1:00  — 5:00  p.m.,  weekdays  and  Saturday 
a.m.  Write  Harry  B.  Zion,  M.D.,  Director, 
State  College  of  Washington,  Pullman,  Wash- 
ington. 


"Yhe  yiheM  Patthet 
a C0ul4  aAk 

. . . Words  like  these  are  few  and  far  between 
— when  you  are  flat  on  your  back  — often 
for  month  after  month,  due  to  serious  sickness 
or  accident. 

They  are  words  of  Security 

and  you  can  be  relaxed 
with  hope  for  the  future 

if  you  have  made  yourself  a partner  of  your 

S.  D.  STATE  MEDICAL  ASS^N 

Sponsored  Program  of 

DISABILITY  INSURANCE 

If  you  qualify  now 
you  are  covered  for 

Every  Known  Disability 

that  wholly  prevents  you  from  carrying 
on  your  profession. 

No  future  Increase  in  Cost  or  Cut  in  Benefits 

prior  to  age  70. 

Pays  up  to  LIFETIME  BENEFIT 
for  accident  total  disability 

7 YEARS  of  Non-Confining 

Sickness  Benefit  — and  if  confined  to 
your  premises  by  sickness 

Double  Benefit  from  3rd 
thru  the  5th  year 

PLUS 

Optional  Benefits  for 

$15  a day  Hospital  Benefit 
Surgical  and  Fracture  Benefit 
all  of  the  above  for 

30%  to  40%  SAVINGS  IN  COST 

as  compared  to  any  other 
comparable  Individual  policy 

For  further  information  — write 

Harold  Diers  & Company 

240  Keeline  Bldg.,  Omaha,  Nebr. 
Administrators  for  this  Group  Plan 
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ABERDEEN  DISTRICT 
SOCIETY  MEETS 

The  Aberdeen  District 
Medical  Society  held  its  reg- 
ular monthly  meeting  Wed- 
nesday evening,  September 
5th.  About  25  members  were 
in  attendance  for  cocktails 
and  a steak  dinner.  After 
routine  business  matters 
were  disposed  of;  Dr.  A.  P. 
Peeke  of  Volga,  president  of 
the  South  Dakota  State  Med- 
ical Association,  spoke  on 
State  Medical  Association 
matters.  Dr.  H.  W.  Farrell, 
of  Sioux  Falls,  member  of 
the  Committee  on  Rheumatic 
Fever  and  Heart  Disease 
gave  a very  interesting  dis- 
cussion on  Rheumatic  Fever. 
Dr.  J.  Argabrite,  Watertown, 
who  is  also  a member  of  the 
Rheumatic  Fever  Committee 
spoke  very  briefly. 


COMMITTEE  STUDIES 
MILITARY  DEPENDENT 
CARE  PROGRAM 

A six  man  committee  rep- 
resenting the  state  medical 
association  of  Wisconsin, 
Minnesota,  North  Dakota, 
South  Dakota,  Nebraska,  and 
Iowa  has  been  formed  to 
work  out  contract  provisions 
for  implementation  of  the 


new  Military  Dependent 
Medical  Care  Act. 

Two  doctors,  two  lawyers, 
and  two  executive  secretarys 
make  up  the  com.mittee 
which  met  recently  in  St. 
Paul.  They  are:  C.  H.  Peters, 
M.D.,  Bismarck;  A.  J.  Offer- 
man,  M.D.,  Omaha;  Jule 
Hannaford,  St.  Paul;  Steve 
Gavin,  Jr.;  Madison,  Wise.; 
Wilbur  Quinn,  Des  Moines; 
and  John  C.  Foster,  Sioux 
Falls. 


OB-GYN  SESSION 
DRAWS  FIFTY 

The  annual  Fall  Clinioal 
session  of  the  South  Dakotta 
Society  of  Obstetrics  and 
Gynecology  drew  fifty  phys- 
icians to  Sioux  Falls,  Sep- 
tember 15th  for  a one  day 
program. 

The  scientific  program  put 
on  at  the  Town  Club  included: 
R.  F.  Sturley,  M.D.,  Clinical 
Instructor  at  the  University 
of  Minnesota  speaking  on 
“Solid  Tumors  of  the  Ovary”; 
Panel  discussion  on  “Induc- 
tion of  Labor”  featuring 
Drs.  B.  Munson,  Rapid  City; 
W.  Sercl,  Sioux  Falls;  R. 
Stoltz,  Watertown;  and  a 
second  Panel  discussion  on 
“Indications  for  Exchange 
Transfusion  in  the  Absence 


of  Fetal  Anemia”  featuring 
Drs.  T.  Anderson,  Sioux 
Falls;  F.  Siahmann,  Sioux 
Falls;  H.  Farrell,  Sioux  Falls; 
C.  Mitchell,  Sioux  Falls;  W. 
Stanage,  Yankton;  and  B. 
Ranney,  Yankton. 

The  social  sessions  included 
golf  in  the  morning,  a lun- 
cheon at  the  Town  Club,  re- 
freshments at  the  residence 
of  Dr.  F.  S.  Stahmann,  and 
an  evening-dinner  dance  at 
the  Minnehaha  Country 
Club. 


ENDOWMENT  FUND 
RECEIVES  AID 
A check  in  the  amount  of 
$500.00  from  a California  doc- 
tor was  recently  presented  to 
South  Dakota  Medical  School 
Endowment  Fund  in  order 
to  indicate  the  donor’s  appre- 
ciation for  help  received  in 
getting  his  medical  education 
from  Sioux  Falls  doctors  who 
chose  to  remain  anonymous. 
The  $500.00  will  go  into  the 
Fund  which  is  now  being 
utilized  to  loan  money  to 
other  students  to  make  their 
way  through  medical  school. 
A portion  of  the  letter  from 
the  donor  said  “I  will  con- 
tinue to  support  the  Fund  as 
I am  able,”  and  he  closes  his 
letter  to  a Sioux  Falls  doctor, 
“my  personal  indebtedness  to 
you  will  always  remain  deep 
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in  my  heart  for  what  you  did 
for  me  in  those  seemingly 
dark  hours.” 


INDIGENT  CARE 

COMMITTEE  MEETS 

The  Committee  on  Indigent 
Care  of  the  State  Medical  As- 
sociation met  in  Huron,  Sep- 
tember 16th  to  discuss  uni- 
form handling  of  county 
medical  cases. 

Plans  are  underway  to 
work  with  the  association  of 
County  Commissioners  in 
arriving  at  equitable  legisla- 
tion and  programs. 

2420  HEAR 

ACCIDENTS  TALKS 

Nearly  twenty-five  hun- 
dred persons  heard  and  saw 
the  medical  association’s  pre- 
sentation on  auto  accidents 
as  given  by  executive-secre- 
tary, John  C.  Foster,  in  Aug- 
ust and  September. 

Over  2100  Ellsworth  Air 
Force  Base  airmen  sat  in  on 
the  four  presentations  on 
August  22nd  and  the  remain- 
der heard  two  talks,  one  at 
Rotary  and  one  at  the  High 
School  in  Hawarden,  Iowa. 

"WHAT'S  COOKING" 

IS  MED.  PR  THEME 

“What’s  Cooking  in  Medical 
Public  Relations”  was  the 
subject  of  the  national  con- 
ference of  PR  people  in 
Chicago,  August  29th  and 
30th. 

Items  on  the  program  in- 
cluded Science  Fairs,  Mem- 
bership Orientation,  News- 
paper Advertising,  Doctor- 
Lawyer  Relationships,  Safety 
Programs,  Lay  Awards, 
School  Health,  Rural  Health, 
Health  Exhibits,  T.  V.  Series, 
and  Legislation. 

John  C.  Foster,  South  Da- 
kota’s executive  secretary  at- 
tended the  sessions. 


NEWS  NOTES 
Dr.  Glen  Leemhuis,  form- 
erly of  Aitkin,  Minnesota, 

has  located  at  Lemmon,  S.  D. 
* :(! 

Dr.  Peter  Steiner,  for  more 
than  ten  years  at  Lemmon, 
has  joined  the  staff  of  the 
Veteran’s  Administration  in 

Sioux  Falls. 

* * * 

Dr.  Alburtus  Repsys  has 
moved  from  Buffalo  to 
Woonsocket  where  he  began 

practice  October  1st. 

* * * 

Dr.  J.  V.  Yackley,  Rapid 
City,  has  returned  to  prac- 
tice after  two  years  of  Army 
Service. 

* * * 

Drs.  Alworth  Larson  and 
George  Nelson  have  been  ad- 
ded to  the  staff  of  the  S.D.U. 
Medical  School.  Larson  is  in 
the  Department  of  Micro- 
biology and  Nelson  is  in  Bio- 
chemistry. Both  hold  Ph.D. 
degrees. 


Paul  R.  Scallin,  M.D.,  has 

announced  his  retirement 
from  practice  at  Redfield, 
South  Dakota.  Dr.  Scallin  is 
now  making  his  home  in 
Phoenix  Arizona. 

^ ^ 

Dr.  R.  S.  Westaby,  Martin, 
South  Dakota,  attended  a 
post-graduate  program  on 
Current  Conspects  in  School 
and  Community  Health  at 
the  University  of  Nebraska. 

^ * 

Drs.  A.  P.  Reding,  Marion, 
and  E.  T.  Lietzke,  Beresford, 
attended  the  AAGP  meetings 
in  Kansas  City  on  Septem- 
ber 1st.  Dr.  Reding  is  a mem- 
ber of  the  National  Commis- 
sion of  Membership  and  Cre- 
dentials. ^ * a: 

Dr.  Thomas  Price  has 

joined  the  staff  of  the  Yank- 


ton Clinic,  to  enter  the  prac- 
tice of  Obstetrics  and  Gyn 
there.  Dr.  Price  is  a graduate 
of  Northwestern  University. 


MEDICAL  SCHOOL 
NEWS  NOTES 

2.  Dr.  A.  R.  Larson  has 

joined  the  staff  of  the  De- 
partment of  Micro-biology 
as  Assistant  Professor.  Dr. 
Larson  is  a graduate  of  the 
University  of  Iowa  and  for 
the  past  two  years  has 
been  a member  of  the  fac- 
ulty of  the  University  of 
Rochester,  School  of  Med- 
icine. 

2.  Dr.  John  H.  Fodden,  Asso- 
ciate Professor  of  Path- 
ology, has  received  a Led- 
erle  Medical  Faculty  A- 
ward  to  become  effective 
October  1.  Dr.  Fodden  has 
been  on  leave  of  absence 
for  the  past  several 
months  for  the  purpose  of 
studying  in  several  labora- 
tories in  England  and  on 
the  Continent.  The  Fac- 
ulty Award  provides  for 
the  partial  support  of  the 
recipient  for  the  calendar 
year. 

3.  The  United  States  Public 
Health  Service  has  award- 
ed a medical  health  train- 
ing grant  to  the  Medical 
School.  The  grant  will 
make  it  possible  to  corre- 
late a teaching  program 
in  neuroanatomy  and  neu- 
rophysiology and  to  ex- 
pand the  clinical  instruc- 
tion in  psychiatry. 

4.  The  South  Dakota  Division 
of  the  American  Cancer 
Society  has  approved 
three  research  projects  in 
the  School  of  Medicine  and 
awarded  a sum  of  $7,500.00 
in  support  of  these  pro- 
jects during  the  current 
year. 
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5.  The  largest  class  in  med- 
icine was  registered  Aug. 
27  with  41  freshmen  and 
37  sophomore  students. 

6.  The  local  chapter  of  the 
Student  A.M.A.  organiza- 
tion has  sponsored  the 
first  of  an  annual  Science 
Lectureship  Program.  The 
first  lecture  will  be  offered 
November  16  by  Dr.  Hor- 
ace W.  Magoun,  Professor 
of  Anatomy,  University  of 
California  in  Los  Angeles. 
Dr.  Magoun  was  for  many 
years  at  the  Neurological 
Institute  at  Northwestern 
University  and  is  recog- 
nized as  one  of  the  out- 
standing authorities  in  the 
field  of  neuroanatomy  and 
neurophysiology.  The  lec- 
ture will  be  held  in  the 
evening,  November  16,  and 
all  interested  physicians 
are  invited  to  attend.  Dr. 
Magoun  has  offered  as  a 
title  for  his  talk  “The 
Walking  Brain.” 


COURSE  IN 

ELECTROCARDIOLOGY 

A course  in  practical  elec- 
trocardiology will  be  pre- 
sented December  3-7,  1956  in 
Houston,  Texas,  by  Dr. 
Demetrio  Sodi-Pallares,  Chief 
of  the  Department  of  Elec- 
trocardiology at  the  National 
Institute  of  Cardiology,  Mex- 
ico City,  under  auspices  of 
The  University  of  Texas 
Postgraduate  School  of  Med- 
icine and  Baylor  University 
College  of  Medicine. 

In  addition  to  Dr.  Sodi- 
Pallares’  evening  course  and 
his  clinical  pathological  con- 
ference discussions,  individ- 
ual instruction  in  reading 
electrocardiograms  will  be 


provided  by  faculty  mem- 
bers of  the  sponsoring  insti- 
tutions. For  more  advanced 
students,  panel  discussions 
will  be  held  on  subjects  of 
special  interest  to  electro- 
cardiologists. Inquiries  should 
be  addressed  to  The  Univer- 
sity of  Texas  Postgraduate 
School  of  Medicine,  Texas 
Medical  Center,  Houston  25, 
Texas. 


MEDICS  SCHEDULE 
BAHAMAS  VISIT 

The  Bahamas  Medical  Con- 
ference will  be  held  in  Nas- 
sau December  1-15,  1956. 

Informal  meetings  and  dis- 
cussion groups  will  be  held 
at  the  hotel  at  convenient 
hours  allowing  ample  time 
for  recreational  activities. 
The  Conference  offers  a 
wonderful  opportunity  for 
recreation  and  a rest  for  doc- 
tors and  their  families. 

There  are  no  tropical  ill- 
nesses on  the  island.  Inocula- 
tions are  not  required. 

Special  reduced  hotel  rates 
have  been  arranged  for  the 
participants  in  the  Confer- 
ence and  their  families.  Res- 
ervations and  travel  arrange- 
ments are  made  through 
Allen  Travel  Service  Inc., 
550  Fifth  Avenue,  New  York 
36,  N.  Y. 

For  tax  purposes  a certifi- 
cate will  be  issued  to  the  doc- 
tors taking  part  in  the  Con- 
ference. The  registration  fee 
is  75  dollars.  There  are  no 
other  fees. 


AMERICAN  BOARD  OF 
OBSTETRICS  AND 
GYNECOLOGY,  INC. 

The  next  scheduled  exam- 
ination (Part  I),  written,  and 
review  of  case  . histories  for 


all  candidates  will  be  held  in 
various  cities  of  the  United 
States,  Canada,  and  military 
centers  outside  the  Continen- 
tal United  States,  on  Friday, 
February  1,  1957. 

Candidates  must  submit 
case  reports  to  the  office  of 
the  Secretary  within  thirty 
days  of  being  notified  of 
their  eligibility  to  Part  I. 

Request  for  re-examina- 
tion in  Part  II  must  be  re- 
ceived prior  to  February  1, 
1957. 

Current  Bulletins  may  be 
obtained  by  writing  to: 

Robert  L.  Faulkner,  M.D. 

Secretary 

American  Board  of 
Obstetrics  and 
Gynecology 

2105  Adelbert  Road 

Cleveland  6,  Ohio 


GASTROENTOLOGISTS 
TO  MEET  IN  N.  Y. 

The  Annual  Convention  of 
the  American  College  of 
Gastroenterology  will  be 
held  at  the  Roosevelt  in  New 
York  City  on  October  15,  16, 
17,  1956. 

The  program  this  year  will 
feature  six  panel  discussions 
on  the  diseases  of  the  gas- 
trointestinal tract,  one  to  be 
presented  by  each  of  the  six 
medical  schools  in  New  York 
City.  In  addition,  there  will 
be  individual  papers  and  a 
special  motion  picture  pro- 
gram. 

There  will  be  scientific,  as 
well  as  commercial  exhibits, 
and  the  sessions  will  be  open 
to  all  physicians  without 
charge. 
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ANIMAL  HEALTH  PHARMACY* 
Part  V 

Kenneth  Redman,  Ph.D.** 


Insect  Control 

It  is  manifest  from  the  discussion  of  the 
complicated  life  cycles  of  insects  that  there 
are  many  factors  and  opportunities  to  break 
these  cycles,  thus  aiding  in  the  control  of  in- 
sect populations.  While  many  of  these  factors 
occur  in  nature  (natural  control),  often  man 
finds  it  desirable  or  necessary  to  assist  the 
natural  factors  (applied  control).  An  under- 
standing of  some  of  the  more  important 
natural  factors  controlling  insects  is  fun- 
damental to  the  total  control  program;  hence 
it  will  be  discussed  first. 

Natural  Control.  In  recent  years  biologists 
have  become  increasingly  conscious  of  the 
“balance  in  nature”  due  to  the  natural  factors 
controlling  plant  and  animal  life.  This  is  es- 
pecially true  in  the  case  of  insects  since  they 
increase  in  numbers  very  rapidly  when  their 
controlling  factors  are  inadequate  or  lacking. 
Some  of  the  well  recognized  natural  control- 
ling factors  of  insects  include  climate,  topo- 
graphy, predators,  parasites,  and  diseases. 

It  should  be  obvious  to  even  the  most  casual 
observer  that  climate  within  regions  limits 
both  plants  and  animals.  No  one  expects  to 
find  polar  bears  in  the  tropics  or  palms  in  the 
arctic.  Too,  climate  variation  from  year  to 
year  in  a given  region  affects  all  life  depend- 

*The  fifth  of  a series  of  articles  concerning  the 
role  of  the  pharmacist  in  the  field  of  animal 
health. 

**Professor  and  Head  of  the  Department  of  Phar- 
macognosy, Division  of  Pharmacy,  South  Dakota 
State  College. 


ent  upon  it.  This  is  especially  true  of  insect 
populations,  which  may  vary  from  insigni- 
ficance to  outbreak  proportions,  depending 
on  favorable  or  unfavorable  seasons.  In  the 
great  plains  area  of  the  United  States,  for  in- 
stance, ideal  conditions  for  a grasshopper  out- 
break start  with  cool  moist  weather  in  early 
spring  to  prevent  the  eggs  from  hatching  too 
early.  This  is  followed  by  several  days  of 
warm  (75°-80°F.),  dry  weather  to  hatch  the 
eggs.  The  summer  must  be  hot,  but  with  suf- 
ficient rainfall  to  insure  plants  for  sufficient 
food.  Lastly,  a late  fall  is  needed  to  insure 
maturity.  The  chance  of  a grasshopper  out- 
break is  lessened  to  the  extent  that  ideal 
climatic  conditions  do  not  prevail,  not  only 
in  any  particular  season  but  especially  for 
several  consecutive  years.  Sometimes  very 
special  factors  must  be  recognized,  as  high 
winds  helped  to  spread  grasshoppers  for 
hundreds  of  miles  in  the  1930’s. 

Topographic  barriers,  such  as  lakes,  rivers, 
and  mountains,  are  often  important  insect 
control  factors,  forming  barriers  to  many  of 
them.  In  the  case  of  grasshoppers,  however, 
none  of  these  barriers  may  be  very  effective, 
especially  if  other  natural  factors  are  favor- 
able to  them.  Grasshoppers  have  been  known 
to  migrate  through  several  states. 

Continuing  our  discussion  of  natural  insect 
control  factors,  using  grasshoppers  as  an  ex- 
ample, their  enemies  include  predators,  para- 
sites, and  diseases.  Some  of  these  enemies 
are  spiders,  blister  beetles,  flesh  flies,  birds, 
and  several  fungous  diseases.  Foulbrood,  a 
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disease  of  bees,  and  the  “milky”  disease  of 
Japanese  beetles  are  examples  of  important 
bacterial  diseases  of  insects  acting  as  natural 
controlling  f aetors. 

Applied  ConiroL  Some  of  the  forms  of  ap- 
plied control  are  (1)  chemical  (insecticides), 
(2)  mechanical  and  physical  (hand  picking, 
screens,  traps),  (3)  cultural  (timed  plowing, 
planting,  resistant  crop  varieties,  crop  rota- 
tion, field  sanitation),  (4)  biological  (propaga- 
tion of  natural  enemies,  propagation  of  sterile 
males),  and  (5)  legal  (quarantine,  inspection). 

Insecticides 

Insecticides  are  substances  used  to  kill  in- 
sects. They  are  also  often  used  to  kill  other 
plant  or  animal  parasites  (worms,  nematodes). 
Insecticides  are  indicated  when  other  forms 
of  control  are  not  practical  or  in  conjunction 
with  them.  Insecticides  have  been  used  by 
man  since  Biblical  times,  when  sulfur  was 
burned  as  a fumigant.  It  has  been  only  since 
the  nineteenth  century,  however,  that  insec- 
ticides have  come  into  extensive  use.  Many 
plants  or  plant  parts  are  used  as  insecticides 
because  they  have  chemical  constituents  that 
are  toxic  to  insects.  Since  the  constituents 
are  not  often  utilized  efficiently  while  still  in 
the  plants,  it  is  usually  more  economical  to 
extract  them  and  use  them  either  as  extracts 
or  as  chemical  identities.  Often  chemicals, 
whether  from  plant,  mineral,  or  synthetic 
sources,  are  too  concentrated  to  be  used  ad- 
vantageously so  they  must  be  mixed  with 
diluents. 

Insecliclde  Formulaiion 

Much  insecticide  formulation  is  done  by  the 
manufacturers  of  insecticides,  but,  as  there 
still  is  a need  for  the  compounding  of  pres- 
criptions for  individual  and  local  situations, 
there  is  just  such  a function  for  insecticides. 
As  an  example,  when  a great  plains  state  ex- 
periment station  entomologist  developed  a 
nicotine-sulfur  formula  for  cattle  lice,  local 
pharmacists  were  recognized  as  the  logical 
compounders.  Whether  making  insecticides 
according  to  formulae  or  selling  or  using  in- 
secticide formulations,  an  understanding  of 
them,  should  lead  to  their  most  efficient  appli- 
cation. Theiideal  insecticide  should  be  the  goal 
to  strive  for  in  formulation,  which  includes 
such  desirable  features  as  availability,  low 

1 • For  a more  complete  discussion  of  diseases, 

parasites,  and  predators  of  insects,  see  “Insects” 

The  Yearbook  of  Agriculture,  U.S.D.A.,  1952. 


cost,  safety  to  humans  and  domestic  animals, 
ease  of  application,  proper  concentration,  and 
lasting,  dispersing  and  sticking  qaulities.  Com- 
mon formulations  include  dusts,  water  sus- 
pensions, organic  solvent  solutions,  emulsions, 
and  aerosols.  Formulation  of  insecticides  is 
necessary  to  approach  the  desirable  qualities 
of  an  insecticide  since  the  pure  or  concen- 
trated commercial  materials  are  lacking  in 
one  or  more  of  the  various  qualifications 
mentioned.  A final  consideration  in  insec- 
ticide formulation  is  the  intended  use  — 
whether  it  is  to  be  applied  to  plants,  humans 
or  other  animals,  in  the  household,  or  else- 
where. An  oil  solution  of  an  insecticide,  for 
instance,  would  be  of  value  in  treating  fence 
posts,  but  would  be  phytocidal  if  applied  to 
living  plants. 

Insecticidal  Dusts 

Insecticidal  dusts  usually  have  chemically 
inert  diluents,  such  as  organic  flours  m.ade  of 
certain  barks  of  trees,  walnut  shells,  and  soy- 
bean meal,  or  inorganic  clays,  talcs,  diato- 
maceous  earth,  gypsum,  and  volcanic  ash.  The 
diluents  may  be  quite  fluffy  (diatomaceous 
earth)  or  heavy  (talc,  clays).  Often  the  two 
types  are  mixed  to  give  a proper  bulk  and 
prevent  caking  of  the  heavy  type,  if  used 
alone.  The  advantages  of  chemically  inert 
diluents  are  (1)  near  universal  compatability 
with  insecticides  and  (2)  low  cost. 

Dusts  are  prepared  in  numerous  ways.  If 
the  concentrated  insecticide  is  a powder,  it 
may  be  mixed  with  the  diluent  in  a ball  mill 
or  other  mechanical  device,  preferrably  in  the 
o.rder  of  increasing  bulks.  Other  forms  of 
mixing  include  impregnation,  fusing  and 
grinding,  and  “micronizing.” 

Dusts  are  usually  simply  applied,  either 
with  hand  or  power  dusters.  For  extensive 
agricultural  application,  they  may  be  applied 
to  field  crops  from  airplanes  equipped  for  the 
purpose.  Since  dusts  are  usually  applied  in 
quite  low  insecticide  concentrations  (0.5  to  20 
per  cent),  the  physical  properties  of  the  di- 
luent largely  determine  the  physical  proper- 
ties of  the  dust(  sticking  qualities,  etc.).  Dusts 
should  not  be  applied  in  open  fields  when  the 
wind  is  more  than  6 m.p.h.,  except  in  the 
greatest  necessity. 

Water  Suspensions 

Water  suspensions  present  the  problems  of 
wetting  and  suspending  the  insecticide.  Often 
a dust  carrier  (wettable  powder)  is  added,  to 
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Tetracycline  Lederle 
for  prophylaxis  and  treatment  of 

obstetric  infections 

Posner  and  his  colleagues^  have  reported  on 
the  use  of  tetracycline  (Achromycin)  in  96 
cases  of  obstetric  complications,  including 
unsterile  delivery,  premature  rupture  of  the 
membranes,  endometritis,  parametritis,  and 
other  conditions.  They  conclude  that  this 
antibiotic  is  ideally  suited  for  these  uses. 

Other  investigators  have  shown  Achromycin 
to  be  equally  useful  in  surgery  and  gynecology 
and  virtually  every  other  field  of  medicine. 
This  outstanding  antibiotic  is  effective  against 
a wide  variety  of  infections.  It  diffuses  and 
penetrates  rapidly  to  provide  prompt  control 
of  infection.  Side  effects,  if  any,  are  negligible. 

Every  gram  of  Achromycin  is  made  in 
Lederle’s  own  laboratories  and  offered  only 
under  the  Lederle  label — your  assurance  of 
quality.  It  is  available  in  a complete  line  of 
dosage  forms,  including 

ACHROMYCIN  SF 

Achromycin  with  Stress  Formula  Vita- 
mins. Attacks  the  infection,  bolsters  the 
patient’s  natural  defenses,  thereby  speeds 
recovery.  Especially  useful  in  severe  or  pro- 
longed illness.  Stress  formula  as  suggested  by 
the  National  Research  Council. 

SF  Capsules,  250  mg. 

SF  Oral  Suspension,  125  mg.  per  tea- 
spoonful (5  cc.) 

For  more  rapid  and  complete  absorp- 
H tion.  Offered  only  by  Lederle! 

fijled  sealed  capsules 


'Posner,  A.  C.,  et  ah;  Further  Observations  on  the  Use  of  Tetra- 
cycline Hydrochloride  in  Prophylaxis  and  Treatment  of  Obstetric 
Infections,  Antibiotics  Annual  1954-55,  pp.  594-598. 
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water  as  a spray  or  dip  just  before  use. 
Usually  a very  fine  dust  is  desirable,  as  in 
the  case  of  325  mesh  wettable  sulfur.  Usually 
1 to  2 per  cent  of  a surfactant  is  added  as  the 
wetting  agent,  but  with  some  dusts  (kaolin 
type  clays)  wetting  agents  are  unnecessary. 

Surfactants  are  of  four  types  (1)  anionic 
(soaps.  Sodium  Lauryl  Sulfate  U.S.P.);  (2) 
cationic  (Benzalkonium  Chloride  U.S.P.);  (3) 
non-ionic  (spans,  tweens);  and  (4)  amphionic, 
i.e.  both  anions  and  cations  show  surface  ac- 
tivity. The  anionic  surfactants  are  incom- 
patible with  the  cationic  group  and  soaps  are 
also  incompatible  with  acids  and  most  me- 
tallic salts.  The  spreading  properties  of  the 
surfactants  contribute  greatly  to  the  effec- 
tiveness of  insecticide  dips  and  sprays,  but 
must  be  carefully  adjusted  to  prevent  exces- 
sive runoff  on  plants. 

Suspending  agents  are  often  little  used  in 
sprays  since  power  sprayers  have  mechanical 
agitators.  More  attention  should  be  given  to 
suspending  agents  for  sprays  to  be  used  in 
sprayers  without  agitators,  in  dips,  and  in 
drenches.  Many  of  the  emulsifying  agents 
may  be  used  for  suspension,  also.  Conversely, 
many  of  the  surfactants  are  good  emulsifying 
agents. 

Water  suspensions  are  one  of  the  cheapest 
forms  of  insecticides,  but  may  be  somewhat 
abrasive  to  spray  equipment. 

Organic  Solvents 

Organic  solvents  are  becoming  increasingly 
important  in  insecticide  formulations  because 
of  the  large  number  of  organic  toxicants 
(mostly  insoluble  in  water)  now  in  use.  Sev- 
eral petroleum  fractions,  including  crude  and 
refined  kerosene  and  naphtha,  are  commonly 
used.  Pine  oil,  xylene,  and  carbon  tetrachlor- 
ide are  also  used.  The  selection  of  a solvent 
depends  on  its  ability  to  dissolve  a sufficient 
amount  of  the  toxicant,  cost,  flammability, 
toxicity  to  the  host  (plant  or  animal),  and 
whether  it  enhances  the  insecticidal  action  of 
the  toxicant.  Sometimes  mixed  solvents  are 
used  in  order  to  obtain  the  desired  concentra- 
tion of  a toxicant.  For  example,  methylated 
naphthalenes  mixed  with  kerosene  will 
allow  a 12.5  per  cent  solution  of  DDT,  where- 
as kerosene  alone  will  yield  a saturated  solu- 
tion of  less  than  5 per  cent  DDT.  Organic 
solutions  of  insecticides  may  be  used  as 
sprays,  dips,  or  aerosols  in  1 to  12.5  per  cent 
concentrations  of  toxicants  for  various  insects 


other  than  those  on  plants.  They  may  also  be 
formulated  as  concentrated  solutions  of  10  to 
75  per  cent  of  toxicant  to  be  emulsified  with 
water  before  use  (emulsion  concentrates). 

Emulsions 

Emulsions  are  usually  made  by  mixing  an 
emulsion  concentrate  with  water.  The  emul- 
sion concentrate  may  have  volatile  solvents 
(xylene,  toluene)  which  evaporate  after  appli- 
cation of  the  insecticide  to  leave  a toxicant 
residue,  or  they  may  have  essentially  non- 
volatile solvents  (kerosene,  alkylated  naph- 
thalenes) which  leave  an  oil  solution  of  the 
toxicant  after  the  water  has  evaporated. 
Sprays  or  dips  with  nonvolatile  solvents  may 
be  harmful  to  domestic  animals. 

Emulsion  sprays  are  of  the  oil-in-water 
type  and  may  have  any  of  the  four  types  of 
surfactants  mentioned  previously  under 
water  suspensions  as  the  emulsifying  agent. 
Emulsion  sprays  are  usually  designed  to  be 
quick-breaking  for  plants  to  prevent  exces- 
sive runoff,  but  they  may  be  deficient  in  wet- 
ting and  spreading  qualities.  Thus,  the  most 
efficient  spray  may  have  enough  surfactant 
to  make  a medium  breaking  emulsion  to  gain 
the  desired  wetting  and  spreading  character- 
istics. In  addition  to  the  surfactants  pre- 
viously mentioned,  such  natural  products  as 
gums,  saponins,  lipids,  proteins,  alginates  and 
carbohydrates  are  used.  Blood  albumin,  case- 
in, and  dried  milk  rejected  for  food  purposes 
are  cheap  surfactants  that  serve  to  make 
quick^breaking  emulsions  and  also  act  as  wet- 
ters  and  stickers.  They  may  be  used  with 
hard  water. 

Residual  spraying  of  dwellings,  barns,  im- 
pregnation of  clothing,  and  mosquito  larvicid- 
ing  demands  a stable  emulsion  for  best  re- 
sults. Stable  emulsions  require  more  of  the 
surfactant  and  more  agitation.  In  both  emul- 
sion sprays  and  water  suspensions,  in  ad- 
dition to  the  qualities  already  mentioned,  sur- 
factants give  the  added  advantage  of  spread- 
ing the  insecticide  on  the  lipid  cuticle  of  the 
insect.  Sprays  are  distributed  from  the  small- 
est of  hand  equipment  of  perhaps  a few 
ounces  (low)  pressure  to  large  hydraulic  ma- 
chines giving  400  to  800  lbs.  (high)  pressure 
per  square  inch.  The  low  pressure  sprays  are 
generally  more  concentrated  than  the  high 
pressure  sprays.  The  high  pressure  spray 
may  be  the  more  effective  and,  hence,  more 
economical,  but  has  the  disadvantages  of  re- 
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quiring  more  water  and  less  effectiveness  on 
plants  wet  from  rain. 

Insecticide  Aerosols 

Insecticidal  aerosols  are  suspension  of  par- 
ticles of  an  insecticide  from  1 to  50  microns  in 
diameter  in  air.  They  may  be  dispersed  by 
atomizing,  incompletely  burning  organic  ma- 
terial, vaporizing  with  heat,  or  liberating  the 
insecticide  dissolved  in  a liquified  gas  through 
a small  orifice. 

Aerosol  “bombs”  were  made  by  dissolving 
insecticides  in  liquified  gas  under  pressure  in 
1941  for  the  United  States  military  forces.  At 
the  end  of  World  War  II  greatly  improved 
“bombs”  with  low  pressure  propellants,  push- 
button valves  and  improved  insecticide 
formulations  were  available  for  civilian  use. 
“Bombs”  come  mostly  in  a 12  oz.  size  for 
household  use.  For  most  efficient  use  win- 
dows and  doors  should  be  closed  before  spray- 
ing. The  aerosol  should  be  directed  toward 
the  ceiling  and  away  from  the  operator,  who 
should  walk  about  the  room  to  give  good  dis- 
tribution. The  “bomb”  should  be  released  for 


about  6 seconds  in  a 1,000  cubic  foot  room  to 
kill  flies,  mosquitoes  and  moths  (but  not  moth 
larvae).  A fifteen  second  release  is  needed  to 
kill  fleas,  while  2 minutes  per  room  is  needed 
for  cockroaches.  A whole  bomb  is  needed  to 
kill  cockroaches  in  the  average  home  base- 
ment, the  area  being  closed  for  1 hour  after- 
ward. 

Larger  “bombs”  of  5 to  10  lbs.  capacity  are 
now  available  for  greenhouse  and  other  com- 
mercial purposes,  such  as  warehouses.  Ther- 
mal generators  are  also  used  for  warehouses. 
A particle  size  of  5 microns  in  diameter  is  best 
for  warehouses,  but  if  a short  time  exposure 
is  necessary,  particles  of  20  microns  diameter 
will  settle  faster  and  still  be  efficient.  Par- 
ticle size  of  aerosols  as  well  as  concentration 
is  important  in  greenhouse  treatment,  too,  or 
plants  may  be  damaged  or  killed.  Aerosol 
generators  are  used  to  some  extent  outdoors 
on  certain  agricultural  crops.  Indoors,  and 
out,  aerosols  are  dispersed  by  air  currents 
which  thus  become  an  important  factor  in 
their  application.  Aerosol  “bombs”  are  a con- 
venient but  expensive  form  of  insect  control. 
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THE  DENTIST  ASSAYS  "DENTAL 
MATERIALS"  IN  THE  DRUGSTORE* 
by  Charles  L.  Nelson,  D.D.S. 
Brookings,  South  Dakota 


Before  discussing  dental  materials  in  the 
drugstore,  I would  like  to  make  one  point 
clear.  I am  of  the  very  definite  opinion  that 
a druggist  is  one  of  our  most  imposed  on  pro- 
fessional men.  Due  to  the  multiplicity  of 
sources  of  supply,  the  mania  of  the  American 
people  for  believing  today  what  they  see  or 
hear  advertised  today  (with  a new  opinion 
tomorrow)  and  the  habit  of  brand  name  pres- 
criptions instead  of  basic  material,  the  phar- 
macist must  stock  unprofitably  many,  many 
duplications  of  products  different  only  in 
brand  name,  color,  vehicle  or  prescriber’s 
prejudices. 

Perhaps  the  most  common  dental  materials 
sold  in  the  drugstore  are  toothpaste  and 
mouth  wash.  Here  again  we  have  duplication 
of  products.  The  advertisements  are  spec- 
tacular. One  toothpaste  “lays  flat  on  the 
brush,”  another  “is  good  for  the  gums,”  an- 
other is  “the  formula  of  a dentist,”  and  so  on 
ad  nauseum.  Now  we  have  the  anti-enzyme 
advertisements  and  only  the  advertising  man 
knows  what  next.  The  same  conditions  can 
be  itemized  for  various  mouth  washes. 

What  does  toothpaste  and  mouthwash  ac- 
complish in  the  mouth?  An  experiment  con- 
ducted in  the  materia  medica  laboratory  for 
dental  students  at  the  University  of  Minn- 
esota will  answer  this  question.  Each  mem- 
ber of  the  class  is  given  a brand  of  toothpaste 
or  mouthwash  that  has  been  purchased  in  a 
store.  In  addition  normal  saline,  sterile  water, 
sugar  solution  and  sodium  bicarbonate  solu- 

*  Presented  at  the  Pharmaceutical  Institute,  South 

Dakota  State  College,  April  11,  1956. 


tion  are  also  tested.  Each  student  collects 
about  1 cubic  mm.  of  oral  debris  by  wiping  a 
sterile  platinum  loop  over  the  tongue,  cheek 
or  gingival  tissue.  After  proper  dilution  tech- 
nique, agar  plates  are  inoculated  and  incu- 
bated. Those  students  with  toothpaste  brush 
their  teeth  for  5 minutes  by  the  clock  and 
those  with  mouthwash  dilute  them,  according 
to  the  instructions  on  the  label  and  swish  the 
resulting  solution  around  the  mouth  for  5 
minutes.  Immediately  another  scraping  is 
made  and  agar  plate  inoculated.  Two  more 
mouth  samples  are  obtained  30  and  60 
minutes  following  the  test.  The  results  of  the 
experiment  can  be  tabulated  as  follows: 

Table  I 

Effect  of  Mouthwash  on  Oral  Bacterial 
Count 

Sample  Bacteria  Count 

(Millions/cubic  mm.) 
Normal  mouth  3V2-5 

Immediately  after 
brushing  or  rinsing  y2-l 

30  minutes  later  2-3 

60  minutes  later  3V2-5 

Briefly,  Table  1 shows  that  there  is  an  im- 
mediate reduction  following  either  thorough 
brushing  of  the  teeth  or  rinsing  of  the  mouth. 
However,  the  count  increases  to  near  normal 
on  30  minutes  and  at  the  end  of  an  hour  the 
bacterial  content  of  the  mouth  is  normal. 

To  summarize,  it  seems  evident  that  me- 
chanical as  well  as  bactericidal  action  is  re- 
sponsible for  the  reduction  of  bacteria  in  the 
mouth. 
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Tooth  Decay 

Perhaps  at  this  time  a brief  discussion  of 
the  theory  of  tooth  decay  may  be  introduced. 
Investigators  have  long  been  convinced  that 
sugar  is  a prime  element  in  the  process  of  de- 
cay. However,  due  to  the  many  variations  in 
experimental  results,  the  true  nature  of  its 
role  has  not  been  known  until  recently. 
Briefly  the  sequence  of  events  is; 

Starch  plus  salivary  enzymes  = sugar 
Sugar  plus  salivary  enzymes  = acid 
Acid  plus  tooth  enamel  = decay 

Take  away  any  one  of  these  elements  and 
tooth  decay  should  cease.  Being  normal  hu- 
man beings,  however,  we  will  eat  starch  and 
sugar.  Also  we  will  not  and  cannot  remove 
all  of  the  two  products  of  starch  metabolism 
from  our  mouths  by  brushing.  Therefor,  the 
line  of  attack  was  on  the  enzymes.  Under 
controlled  laboratory  conditions  anti-enzyme 
agents  which  were  introducted  into  the  saliva 
stopped  tooth  decay.  However,  nature  has  a 
habit  of  continuing  to  manufacture  the 
enzymes  and  keeping  the  flow  of  saliva  unin- 
terrupted. Therefore,  the  anti-enzyme  activity 
is  not  continuous.  If  it  were,  perhaps  the  cure 
would  be  worse  than  the  disease.  After  all 
the  digestive  process  starts  with  the  salivary 
enzymes. 

The  latest  attacks  on  tooth  decay  have  con- 
centrated on  the  tooth  enamel  itself  in  an 
attempt  to  make  the  enamel  more  resistant 
to  the  action  of  the  acid.  Now  the  word 
fluorine  rears  its  ugly  head.  It  has  been  dem- 
onstrated repeatedly  that  a limited  amount  of 
this  element  in  tooth  enamel  makes  the  en- 
amel resistant  to  the  action  of  acid.  However, 
if  too  much  fluorine  is  present  the  enamel  is 
damaged  in  appearance  by  moderate  excess 
and  in  structure  by  greater  excess.  The  dam- 
age in  structure  defeats  the  purpose  by  mak- 
ing the  enamel  more  susceptible  to  the  action 
of  the  acid.  Experimentation  and  observation 
of  population  in  areas  where  there  is  a natural 
fluorine  content  to  the  water  have  shown 
that  1.2  ppm  of  fluorine  in  water  available  to 
pregnant  women  and  children  under  12  years 
of  age  will  reduce  tooth  decay  65%  over  that 
found  in  individuals  who  have  not  had 
fluorine  in  the  water  supply. 

The  problem  of  administration  of  fluorine 
has  been  a stumbling  block  in  the  correction 
of  this  public  health  problem.  Ideally  water 
is  the  best  media  and  over  22  million  people 


have  it  this  way  either  from  natural  sources 
or  by  a mixture  to  their  water  supply.  In 
some  places  ignorance,  prejudice,  superstition 
or  what  have  you  prevents  this.  In  the  case 
of  individual  well  supplies  no  practical  con- 
trol has  been  developed  to  safely  and  econ- 
omically supply  the  1.2  parts  per  million  of 
fluorine. 

What  about  toothpaste  as  a method  of  ad- 
ministration? Unfortunately  several  factors 
prevent  real  success.  First  of  all  present 
types  of  paste  are  not  adapted  to  use  by  those 
under  six  years  of  age.  Secondly,  topical  ap- 
plication under  perfect  conditions  result  in 
only  a 40%  reduction  of  decay.  Lastly,  there 
is  no  proof  that  even  a 40%  reduction  will  re- 
sult from  topical  application  of  fluorine  after 
the  age  of  fifteen. 

Toothbrushes 

Remember  the  old  adage,  “a  clean  tooth 
never  decays”?  A good  point  there  but  un- 
fortunately toothbrushes  are  not  self  ener- 
gized. 

Brushes  are  made  of  all  shapes,  sizes,  bristle 
texture  and  bristle  material.  However,  most 
individuals  do  not  know  what  type  of  brush 
is  best  for  them  and  how  to  use  the  brush 
properly.  Dentists  must  continually  educate 
the  patient  in  the  proper  use  of  the  brush  as 
well  as  advise  the  patient  as  to  the  type  of 
brush  best  suited  for  that  individual.  I per- 
sonally recommend  a natural  unbleached 
bristle,  extra  hard,  two  row  flat  in  either  a 
regular,  medium  or  small  size.  In  some  cases 
I prescribe  a brush  with  a small  rubber  tip  on 
the  other  end.  This  is  to  be  used  under  cer- 
tain conditions  as  I teach  the  patient. 

The  natural  bristle  has  an  advantage  over 
a nylon  bristle  in  that  the  nylon  bristle 
softens  up  too  much  and  is  not  as  effective  in 
brushing  action. 

Dental  Prescriptions 

In  light  of  the  publicity  recently  in  this 
area,  I would  like  to  say  that  the  strongest 
medication  available  for  either  oral  or  paren- 
teral administration,  other  than  procaine,  is 
APC  tablets.  I will  admit  to  using  them  in 
devious  ways  — mainly  by  giving  a very  few 
to  a patient  who  complains  of  unrelieved  pain 
by  ordinary  methods  of  treatment.  I indicate 
that  they  are  too  powerful  for  him  to  have 

(Continued  on  Page  414) 
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Across  the  nation  higher  education  is  fac- 
ing a crisis  and  here  in  South  Dakota  we  are 
no  exception.  The  problem  is  similar  to  that 
which  is  bothering  elementary  and  secondary 
school  administrators.  Basically  the  problem 
is  one  of  enrollment.  With  a tremendous  in- 
crease in  the  student  enrollments  of  our 
South  Dakota  institutions  of  higher  learning 
has  come  concurrent  difficulties.  These  in- 
clude securing  and  maintaining  a competent 
stoff  and  a continuing  need  for  enlarged  and 
modernized  physical  facilities.  Thus  the 
problem  is  also  financial  and  is  further  com- 
plicated by  inflated  costs  and  uncertain 
sources  of  income. 

This  is  not  and  cannot  be  a crisis  faced  by 
administrators  and  professors  alone.  All  of 
society  supports  through  taxation  our  public 
institutions  of  higher  education  and  all  of  so- 
ciety benefits  from  the  college  training  of  our 
youth.  Therefor,  society  should  be  and  must 
be  concerned. 

Student  Enrollment 

Recently  a thorough  study  was  made  of  en- 
rollments in  South  Dakota  colleges.  The  ele- 
mentary and  high  school  student  population 
was  studied  and  state  and  national  trends 
were  carefully  considered.  On  the  basis  of  the 
known  facts  it  was  estimated  that  the  seven 
state  supported  institutions  of  higher  educa- 
tion (South  Dakota  State,  University  of  South 
Dakota,  School  of  Mines,  Northern  State 
Teachers,  Southern  State  Teachers,  Black 
Hills  Teachers,  and  General  Beadle  State 
Teachers)  would  enroll  a minimum  of  6,590 


students  in  1960.  ACTUALLY  WHEN  FALL 
ENROLLMENTS  WERE  COMPUTED  IN 
OCTOBER  OF  1955,  THESE  SAME  SEVEN 
COLLEGES  HAD  ENROLLED  7,489  STU- 
DENTS. Enrollments  had  jumped  over  the 
estimates  of  1955,  1956,  1957,  1958,  1959,  and 
1960  all  in  one  year. 

Total  fall  enrollments  at  the  seven  state 
supported  institutions  of  higher  education  in 
South  Dakota  for  the  first  five  years  were; 


Year 

Number  Enrolled 

1951 

4376 

1952 

4866 

1953 

5191 

1954 

6164 

1955 

7489 

College  Faculty 

During  the  time  from  1951  to  1955  that  en- 
rollments were  going  up  71  per  cent  in  South 
Dakota’s  state  supported  institutions  of 
higher  education,  salary  appropriations  were 
increasing  only  40  per  cent. 

McGraw-Hill  and  Company  made  a study 
of  faculty  salaries  in  March  of  1955  and 
pointed  out  that  in  terms  of  purchasing 
power,  faculty  salaries  in  1954  were  5 per  cent 
less  than  in  1940.  This  is  an  average.  Some 
colleges  and  universities  have  doubled  their 
salary  scales  in  the  past  ten  yars.  A few  have 
done  better,  others  not  so  well,  but  a doubling 
simply  means  that  faculty  salaries  have  stood 
still* insofar  as  purchasing  power  goes.  Salary 
appropriations  at  the  seven  state  supported 
institutions  of  higher  education  in  South  Da- 
kota totaled: 
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Year 

Appropriation 

1951-52 

$2,325,597 

1952-53 

2,476,500 

1953-54 

2,841,809 

1954-55 

2,921,264 

1955-56 

3,257,060 

During  this  same 

five-year  period,  state  in- 

stitutions  of  higher  education  in  South  Da- 
kota have  been  digging  into  their  Local  and 

Endowment  income 

in  ever  greater  amounts. 

Local  and  Endowment  income  at  the  seven 
state  supported  institutions  of  higher  educa- 
tion in  South  Dakota  for  the  following  periods 

were: 

Year 

Income 

1951-52 

$1,734,645 

1952-53 

7,756,442 

1953-54 

1,615,430 

1954-55 

1,743,330 

1955-56 

1,827,807 

During  this  period,  the  same  seven  institu- 
tions were  spending  the  following  amounts 
for  salaries  from  their  Local  and  Endowment 

fund. 

Year 

Amount  Spent 

1951 

$ 973,440 

1952 

1,056,098 

1953 

1,195,201 

1954 

1,396,469 

1955 

1,531,497 

In  fact,  money  taken  for  salaries  from  Local 
and  Endowment  income  at  South  Dakota 
state  supported  institutions  of  higher  educa- 
tion increased  58  per  cent  from  1951  to  1955 
inclusive.  In  1951  they  were  spending  56  per 
cent  of  their  total  Local  and  Endowment  in- 
come for  salaries.  In  1955  state  institutions 
were  spending  82  per  cent  of  their  total  Local 
and  Endowment  income  for  salaries. 

This  means  that  other  activities  requiring 
funds  from  Local  and  Endowment  income  are 
being  neglected. 

Physical  Facilities 

It  is  reasonably  certain  that  it  will  be  neces- 
sary to  build  or  recondition  more  buildings 
at  the  seven  state  supported  institutions  of 
higher  education  in  South  Dakota  during  the 
next  18  years  than  have  been  built  or  re- 
conditioned during  the  entire  life  of  the  State 
of  South  Dakota.  This  is  true,  of  course,  un- 
less we  say  to  many  of  our  high  school  grad- 
uates, “you  will  not  be  able  to  attend  state 
supported  colleges  in  South  Dakota.”  The 
most  conservative  estimates  made  today 


have  indicated  that  enrollments  at  these  in- 
stitutions will  double  from  1955  to  1973  while 
the  more  liberal  estimates  indicate  that  en- 
rollments at  the  same  institutions  will  triple 
during  the  same  period. 

If  the  more  liberal  estimates  prove  true, 
then  in  18  years  South  Dakota  University  will 
have  5406;  South  Dakota  State,  8052;  Nor- 
thern, 3081;  Mines,  2154;  Beadle,  810; 
Southern,  1200;  and  Black  Hills,  1764.  This 
means  that  construction  cannot  be  postponed 
or  pas.sed  on  to  future  administrations.  Con- 
struction must  be  made  now  because  it  takes 
two  or  three  years  to  take  a building  project 
from  the  drawing  board  to  occupation. 

This  much  is  certain.  The  world  of  today  is 
more  highly  technological  than  even  a few 
years  ago.  Therefor,  the  need  for  higher  edu- 
cation is  greater  than  ever  before.  It  is  cru- 
cial that  there  be  no  reduction  in  the  oppor- 
tunities for  youth  to  procure  a college  educa- 
tion adequate  for  their  needs  and  for  the 
needs  of  society.  The  problems  of  higher  edu- 
cation in  South  Dakota  and  the  nation  must 
be  solved  if  the  youth  of  the  future  are  going 
to  receive  the  same  or  better  post  secondary- 
school  opportunities  available  to  the  youth  of 
today. 


''Patients  without  primary 
renal  disease,  but  with 
albuminuria  and  high 
nonprotein  nitrogen 
due  to  congestive 
circulatory  changes, 
can  be  adequately 
and  safely  treated 
with  Neohydrin  for 
long  periods  of  time/'* 

*Gritfith,  G.  C.;  Dlmitroff,  S.  P*,  and  Thorner,  M.  C.: 
Anri.  Int.  Med.  45;7,  1956. 


— 409  — 


Fellow  Pharmacists: 

How  many  of  you  attended  the  Cosmetic  Show  in  Minneapolis  in  August?  I know  many 
of  you  did  because  I saw  you  there.  But  if  you  failed  to  attend  the  Ron  Dee  Voo  held  on  Tues- 
day night,  you  missed  a wonderful  party.  The  Cosmetic  dealers  go  all  out  in  entertaining  their 
clients  at  a Smorgasbord  and  Dance  at  the  Athletic  Club  in  downtown  Minneapolis.  Some  en- 
joy it  so  much  they  hate  to  leave,  as  the  Shirley’s  of  Brookings  spent  an  extra  hour  in  an 
elevator  shaft  at  the  close  of  the  evening.  Sufficient  to  say,  they  didn’t  panic. 

On  the  way  home  we  stopped  at  Bacon  Drug  in  Excelsior,  Minnesota.  Robert  Lown,  my 
brother-in-law,  works  there  and  showed  us  around.  The  Minnesota  druggists  have  adopted  a 
set  of  rules  and  regulations  similar  to  the  ones  South  Dakota  put  forth  and  I was  interested  to 
see  how  they  worked  out.  The  idea  of  grouping  all  the  patents  and  proprietaries  in  one  section 
had  worked  out  fine  for  them,  and  as  they  were  all  directly  behind  the  wrapping  counter,  the 
sales  had  increased  rather  than  decreased.  In  fact  Robert  said  now  that  they  had  finished  re- 
arranging, he  liked  the  set  up  better  than  before,  although  he  had  griped  about  it  during  the 
process. 

By  the  time  you  read  this,  I will  have  attended  the  N.A.R.  Convention  at  Cincinnati  as  your 
delegate,  and  will  give  you  some  of  the  highlights  in  my  next  message.  I have  already  been  in- 
vited to  a luncheon  by  President  McKeighan,  which  I am  certainly  going  to  accept. 

A1  Knutson 
President 
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OTAMYLON  WITH  HYDROCORTISONE 

Description:  Clear,  odorless,  sterile,  viscid 
liquid  containing;  Sulfamylon  HCl  5%, 
benzocaine  5%,  hydrocortisone  0.02%  in 
anhydrous  glycol. 

Action  and  Uses:  For  topical  chemotherapy 
in  acute  and  chronic  otitis  externa,  furun- 
culosis, acute  and  chronic  otitis  media,  after 
mastoidectomy  and  fenestration  operations. 
Soothes  and  promotes  healing.  Highly  ef- 
fective against  the  organisms  commonly 
found  in  otitis  externa:  Pseudomonas 
aeruginosa  (Bacillus  pyocyaneous).  Staphy- 
lococcus aureus.  Pneumococcus  types  I,  II 
and  III,  Escherichia  coli.  Streptococcus 
hemolyticus.  Streptococcus  viridans,  an- 
aerobic bacteria  causing  gas  gangrene  and 
various  fungi. 

Dosage:  After  gently  cleansing  and  drying 
the  ear  canal,  Otamylon  with  Hydrocor- 
tisone (2  or  3 drops  or  moistened  wick)  is 
applied  three  or  four  times  daily. 

How  supplied:  Combination  package  (15  cc.) 
with  dropper  — Otamylon  and  Hydrocor- 
tisone Solution  in  separate  bottles,  readily 
mixed  prior  to  dispensing. 

Source:  Winthrop  Laboratories. 

MYTELASE  CHLORIDE 

Description:  Brand  of  ambenonium  chloride 
(N,  N’-bis  [2-diethylaminoethyl]  examine 
bis-2-chlorobenzyl  chloride),  formerly 
known  as  Mysuran  chloride  (WIN  8077). 

Action  and  Uses:  A potent  cholinesterase  in- 
hibitor with  all  the  pharmacologic  actions 
of  acetylcholine.  Has  relatively  prolonged 
duration  of  action  effectively  controlling 
the  debilitating  symptoms  of  myasthenia 
gravis.  Muscle  weakness  disappears  in 
from  15  to  20  minutes  after  oral  adminis- 
tration and  improvement  lasts  for  3 or  4 


hours.  With  optimum  therapeutic  doses 
gastro-intestinal  side  effects  are  few. 

Dosage:  The  oral  dose  must  be  individualized 
according  to  the  patient’s  response  because 
the  disease  varies  widely  in  its  severity  in 
different  patients,  and  the  patients  vary  in 
their  sensitivity  to  cholinergic  drugs.  There 
is  a highly  critical  point  of  maximum  thera- 
peutic effectiveness  with  optimum  muscle 
strength  and  no  gastro-intestinal  distur- 
bances requiring  close  supervision  of  a 
physician  familiar  with  the  disease. 

Since  the  warning  of  overdosage  is  min- 
imal and  the  requirements  of  patients  vary 
tremendously,  great  care  and  supervision 
are  required.  That  a narrow  margin  exists 
between  the  first  appearance  of  side  effects 
and  serious  toxic  effects  must  be  borne  in 
mind  constantly.  Caution  in  increasing 
dosage  is  essential. 

For  the  moderately  severe  myasthenic 
patient  from  5 to  25  mg.  Mytelase  chloride 
3 or  4 times  daily  is  an  effective  dose.  Some 
patients  do  well  with  as  little  as  5 mg.  per 
dose,  while  others  require  as  much  as  from 
50  to  75  mg.  per  dose.  Because  of  its  pro- 
longed action,  administration  of  Mytelase 
is  necessary  only  every  3 or  4 hours,  de- 
pending upon  the  clinical  response.  Usually 
medication  is  not  required  throughout  the 
night  so  that  the  patient  can  sleep  uninter- 
ruptedly. 

Coniraindicalions:  Since  belladonna  deriva- 
tives (atropine,  etc.)  may  suppress  the  para- 
sympathomimetic (muscarinic)  symptoms 
of  excessive  gastrointestinal  stimulation, 
leaving  only  the  more  serious  symptoms  of 
fasciculation  and  paralysis  of  voluntary 
muscle  as  a sign  of  overdosage,  routine  ad- 
ministration of  atropine  with  Mytelase  is 
contraindicated. 
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Because  Mytelase  has  a more  prolonged 
action  than  other  antimyasthenic  drugs, 
simultaneous  administration  with  other 
cholinergics  is  contraindicted  except  under 
strict  medical  supervision.  The  overlap  in 
duration  of  action  of  several  drugs  compli- 
cates dosage  schedules.  Thus  when  trans- 
ferring to  Mytelase  chloride  all  other  chol- 
inergics should  be  suspended  until  the  pa- 
tient has  been  stabilized.  In  most  instances 
the  myasthenic  symptoms  are  effectively 
controlled  by  Mytelase  alone. 

Mytelase  should  be  used  with  caution  in 
patients  with  asthma  or  in  patients  with 
mechanical  intestinal  or  urinary  obstruc- 
tion. 

How  supplied:  Tablets,  scored,  of  10  mg.  and 
25  mg.,  bottles  of  100. 

Source:  Winthrop  Laboratories. 

RELEASIN 

Description:  Releasin  is  a purified  prepara- 
tion of  relaxin  — the  ovarian  hormone  of 
pregnancy  responsible  for  pubic  relaxation 
or  separation  of  the  symphysis  pubis  in 
mammals.  Though  its  complete  function 
in  human  pregnancy  is  not  clearly  under- 
stood, it  is  a naturally  occurring  substance 
which  increases  during  pregnancy  and  vir- 
tually disappears  within  24  hours  after  de- 
livery. Releasin  should  not  be  confused 
with  the  “uterine  relaxing  factor”  (U.R.F.) 
an  oral  preparation. 

Action:  When  used  early  enough,  Releasin 
can  diminish  the  frequency  and  severity  of 
uterine  contractions  and  halt  premature 
labor,  thus  allowing  the  fetus  additional 
time  for  growth  in  the  uterus.  All  studies 
indicate  that  Releasin  has  an  extremely 
wide  margin  of  safety. 

In  spite  of  the  appealing  promise  the  use 
of  Releasin  offers  in  premature  labor,  two 
important  points  must  be  considered  before 
deciding  on  its  use: 

Releasin  is  in  critically  short  supply:  The 

basic  material,  pregnant  hog  ovaries,  can- 
not be  obtained  in  large  enough  quantities 
(up  to  200  pairs  are  need  for  a course  of 
treatment  for  just  one  patient).  For  some 
time,  there  will  be  only  enough  Releasin 
available  to  treat  a relatively  small  number 
of  all  premature  labors  occurring  between 
the  29th  and  36th  week. 

Releasin  will  be  costly  to  the  patient:  The 
scarcity  of  raw  material  . . . the  lengthy 


and  difficult  extraction  process  . . . the 
tedious  assay  on  a large  number  of  animals 
add  up  to  a tremendous  expense  in  man- 
hours, laboratory  animals  and  money.  The 
cost  to  the  hospitalized  patient,  based  on  a 
survey  of  a large  number  of  hospitals,  will 
be  in  the  range  of  $150  to  $175  for  the 
course  of  treatment. 

Since  the  possible  delivery  of  a healthy, 
normal  baby  cannot  be  equated  in  terms  of 
supply  and  expense,  the  consideration  of  two 
clinical  factors  will  help  determine  which 
cases  have  the  greatest  chances  of  successful 
therapeutic  response  to  Releasin. 

Factor  I:  State  of  pregnancy:  Best  results, 
in  terms  of  fetal  salvage,  are  ob- 
tained when  premature  labor 
occurs  in  the  29th  to  the  36th 
week. 

Factor  II:  Dilation  of  cervix:  Releasin  will 
more  likely  be  successful  if  di- 
lation is  no  more  than  2-3  cm. 
It  is  not  likely  to  be  effective 
where  the  cervix  is  extremely 
soft  or  effected  to  the  extent 
that  premature  delivery  is  im- 
minent. 

As  Folsome  ei  al.  point  out,  Releasin 
“.  . . is  too  valuable  a therapeutic  agent  to 
waste  on  inevitable  immature  or  premature 
labor  wherein  the  factors  of  advanced  cer- 
vical dilatation  or  extreme  favorabihty  are 
present.  It  should  be  reserved  for  those 
cases  having  ‘firm’  or  ‘unfavorable’  cer- 
vices and  where  premature  labor  is  defin- 
itely present  only  early  in  the  first  stage  of 
labor.”  (Unpublished) 

Dosage:  Suggested  intramuscular  dosage:  An 

initial  dose  of  2 cc.,  followed  by  1 cc.  every 
four  hours  for  24  hours.  Intravenous  drip: 
1 to  5 cc.  of  Releasin  (dose  should  be  de- 
termined by  the  degree  of  uterine  activity) 
in  500  to  1000  cc.  of  normal  saline  solution 
administered  by  continuous  intravenous 
drip  for  a period  of  4 to  8 hours. 

How  supplied:  Releasin  will  be  available  to 
all  approved  hospitals.  Unfortunately,  due 
to  the  critical  shortage  of  Releasin,  it  will 
not  be  stocked  at  retail  pharmacies.  If  the 
patient  is  not  hospitalized,  Releasin  may  be 
obtained  through  your  hospital  pharmacy 
or  your  preferred  retail  pharmacy.  As 
much  notice  as  possible  should  be  given 
for  the  pharmacist  to  requisition  a supply. 
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Source:  Warner-Chilcott  Laboratories. 

LORFAN 

Description:  A brand  of  levallorphan  tartrate 
1-3-hydroxy-N-allylmorphinan  tartrate.  It 
is  not  a narcotic. 

Action  and  Uses:  Lorfan  is  a narcotic  antag- 
onist for  combatting  narcotic-induced  res- 
piratory depression.  In  appropriate  dosage, 
the  drug  relieves  respiratory  depression 
without  affecting  analgesia — usually  within 
one  minute,  the  effect  lasting  2-5  hours. 
However,  Lorfan  relieves  respiratory  de- 
pression only  when  it  is  due  to  narcotics; 
it  does  not  effect  other  types  of  respiratory 
depression. 

How  supplied;  Packaged  in  10  cc.  multiple 
dose  vials  containing  1 mg/cc  of  Lorfan  tar- 
trate. No  narcotic  blank  is  needed. 

Source:  Hoffmann-LaRoche. 

METRETON  TABLETS 

Description:  Metreton  Tablets  contain  2.5  mg. 
of  prednisone  (Meticorten)  and  2 mg.  of 
Chlorprophenpyridamine  maleate  (Chlor- 
Trimeton)  in  a two  toned-yellow  and  white 
tablet. 

Uses:  Metreton  is  indicated  in  the  treatment 
of  difficult  cases  of  allergic  or  inflamma- 
tory conditions.  These  include  severe  hay 
fever  (pollenosis),  severe  chronic  asthma  or 
seasonal  asthma,  perennial  allergic  rhinitis, 
atopic  dermatitis  (eczema),  contact  derma- 
titis, poison  ivy  dermatitis,  angioedema, 
uticaria,  exfoliative  dermatitis,  drug  re- 
action and  serum  sickness  due  to  penicillin 
or  other  reasons.  It  may  also  be  used  to 
control  the  exudative  and  inflammatory 
phases  of  ocular  disorders  as  allergic  con- 
junctivitis, keratitis,  nongranulomatous 
iritis,  iriodocyclitis,  choroiditis,  chloriore- 
tinitis  and  uveitis. 

Dosage:  An  average  initial  dosage  will  be  one 
or  two  tablets  after  meals  and  at  bedtime. 
As  improvement  occurs,  dosage  should  be 
reduced  to  the  minimum  maintenance  level 
and  discontinued  where  possible. 

How  supplied;  In  bottles  of  30s  and  100s. 

Source;  Sobering  Corporation. 

METRETON  NASAL  SPRAY 

Description;  Metreton  Nasal  Spray  contains 
prednisolone  acetate  (Meticortelone)  2 mg., 
chlorprophenpyridamine  gluconate  (Chlor- 
Trimeton)  3 mg.  in  a non-irritating  vehicle. 

Uses;  It  is  indicated  for  the  treatment  of 
acute  or  chronic  rhinitis,  seasonal  and  non- 


seasonal  allergic  rhinitis,  polyposis  (with- 
out fibrous  change)  associated  with  nasal 
allergy,  and  to  reduce  nasal  edema  and  in- 
flammation in  sinusitis  or  nasopharyngitis. 

Dosage:  One  spray  in  each  nostril  every  three 
or  four  hours  is  the  recommended  dosage. 
However,  more  frequent  use  may  be  re- 
quired in  the  first  24  hours  of  use.  Once  the 
symptoms  are  satisfactorily  controlled,  the 
frequency  of  application  may  be  reduced. 

How  supplied:  Metreton  Nasal  Spray  is  avail- 
able in  a 15  cc  plastic  “squeeze”  bottle. 

Source:  Sobering  Corporation. 

PULVULES  SEROMYCIN 
AND 

PULVULES  SEROMYCIN  WITH  INH 

Description;  Seromycin  (Cycloserine,  Lilly) 
is  an  antibiotic  produced  by  Sireptomyces 
orchidaceus.  It  has  been  isolated  and  its 
chemical  formula  determined  to  be  D-4- 
amino-3-isoxazolidinone.  INH  is  isoniazid, 
Lilly. 

Uses:  Seromycin  has  been  introduced  as  a 
specific  in  the  treatment  of  severe  pulmon- 
ary tuberculosis  which  appears  to  be  hope- 
less because  of  failure  to  respond  to  all 
other  therapeutic  agents. 

In  some  severe,  resistant  cases  studied 
during  the  clinical  trials,  Seromycin  pro- 
duced “dramatic”  improvement.  Sputum 
became  negative  for  the  tubercle  bacilli;  x- 
rays  of  the  lungs  showed  clearing  or 
marked  improvement;  reduction  of  fever 
occurred  promptly;  patients  felt  better, 
their  appetites  improved,  and  they  gained 
weight. 

Lilly  also  will  supply  Pulvules  Sero- 
mycin with  INH  (Isoniazid,  Lilly).  Prelim- 
inary studies  also  indicate  that  fhe  com- 
bination of  Seromycin  with  INH  may  retard 
emergence  of  resistant  strains  of  bacteria 
■and  permit  cutting  the  dosage  of  Seromycin 
in  half  without  loss  of  therapeutic  effect 
and  with  fewer  side  reactions. 

The  treatment  of  tuberculosis  is  a long- 
term matter.  Over  years  of  use,  other  thera- 
peutic agents  have  established  themselves 
in  thousands  of  patients  as  drugs  of  choice. 
In  carefully  controlled  clinical  trial  study, 
the  conclusion  has  been  reached  that  in 
treatment  of  new  tuberculosis  cases  Sero- 
mycin should  not  replace  these  agents  on 
the  basis  of  a two-year  evaluation  in  sev- 
eral hundred  patients.  Much  more  will 


— 413  — 


SOUTH  DAKOTA 


need  to  be  learned  about  the  drug,  its  mode 
of  action,  and  its  side  effects. 

Physicians  are  being  advised  to; 

Use  Seromycin  only  in  serious  cases  of 
pulmonary  tuberculosis  that  have  failed 
to  respond  to  streptomycin,  isoniazid, 
aminosalicylic  acid  (PAS),  viomycin, 
pyrazinoic  acid  amide,  or  combinations  of 
these  drugs. 

Use  initially  only  in  patients  who  are 
hospitalized  and  can  be  controlled  with 
accurate  blood  level  determinations. 
Conclusive  seizures  and  mental  distur- 
bances were  noted  in  8 percent  of  patients 
who  received  large  doses  (1  Gm.  or  more  of 
Seromycin  daily)  in  a Veterans  Administra- 
tion-Army-Navy study.  Other  investigators 
also  have  observed  these  reactions  to  large 
doses. 

Experience  has  shown  that  the  disturbing 
side  reactions  are  most  frequently  asso- 
ciated with  blood  levels  in  excess  of  30  meg. 
per  ml.  Other  undesirable  side  effects  have 
occurred  less  frequently  at  lower  plasma 
concentrations.  These  may  include  drows- 
iness, dizziness,  allergic  dermatitis,  and  ex- 
aggeration of  reflexes. 

Seromycin  is  contraindicated  in  patients 
with  histories  of  psychosis  or  epilepsy.  Be- 
cause much  of  it  is  excreted  in  the  urine,  it 
should  be  administered  with  caution  and  in 
lower  dosage  to  patients  with  impaired 
renal  function. 

Dosage:  If  Seromycin  is  used  alone,  adults 
should  receive  as  initial  dosage  250  mg.  (one 
pulvule)  twice  daily  at  twelve-hour  inter- 
vals for  two  weeks.  Blood  concentrations 


below  25-30  meg.  per  ml.  without  clinical 
signs  of  toxicity  may  be  an  indication  for 
increase  in  dosage  to  one  pulvule  every 
eight  hours.  If  optimum  blood  levels  of 
25-30  meg.  per  ml.  are  not  obtained  in  two 
weeks,  one  pulvule  every  six  hours  may  be 
considered,  especially  if  there  is  inade- 
quate therapeutic  response  with  minimum 
evidence  of  clinical  toxicity. 

When  blood  level  determinations  are  per- 
formed, they  should  be  done  three  to  four 
hours  after  a dose  of  the  drug  is  given. 

When  Seromycin  is  used  in  combination 
with  INH,  a dose  of  500  mg.  per  day  of  Sero- 
mycin is  believed  adequate  and  at  present 
should  not  be  exceeded.  Accordingly,  each 
pulvule  of  Seromycin  with  INH  contains 
250  mg.  of  Seromycin  with  150  mg.  of  INH. 
Incidence  of  side  reactions  will  be  minim- 
ized if  a regimen  of  one  pulvule  every 
twelve  hours  is  followed. 

How  supplied:  Pulvules  Seromycin  and  Pul- 
vules  Seromycin  with  INH  are  both  sup- 
plied in  bottles  of  40  and  500. 

Source:  Eli  Lilly. 


DENTAL  MATERIALS— 

(Continued  from  Page  407) 
very  many  and  to  take  only  the  amount  in- 
dicated. The  results  are  amazing.  A patient 
in  the  chair  may  be  given  one  or  two  for  pain 
under  certain  conditions.  Otherwise  any 
medication  needed  is  prescribed  as  it  should 
be.  In  brief,  I believe  that  the  dentist  should 
prescribe  and  not  dispense  and  he  should  be 
very  careful  how  he  prescribes. 
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PERIARTERITIS  NODOSA 
A CASE  REPORT  CONFIRMED  BY  BIOPSY 
By  T.  H.  Satiler,  M.D.,  Yankton,  S.  Dakota 


Recognition  is  generally  ascribed  to  Kuss- 
maul  and  Maier  for  the  first  classic  descrip- 
tion of  periarteritis  nodosa  in  1866.  Since  then 
there  have  been  hundreds  of  published  re- 
ports on  this  entity.  No  attempt  will  be  of- 
fered in  this  report  to  review  the  literature, 
as  the  many  old  and  recent  reviews  of  all 
facets  of  this  disease  are  readily  available. 

Attention  should  be  called  to  the  report  of 
Zeeki  in  classifying  “necrotizing  angiitides” 
pathologically  into  five  groups:  periarteritis 
nodosa,  hypersensitivity  angiitis,  rheumatic 
arteritis,  temporal  angiitis  and  allergic  gran- 
ulomatous angiitis.  Her  classification  of 
periarteritis  nodosa  and  hypersensivity  an- 
giitis is  presented  in  Table  P. 

The  report  of  Knowles,  Zeek  and  Blanken- 
horn2  and  Blankenhorn  and  Knowles^  offers 
a detailed  evaluation  of  clinical  and  path- 
ological data  on  this  classification.  They 
further  discuss  periarteritis  nodosa  as  a pri- 
mary and  secondary  type.  The  only  differ- 
ences noted  by  them  pathologically,  were 
those  attributed  to  duration  and  degree  of 
changes.  Clinical  differences  in  the  primary 
type  were  noted  to  be  a long  clinical  course 
with  gastrointestinal  symptoms,  peripheral 
neuropathy,  usually  hypertension,  and  occas- 
ionally eosinophilia  and,  in  the  secondary 
type,  predominance  of  renal  disease  with  hy- 
pertension and  development  of  some  peri- 
arteritis lesions  shortly  before  death. 

In  the  group  classified  as  hypersensitivity 


angiitis  the  clinical  features  were  those  of 
fulminating  course;  with  fever,  skin  rash, 
nephritis,  myocarditis,  and  frequently  a his- 
tory of  hypersensitivity  to  serum  or  other 
antigenic  drugs. 

The  protean  features  of  periarteritis  nodosa 
are  an  outstanding  characteristic  of  this  di- 
sease. A recent  statistical  review'^  again  em- 
phasizes this  point.  Weakness,  fever,  malaise, 
anorexia  and  various  other  symptoms  as  re- 
lated to  specific  organs  are  the  most  frequent 
early  symptoms.  The  diagnosis  is  often  most 
difficult.  The  bizarre  manifestations  and  fre- 
quent predominance  of  localized  symptoms 
or  specific  organ  involvement  obscure  the 
true  diagnosis.  Awareness  of  the  multiple 
and  frequently  bizarre  manifestations  of  this 
disease,  together  with  greater  reliance  on 
muscle  biopsy  in  any  similar  type  illness  in 
which  the  etiology  is  not  clearly  and  def- 
initely established,  is  essential  to  the  diag- 
nosis of  periarteritis  nodosa. 

A Case  Report  Confirmed  By  Biopsy 

First  Admission.  A.  H.,  a 58  year  old  white 
female  was  first  admitted  to  Sacred  Heart 
Hospital  on  September  3,  1953  because  of 
hemoptysis  occurring  two  weeks,  and  again 
one  day,  before  admission.  There  was  a past 
history  of  a left  elbow  fracture  at  age  8,  and 
tonsillectomy  at  age  28.  She  was  the  mother 
of  four  children  and  her  family  history  was 
not  significant.  She  stated  she  had  always  en- 
joyed excellent  health  and,  upon  admission. 
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TABLE  I 

Classiiicalion  of  Necrotizing  Angiitides  by  Zeek  (1)* 


Associa- 
ted Cli- 

Types of 

nical 

Lesions 

Condi- 

tions 

Hypersen- 

Hyper- 

sitivity 

sensiti- 

angiitis 

veness 

to  ser- 
um sul- 
fonam- 
ides, 
drugs, 
etc. 

Periar- 

Polyneu- 

teritis 

ritis, 

nodosa 

fever, 
“multi- 
ple sys- 
tems dis- 
ease,” us- 
ually with 
hyperten- 
sion 

Duration 
of  Termi- 

nal Ill- 

Caliber 

ness  re- 

of Ves- 

lated to 

sels  In- 

Vascular 

Lesion 

volved 

Few  days 

Arterio- 

to few 

les,  ve- 

weeks, 

nules, 

usually 

capil- 

less than 

laries. 

1 month 

and  small 
arteries 

Several 
months  to 
a year  or 
more 

Small  and 
medium- 
sized mus- 
cular type 
arteries 
near  hi- 
lums  of 
viscera, 
in  stri- 
ated mus- 
cles and 
periphe- 
ral ner- 
ves 


Sites  of 

Special 

Predilec- 

Features 

tion  and 

of  Le- 

Destruc- 

sions 

tion 

Widespread; 

All  of 

kidneys  and 

about 

heart;  of- 

same  age; 

ten  in  pul- 

exuda- 

monary  ves- 

tive 

sels  and 

reac- 

splenic 

tion 

follicular 

arterioles; 

uncommon  in 

pancreas 

and  G.  I. 

tract 

Bifurca- 

Various 

tions  and 

ages; 

branchings; 

prolife- 

common  in 

ration 

wall  of  G. 

precedes 

I.  tract; 

exudation 

near  mes- 

in  ad- 

enteric 

ventitia, 

attachment, 

forms 

in  pancreas 

granula- 

and  kidneys; 

tion  tis- 

often  wide- 

sue  and 

spread;  us- 

prone  to 

ually  ab- 

form 

sent  in  pul- 

small 

monary  ves- 

aneurysms 

sels  and 

splenic 

follicular 

arteries 

Other 

Frequen- 

tly As- 

sociated 

Healed 

Lesions 

Stage 

Inter- 

Uncertain; 

stitial 

no  chronic 

inflamma- 

or healed 

tion  in 

stages  re- 

viscera; 

cognized 

necro- 

tizing 

glomer- 

uloneph- 

ritis 

Sequelae 

Marked  dis- 

of  hy- 

torsion of 

perten- 

vessels; 

sion  and 

scars 

vascular 

sweeping 

obstruc- 

through 

tion 

segments  of 
wall  with 
local  rup- 
ture of 
media;  an- 
eurysms 

system  review  was  entirely  negative  other 
than  the  presenting  complaint  of  hemoptysis 
and  a mild  chronic  throat  irritation.  This  had 
been  present  all  her  life  causing  a frequent 
tendency  to  clear  her  throat  but  rarely  was 
productive.  The  first  episode  of  hemoptysis 
associated  with  clearing  her  throat  occurred 
two  weeks  before  admission  and  was  esti- 
mated by  the  patient  to  be  half  a cupful  of 
bright  red  liquid.  Hemoptysis  to  a lesser  de- 
gree occurred  again  the  day  prior  to  admis- 
sion without  associated  symptoms  at  either 
time.  Physical  examination  revealed  the  fol- 
lowing blood  pressure  136/74,  pulse  rate  72, 


weight  150  pounds.  Except  for  25  percent 
limitation  in  extension  of  the  left  elbow,  a 
residual  of  childhood  fracture  and  moderate 
superficial  saphenous  varicosities  bilaterally, 
the  remainder  of  the  physical  examination 
was  entirely  normal.  Laboratory  studies 
showed  a hemoglobin  of  14.5  grams;  white 
blood  count  7,100  (polymorphonuclear  cells 
72%,  lymphocytes  28%);  blood  urea  nitrogen 
23  mgm.;  serologic  tests  negative;  cephalin- 
cholesterol  flocculation  1%;  sedimentation 
rate  30  mm.;  urinalysis  was  negative.  Rectal 
temperatures  persisted  in  the  normal  range. 
Sensitivity  skin  tests  were  negative  to  his- 
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toplasmin,  coccidioden  and  tuberculin  in  all 
strengths.  Three  sputum  and  three  gastric 
washings  were  negative  for  acid  fast  bacilli 
and  culture  of  a single  specimen  showed  no 
growth.  Laryngoscopy  and  bronchoscopy  re- 
vealed only  evidence  of  mild  bronchitis.  The 
chest  x-ray  and  bronchogram  were  normal. 
Cholecystogram,  intravenous  pyelogram,  as 
well  as  upper  gastrointestinal  and  barium 
enema  studies  were  all  normal.  During  her 
hospital  stay  she  received  a single  injection 
of  600,000  units  of  bicillin  type  penicillin  in- 
tramuscularly. The  patient  had  no  further 
hemoptysis,  remained  asymptomatic  and  was 
dismissed  on  the  seventh  hospital  day  with 
the  diagnosis  of  chronic  bronchitis  and  hemo- 
ptysis of  unexplained  etiology. 

Second  Admission.  This  patient’s  second 
admission  was  on  November  17,  1954,  14% 
months  after  her  first  admission.  She  had  re- 
mained asymptomatic,  except  for  three  or 
four  occasions  when  blood  streaked  sputum 
was  noticed,  until  June  1954.  At  that  time 
while  visiting  her  physician  son  in  Minnesota, 
she  was  seen  by  another  physician  because 
of  stiffness  and  slight  swelling  of  her  fingers 
and  wrists.  No  diagnosis  was  made  at  that 
time.  When  the  symptoms  gradually  became 
more  marked  the  latter  part  of  August,  she 
received  from  her  local  physician  ACTH,  and 
then  changed  to  Hydrocortone®  in  mid-Oct. 
when  puffiness  of  face  and  eyes  were  noted. 
The  Hydrocortone®  had  been  gradually  re- 
duced to  10  mgms.  daily  the  last  two  weeks 
before  admission.  These  medications  gave 
only  slight  benefit.  The  last  two  months  be- 
fore admission  the  patient  was  experiencing 
generalized  pain  described  as  “muscle  and 
joint”  persistent  dull  aching.  This  was  pres- 
ent in  generalized  form  and  relieved  some- 
what with  salicylates.  Daily  elevation  in  tem- 
perature was  noted  beginning  two  months 
before  admission.  Initially,  100°F.  tempera- 
ture was  present  in  the  mornings,  but  grad- 
ually it  persisted  all  day  at  approximately 
101  °F.  level.  Physical  examination  revealed 
the  following;  temperature  104°F.;  pulse  rate 
100;  weight  140  pounds  and  the  blood  pres- 
sure 154/84.  The  examination  was  otherwise 
unchanged  except  for  small  right  lobe  thy- 
roid adenoma.  Laboratory  results  showed  a 
hemoglobin  of  11  grams;  her  blood  count 
3,700,000;  white  blood  count  10,900  (polymor- 
phonuclear cells  83%,  lymphocyte  cells  14% 


and  eosinophilic  cells  3%);  sedimentation 
rate  55  mm.;  cephalin-cholesterol  flocculation 
test  was  negative;  total  protein  4.5  gms.; 
(A/G  2.7:  1.8);  agglutination  tests,  typhoid, 
paratyphoid,  undulant  fever,  heterophile 
were  all  negative.  Skin  tests  with  coccidio- 
den, histoplasmin,  tuberculin  and  trichinella 
antigen  were  all  normal.  Antistreptolysin 
titre  value  of  1:40.  Repeat  blood  counts  and 
urinalysis  were  essentially  the  same.  Repeat 
agglutination  tests  were  again  all  negative. 
Urine  culture  showed  no  growth  as  did  five 
blood  cultures.  The  chest  x-ray  was  again 
normal  as  was  the  intravenous  pyelogram 
and  barium  enema  x-ray  study.  Bone  marrow 
study  was  normal  as  was  the  L.  E.  cell  test. 
Biopsy  of  the  gastrocnemius  muscle  was  car- 
ried out  on  November  29,  1954  which  was 
diagnostic  of  periarteritis  nodosa  reaction 
(Fig.  I).  The  pathology  report*  was  as  fol- 


Fig.  I.  Periarteritis  Nodosa,  Gastrocnemius  Muscle, 
X 100. 


lows:  “the  sections  show  bundles  of  striated 
muscle  separated  by  loose  fibrous  connective 
tissue.  Within  the  connective  tissue  num- 
erous arteries  of  small  or  medium  caliber  are 
seen.  Usually  these  vessels  are  surrounded 
by  collections  of  lymphocytes,  mononuclears, 
polymorphs  and  eosinophils.  In  some  cases 
the  walls  of  the  arteries  are  necrotic  and 
fragmented.  Occasionally  the  lumina  of  the 
vessels  are  obliterated.  Often  there  are 
abundant  fibroblasts  forming  concentric  la- 
mina around  the  vessels.” 

The  patient’s  graphic  temperature  chart 

* J.  T.  Tidd,  M.D.,  Pathologist,  Sacred  Heart  Hos- 
pital, Yankton,  South  Dakota. 
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showed  spiking  fevers  with  elevation  to 
103°F.  daily  although  the  last  four  hospital 
days  it  was  only  elevated  to  100°F.  and  it  was 
hoped  a spontaneous  remission  might  be 
forthcoming.  The  patient  was  discharged  on 
December  1,  1954,  her  fourteenth  hospital 
day,  to  use  salicylates  as  required.  Her  local 
physician  was  advised  to  withhold  Cor- 
tisone® therapy  until  relapse  occurred. 

Following  dismissal  the  patient’s  main 
complaints  were  fatigue,  anorexia  and  fever. 
Her  temperature  rose  to  100°F.  • — • 101°F.  each 
afternoon.  Progressive  weakness  and  increas- 
ing nausea  and  anemia  developed.  Her  hemo- 
globin was  11.5  gms.  late  in  December  1954 
and  9.5  gms.  on  January  15,  1955.  Her  blood 
pressure  gradually  increased  to  180/100  at 
this  time  and  the  urine  showed  1-f  albumin 
with  many  red  blood  cells  present.  Normal 
temperature  response  was  associated  with 
Cortisone®  therapy  (75  mgm.  daily),  but  no 
other  symptomatic  improvement  was  noted. 
Hemoptysis  was  present  the  final  two  weeks 
of  her  illness,  becoming  severe  January  26, 
1955  at  which  time  she  w’as  hospitalized  in 
her  home  town.  The  blood  pressure  was  re- 


ported as  200/110,  oliguria  was  present, 
hemoglobin  6 gms.,  blood  urea  nitrogen  65 
mgm.%.  Whole  blood  transfusion  and  sup- 
portive measures  were  not  effective.  The  pa- 
tient expired  in  a marked  uremic  state  on 
January  28,  1955,  two  months  after  the  posi- 
tive skeletal  muscle  biopsy  was  obtained. 
Permission  for  autopsy  examination  was  not 
obtained. 

SUMMARY 

A case  of  periarteritis  nodosa  confirmed  by 
muscle  biopsy  two  months  before  death  is  pre- 
sented. Hemoptysis  with  the  initial  symptom  and 
later  fever,  fatigue  and  anorexia  were  prominent 
features.  Hypertension,  hematuria  and  uremia 
were  very  late  manifestations  of  the  disease.  Sub- 
sidence of  the  fever  was  associated  with  Cor- 
tisone® therapy  but  there  was  no  other  sympto- 
matic improvement  noted. 
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EFFECTIVE  TOOLS  FOR  INTERNAL 
PUBLIC  RELATIONS 
Sister  M.  Bonaventure,  P.B.V.M. 
South  Dakota  Hospital  Association 
Spring  Conference 
April  9-10,  1956 
Huron,  South  Dakota 


When  an  object  is  effective  it  produces  a 
desired  effect.  A tool  is  anything  which 
serves  as  a means  to  an  end.  Public  relations 
has  been  defined  as  a conscious  directed  en- 
deavor to  create  and  strengthen  contacts 
which  contribute  to  the  development  of  mu- 
tual understanding,  good  will  and  respect  be- 
tween the  Hospital  and  the  public,  i The 
newest,  simplest  and  yet  most  comprehensive 
definition  of  public  relations  I have  ever  seen 
is  one  recently  published  in  Hospital  Pro- 
gress. It  is  “the  gift  of  making  friends. ”2 

An  analysis  will  quickly  reveal  that  in  pub- 
lic relations  in  the  hospital  there  are  four 
specific  groups  of  people  to  explore  and  de- 
velop, namely: 

1.  Patients 

2.  Personnel 

3.  Members  of  the  Medical  Staff 

4.  Members  of  the  community 

Thus  this  paper  will  be  limited  to  the  use 
of  several  tools  which  prove  effective  in  the 
one  facet  of  public  relations,  that  of  making 
friends  of  our  employees,  who  work  within 
our  Hospital. 

We  are  cognizant  of  the  fact  that  people 
usually  talk  about  their  work.  They  relate 
incidents  that  occur  during  their  working 
day.3  Now  our  employees  are  the  same  as 
other  employees;  they  are  people,  individuals 
with  a personal  dignity.  We  are  continually 


emphasizing  our  ethical  code  in  regard  to 
keeping  confidences  and  matters  within  the 
four  walls  of  our  Hospital.  The  fact  remains, 
however,  that  it  is  important  that  our  em- 
ployees when  speaking  of  our  institution  to 
their  families  and  friends  give  a true  picture 
of  the  Hospital  to  them.  The  most  important 
fact  is  that  our  institution  be  the  type  that 
employees  can  truthfully  be  proud  of  and 
speak  well  of  in  their  family  and  community 
circles. 

However,  we  must  forever  bear  in  mind 
that  the  most  important  persons  in  our  Hos- 
pital are  the  patients  and  while  they  are  our 
guests,  they  are  a vital  part  of  our  internal 
public  relations.  Moreover,  these  same  pa- 
tients at  a later  date  after  dismissal  will  re- 
sume their  role  in  the  community  and  will 
be  a very  influential  factor  in  our  external 
and  community  public  relations.  Thus  the 
tenor  and  spirit  of  our  employee  group  is  re- 
flected in  the  type  of  care  they  give  to  our 
patients;  hence,  the  great  importance  of  ever 
striving  to  secure  a fine  interior  spirit  in  our 
hospital  personnel.  As  Mr.  Samuel  S.  Virts 
so  aptly  says:  “In  hospital  operation,  public 
relations  is  everywhere.  Public  relations  is 
involved  in  one  way  or  another  in  the  very 
brick  and  mortar  of  your  institution,  in  the 
landscaping  (or  absence  of  it)  in  front  of  your 
hospital,  in  the  cleanliness  (or  absence  of  it) 
in  your  garbage  disposal  room.  Public  rela- 
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tions  is  inextricably  interwoven  into  the  in- 
nermost being  of  every  person  working  in 
your  hospital.”^ 

Thus  with  these  basic  factors  in  mind  let 
us  move  on  to  the  choice  and  consideration 
of  some  of  the  tools  which  we  have  found  ef- 
fective in  making  friends  of  our  employees. 
I wish  to  state  here  that  these  endeavors  ever 
are  to  be  continuous,  a constant  striving 
toward  perfection.  Also  I wish  to  stress  that 
discussion  is  invited  after  this  paper  so  that 
your  ideas  gleaned  from  years  of  experience 
can  be  shared  with  us  all. 

The  tools  we  have  found  effective  are: 

1.  Definite  philosophy  of  administration. 

2.  Well  defined  objectives. 

3.  Personnel  policies. 

4.  Orientation  program. 

5.  In-Service  Education. 

6.  Committee  Activities  within  the  Hos- 
pital. 

7.  Communication:  a)  House  Organs,  b) 
Bulletin  Boards. 

8.  Social  Functions. 

9.  Evaluation  and  guidance. 

10.  Rewards  and  awards. 

Now  let  us  cast  the  spotlight  on  our  PHIL- 
OSOPHY OF  ADMINISTRATION.  Webster 
tells' us  that  “Philosophy  is  the  body  of  prin- 
ciples or  general  conceptions  underlying  a 
given  branch  of  learning  and  the  application 
of  those  principles.”  The  Scholastics  define 
philosophy  as  the  science  of  correct  thinking. 
Thus,  there  are  specific  principles  which  are 
as  golden  threads  woven  as  in  tapestry 
throughout  all  the  following  means  of  pro- 
moting effective  human  relationships  among 
employees.  They  are: 

1.  Love  of  God  and  neighbor,  the  great- 
est and  the  basic  of  all  the  Command- 
ments. 

2.  The  realization  of  the  dignity  of  man, 
a creature  composed  of  a body  and  a 
rational  soul,  made  to  the  image  of 
God  and  hence,  respect,  honor  and  con- 
sideration is  due  to  him.  This  means 
our  employees,  too. 

3.  Respect  for  God-given  authority. 

4.  A democratic  leadership  where  there 
is  cooperative  planning  and  endeavor. 
Each  feels  he  has  a right  and  duty  to 
speak  in  order  to  improve  the  common 
good  of  all.  These  contributions  should 
be  encouraged  and  respected  by  the 


employers. 

5.  A family  spirit  to  be  fostered  within 
the  Hospital. 

6.  Management  guided  by  sound  prin- 
ciples of  administration  and  organiza- 
tion. 

For  clarity  let  us  define  some  terms  rela- 
tive to  management. 

a.  Administration  is  the  defining  of  a 
goal  and  initiating  objectives  and 
policies. 

b.  System  is  the  mechanism,  the  set  of 
rules  and  regulations,  that  are  used. 

c.  Organization  is  the  act  or  process  of 
taking  a job  to  be  done  and  dividing  it 
among  individuals. 

Some  of  these  principles  of  organization 
are: 

A.  Responsibilities  of  each  position  must 
be  clearly  and  definitely  defined. 
(What  one’s  job  is  and  to  whom  he  is 
to  report.) 

B.  Keep  the  power  of  discipline  in  the 
hands  of  the  person  who  is  responsible 
for  the  result. 

C.  Make  no  person  subordinate  to  more 
than  one  person  for  the  same  thing, 
hence  the  importance  of  a workable 
organizational  chart. 

D.  Provide  a final  authority.  Authority, 
however,  should  be  delegated.  It  still 
belongs  to  the  one  who  delegates  it. 
People  should  be  taught  to  make  de- 
cisions. However,  if  the  administrator 
delegates  authority  as  he  should,  he 
should  not  “step  in  then  and  try  to 
run  things”  for  the  one  to  whom  he 
gave  the  authority.  This  would  surely 
spell  dissatisfaction  for  the  employees. 

E.  Distribute  the  duties  so  as  to  provide 
an  equal  load. 

F.  Distribute  the  duties  so  as  to  conform 
to  the  potentialities  of  each  worker. 

G.  Have  no  position  from  which  outlook 
of  promotion  is  limited. 

H.  Provide  flexibility  to  meet  changing 

conditions. 5 

Malcolm  T.  MacEachern,  M.D.  said  this 
concerning  Boards  of  Trustees: 

“The  late  Reverend  Charles  B.  Mou- 
linier,  S.  J.,  first  President  of  the 
Catholic  Hospital  Association,  with 
whom  I traveled  for  many  years  during 
the  days  of  hospital  standardization,  im- 
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pressed  upon  me  that  all  hospitals  could 
be  classified  according  to  the  spirit  or 
attitude  they  manifested.  I respected  this 
philosophy  greatly,  but  now  I realize  that 
this  classification  also  can  apply  to  the 
board  of  trustees  or  those  responsible  for 
the  hospital. 

That  learned  priest  also  said  that  all 
hospitals  fall  into  one  of  the  following 
categories:  commercial,  stagnant,  min- 
imum, mediocre,  progressive,  eminent. 
And  I wonder,  do  some  trustees  have  at- 
titudes which  are  commercial,  stagnant, 
minimum  or  mediocre?  If  so,  let  us  hope 
they  all  can  be  advanced  to  the  progres- 
sive or  eminent  category.  For  another 
wise  man  has  said  that  a hospital  is  but 
the  length  and  shadow  of  one  man.  Per- 
haps it  could  be  said  that  the  hospital  is 
but  the  length  and  shadow  of  its  board  of 
trustees.”® 

WELL  DEFINED  OBJECTIVES  are  essen- 
tial. They  are  the  goals  towards  which  all  are 
striving,  the  Board  of  Trustees  and  employees 
alike.  The  objectives  of  McKennan  Hospital 
are: 

1.  To  glorify  God  by  ministering  to  phys- 
ical, mental  and  spiritual,  and  social 
needs  of  the  sick  and  the  dying. 

2.  To  serve  all  creeds  and  races. 

3.  To  assist  in  the  promotion  of  health. 

4.  To  promote  health  education  in  the 
community  by  fostering  better  habits 
among  patients  and  hospital  personnel. 

5.  To  ever  strive  to  give  individual 
“quality”  patient  care. 

6.  To  assist  in  the  education  of  interns, 
nurses,  technicians,  and  other  hospital 
personnel. 

7.  To  encourage  advancement  of  research 
in  scientific  medicine. 

8.  To  assist  in  the  rehabilitation  of  the 
patient  and  his  family. 

PERSONNEL  POLICIES  regarding  the 
employees  should  be  a reflection  of  the  phil- 
osophy of  the  hospital.  A just  and  living 
wage  commensurate  with  the  preparation 
and  education  of  the  employee,  the  allowance 
for  holidays.  Mass  and  Church  hours,  posi- 
tive health  program,  sick  leave,  meetings, 
vacations,  promotions,  etc.  are  all  a part  of 
the  plan.  When  Personnel  Policies  are  being 
formulated  or  revised  it  is  in  keeping  with 
our  philosophy  to  have  representatives  from 


the  employee  group  present  who  will  assist 
in  the  policy  making.  In  this  way  under- 
standing is  secured  at  once  and  as  a result  the 
personnel  policies  will  be  generally  well  re- 
ceived and  implemented. 

When  there  are  written  policies,  adminis- 
tration finds  it  a great  aid  in  striving  to  be 
just.  Employees  have  a sense  of  security  in 
knowing  what  is  their  due  if  they  try  their 
best.  This  definite  body  of  knowledge  en- 
genders a “sense  of  belonging”  in  an  em- 
ployee. Personnel  Policies  also  help  in  the 
ORIENTATION  PROGRAM.  It  is  a matter 
of  justice  and  charity  that  every  worker  be 
informed  and  shown  what  his  responsibilities 
and  privileges  are,  what  his  work  is,  to  whom 
he  is  responsible,  and  assisted  in  adjusting  to 
the  new  position.  Orientation  is  not  accom- 
plished in  a day  or  a week.  It  is  a continuous 
process. 

IN  SERVICE  EDUCATION  is  another 
effective  tool  in  securing  the  confidence  and 
cooperation  of  personnel.  To  be  fruitful  the 
In  Service  program  just  as  the  formation  of 
Personnel  Policies  should  be  planned  by  the 
persons  who  are  to  be  the  recipients  of  the 
program  as  well  as  the  members  of  the  ad- 
ministrative staff.  In  this  way  the  employees 
express  the  subjects  or  areas  they  wish  dis- 
cussed. For  example  in  the  Graduate  Nurse 
In  Service  Program,  the  graduate  nurses 
planned  the  meetings  for  a year.  On  the  first 
Wednesday  of  each  month  there  is  a guest 
speaker  from  a community  agency.  The  pro- 
gram for  the  third  Wednesday  is  to  be  spon- 
sored by  a department  in  the  hospital  with 
twenty  minutes  for  discussion  of  practical 
problems  relative  to  nursing  care.  They  de- 
cided if  more  action  was  needed  between 
these  meetings,  the  committees  would  func- 
tion and  report  back  to  the  group.  The  ob- 
jectives of  any  good  In  Service  Program  are 
two-fold: 

1.  To  insure  job  performance  that  is: 

a.  Effective  — accomplishes  the  in- 
stitution’s aims. 

b.  Efficient  — does  it  well. 

2.  To  offer  your  staff  job  satisfaction 

based  upon: 

a.  Proficiency  in  their  present  job 
(satisfaction  is  achieved  through 
worthwhile  work  done  to  the  best 
of  one’s  ability). 

b.  Growth  and  development  for  new 
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and  larger  responsibilities.^ 

Now  in  the  light  of  the  above  facts  the  ob- 
jectives of  Graduate  Nurse  In  Service  Pro- 
gram are: 

1.  Central  Objective  — Improved  quality 
of  nursing  care  and  service  for  pa- 
tients. 

2.  Stimulation  of  keen  and  sustained  co- 
operative interest  of  all  nurses,  in  total 
hospital  and  nursing  programs  for  pa- 
tient care. 

3.  Continuing  professional  growth  of 
of  each  nurse  in  knowledge,  skills  and 
technical  ailbity. 

4.  Development  of  all  nurses  of  team  at- 
titudes of  “togetherness”  and  personal 
responsibility  for  all  aspects  of  im- 
proved quality  of  patient  care. 

5.  Development  and  retention  by  all  nur- 
ses of  personal  and  professional  con- 
fidence and  satisfaction  in  the  working 
situation. 

6.  Reduction  of  staff  turn-over. 

COMMITTEE  ACTIVITIES  are  essential 

in  a modern  hospital  if  cooperative  activity 
is  to  be  effective.  In  committee  work  activ- 
ity, policies  that  make  for  better  patient  care 
and  more  satisfied  employees  are  born.  The 
committees  that  have  been  the  most  active 
this  year  in  our  Hospital  are  the  Program 
and  Courtesy  Committees,  while  the  Safety 
and  Improvement  of  Nursing  Care  Commit- 
tees are  just  beginning  to  function.  As  I have 
already  stated,  the  Program  Committee  for 
Graduate  Nurse  In  Service  prepared  their 
program  for  a year  based  upon  what  they  felt 
their  needs  were.  The  members  of  the  Cour- 
tesy Committee  are  chosen  from  the  entire 
employee  group.  This  committee  represents 
the  group  within  the  Hospital  who  volun- 
tarily put  aside  each  month  25c  into  a Cour- 
tesy Fund.  In  the  event  a Sister,  a Doctor  or 
an  employee  is  ill  or  a death  is  experienced 
in  the  immediate  family,  the  Courtesy  Com- 
mittee has  a Mass  offered,  sends  flowers,  or 
a card,  depending  upon  the  circumstances. 
This  practice  creates  a family  spirit  in  our 
Hospital. 

COMMUNICATIONS,  too,  such  as  House 
Organs  and  Bulletin  Boards  are  very  help- 
ful. They  provide  a plan  for  not  only  selling 
ideas  but  receiving  them. 

The  McKennan  Musings  is  used  more  for 
informing  friends  outside  the  Hospital  while 


the  McKennan-Gram  is  a tool  which  is  used 
for  In  Service  Education  of  personnel  and 
aids  in  united  inter-departmental  relations. 
Department  heads,  and  employees,  are  urged 
to  bring  their  problems  to  us.  They  are  then 
mimeographed  and  sent  to  each  department. 
This  information  is  then  to  be  used  by  each 
department  head  in  their  conferences  with 
their  personnel.  In  this  way  all  the  informa- 
tion filters  from  the  administrator  to  each 
employee  through  the  proper  channel,  the 
department  supervisor.  Needless  to  say,  we 
are  never  in  need  of  material  as  constantly 
there  is  something  that  is  of  interest  and 
concern  to  all.  In  general  we  feel  that  this 
type  of  communication  will  be  more  effec- 
tive than  the  large  inter-departmental  meet- 
ings we  attempted  last  year.  For  example, 
recently  on  my  desk  I found  an  article  on 
Elevator  Courtesy  with  a request  to  place  it 
in  the  next  McKennan-Gram.  Bulletin 
Boards,  too,  teach  and  inform  personnel  a 
great  deal.  Employees  also  have  an  oppor- 
tunity to  post  notices  of  meetings,  “thank 
you”  notices,  etc.  The  Marlin  Fire  Arms  Co. 
of  New  Haven,  Connecticut  sold  us  a Bul- 
letin Board  which  has  proven  its  worth  a 
hundred  fold  in  fostering  and  unifying  inter- 
nal public  relations.  Illustrated  current 
events  news  arrive  every  Monday,  Wednes- 
day and  Friday  each  week.  This  picture  at- 
tracts the  eye  of  the  employee.  Then  he 
usually  reads  the  rest  of  the  Board.  This 
service  also  sends  messages  and  illustrated 
posters,  six  each  month,  on  courtesy,  safety, 
economy  and  other  topics  of  common  interest. 

Recently  each  department  was  requested 
to  write  an  article  on  what  their  specific  de- 
partment contributes  to  the  quality  care  of 
the  patients  in  our  Hospital.  This  assignment 
had  a two  fold  purpose  1)  It  has  helped  each 
employee  to  realize  that  he  is  contributing  to 
the  recovery  of  the  patient.  He  believes  m.ore 
fully  that  he  is  an  integral  part  of  the  hos- 
pital service,  that  the  welfare  of  the  commun- 
ity is  in  a measure  dependent  on  the  manner 
in  which  he  discharges  his  duties;  2)  These 
articles  are  posted  on  the  Bulletin  Board  each 
in  turn  for  three  days  at  a time.  Then  every- 
one has  a chance  to  read  what  the  other  de- 
partment is  trying  to  do  for  quality  care  of 
the  patient,  thereby  creating  a greater  appre- 
ciation for  the  contribution  of  the  other 
workers. 
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SOCIAL  FUNCTIONS  enable  the  family 
spirit  to  grow.  It  permits  the  employees  to 
mingle  with  each  other  on  off  duty  time.  The 
daily  coffee  rest  period  is  a relaxation  for  the 
employees.  They  return  to  their  work  with 
greater  interest  and  energy.  It  is  true  there 
are  some  that  abuse  this  privilege  but  in  the 
last  analysis  we  feel  this  abuse  can  be  correc- 
ted by  proper  supervision,  and  the  end  re- 
sults are  gratifying.  Employees  are  more 
“at  home.” 

The  various  festivities  of  the  year  are  avail- 
able to  all  alike.  The  Christmas  parties,  teas, 
gifts,  the  graduation  activities  of  the  School 
of  Nursing,  and  talent  programs  all  play 
their  role  in  fostering  the  “family  spirit” 
within  the  Hospital. 

EVALUATION  AND  GUIDANCE  are  parts 
of  an  administrator’s  and  supervisor’s  contri- 
bution to  the  employees’  happiness.  “Listen- 
ing with  sincerity”  is  an  art  every  supervisor 
must  learn.  Another  great  source  of  joy  to 
the  worker  is  the  word  of  praise  or  encour- 
agement. An  indication  of  great  interest  in 
a person  is  the  tactful  and  charitable  correc- 
tion of  any  character  trait  which  prevents 
him  from  being  a success  in  his  assignment. 
An  employee  also  appreciates  a progress  re- 
port on  his  work  from  time  to  time. 

Following  Evaluation  and  Guidance  log- 
ically we  now  stress  the  importance  of 
REWARDS  AND  AWARDS.  The  recognition 
of  qualities  such  as  charity,  loyalty,  gener- 
osity, earnest  endeavor  and  productivity  in 
work  should  be  rewarded  in  accordance  with 
existing  policies  such  as  leave  of  absence  for 
study,  salary  increases,  promotions  or  longer 
vacation  time,  etc.  Public  awards  for  tenure 
of  service,  too,  are  effective.  For  example, 
pins  indicative  of  five  or  ten  years  service 
may  be  presented  to  employees  as  a public 
appreciation  for  their  loyal  and  faithful 
service. 

“Important  to  remember,  however,  in 
every  phase  of  our  public  relations  effort, 
is  a fact  probably  best  expressed  in  a 
summary  of  a survey  made  several  years 
ago,  by  a nationally  known  public  opin- 
ion pollster,  who  found  that  people  — all 
people  — (yes,  our  employees,  too)  were 
alike  in  expressing  desire  for  the  same 
four  basic  human  wants  or  needs.  These 
were,  in  order  of  preference  1.  Security 
(a  home,  steady  work,  education  and 


money  in  the  bank),  2.  Opportunity  (a 
chance  to  advance  in  pay  and  position), 

3.  Recognition  (to  be  treated  like  human 
beings,  to  have  people  know  who  they 
are  and  to  be  treated  like  individuals), 

4.  Dignity  (to  feel  they  are  needed,  have 
important  jobs  and  handle  those  jobs 
well.”8 

Thus  with  the  basic  needs  met,  the  con- 
tentment and  joy  of  our  employees  will 
radiate  from  within  — out  to  the  surface  and 
diffuse  itself  into  external  public  relations. 
Yes,  true  friendship  has  to  be  earned.  It  is 
merited  by  continuous  and  conscientious 
effort.  Thus  our  friends  from  within  our  Hos- 
pital, our  employees,  will  win  friends  in  the 
community,  most  of  the  time  unconsciously 
because  they  are  satisfied,  secure,  and  happy; 
thereby  fulfilling  the  definition  of  Public 
Relations,  “The  Gift  of  Making  Friends,”  and 
our  convention  theme,  “Public  Relations  Like 
Charity  Begins  At  Home.” 
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MEDICAL  ECONOMICS 


ARE  YOU  TAX  BAIT? 

(Continued  from  October) 

Ralph  R.  Benson 
Aitorney-at-Law 
Los  Angeles,  California 


BAIT  #11 

Has  a Federal  or  State  Agency  become 
aroused  about  you? 

Dr.  K,  on  the  night  of  April  15th,  at  5 
minutes  to  12  was  too  concerned  in  getting 
his  Federal  and  State  Tax  Returns  in  the  mail 
to  worry  about  anything  else.  This  was  the 
beginning  of  his  troubles  with  both  the  State 
and  Federal  tax  men.  He  stood  there  in  line 
at  the  downtown  post  office  with  the  two  re- 
turns in  his  hands,  anxious  to  drop  them  in 
the  mail  chute.  He  had  just  finished  a fever- 
ish two  hours  working  on  his  Federal  return 
and  State  return  and  giving  too  little  time  to 
either.  In  all  that  rush  he  did  not  realize  that 
both  these  returns  are  closely  related  — as 
close  as  Siamese  twins  joined  at  the  midline 
of  the  adjusted  gross  income.  He  was  tired, 
dog-tired,  as  he  fought  his  way  back  finally, 
empty-handed  and  relieved,  ten  minutes  after 
12,  through  the  traffic  still  headed  towards 
the  post  office.  He  was  happy,  however,  be- 
cause he  asked  for  a $500  refund  on  his  Fed- 
eral return. 

Two  months  later  the  Federal  tax  people 
sent  a pre-refund  audit  notice  and  later  called 
him  in  to  examine  his  records.  They  found 
more  errors  outside  the  return  — the  gross 
receipts  should  have  been  $2,000  higher.  The 
adjusted  gross  income  was  therefore  higher. 
The  Doctor  was  disallowed  the  $500  refund 
and  had  to  pay  $200  more  plus  interest,  which 
he  paid.  He  then  felt  that  the  episode  was 
ended  when  he  sent  the  money  order  for  the 
additional  tax  due  and  interest  by  return 
mail. 

Six  months  after  that,  because  the  Doctor 
did  not  report  the  $2,000  additional  income  to 
the  State,  the  other  side  of  the  Siamese  twin 
came  back  on  the  scene  when  the  Doctor  re- 
ceived a letter  from  the  State  Income  Tax 
Office.  The  Doctor  did  not  have  to  visit  their 
office.  But  he  did  pay  the  State  the  additional 
tax  due  them  of  $55.00.  This  additional  tax 
was  based  on  the  information  supplied  by  the 
Treasury  Department  to  the  State  Tax  auth- 
ority. 

The  moral  is:  Dr.  K learned  dramatically 
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that  there  was  cooperation  between  Federal 
and  State  agencies,  ready  to  take  over  when 
the  taxpayer  does  not  know  or  forgets  to  co- 
ordinate both  sides  of  the  tax  collection  — 
National  and  State. 

BAIT  #12 

Will  a large  amount  of  cash  in  your  safe 

deposit  box  create  suspicion  after  your 
death? 

Dr.  L,  a country  G.  P.,  born  1884,  Cornell 
University  Medical  College  1907,  died  1955, 
age  70,  of  a pulmonary  embolism  as  the  result 
of  a fractured  hip.  He  was  a dedicated  man. 
His  life  was  uneventful.  Every  day  meant  at 
least  2 or  3 late  house  calls  in  addition  to  a 
heavy  office  practice.  He  married  at  68,  in 
1953.  He  left  no  Will.  It  never  occured  to 
him  that  the  $40,000  in  his  safe  deposit  box 
would  cause  any  one  any  income  tax  prob- 
lems. In  fact,  in  his  modesty,  he  had  never 
explained  to  his  wife  that  he  had  systematic- 
ally saved  $500  to  $800  a year  in  cash  for  the 
past  38  years,  had  cashed  in  World  War  I 
Liberty  Bonds  in  1931  and  had  received  a 
$15,000  inheritance  in  cash  in  1950.  When  he 
died,  the  Bank  notified  the  widow  of  the 
safe  deposit  box.  She  was  shocked.  She  did 
not  know  it  existed.  She  was  in  her  50’s  when 
she  married  the  Doctor;  she  was  inexper- 
ienced in  financial  matters.  A week  later  the 
box  was  opened  in  the  presence  of  the  State 
Inheritance  Tax  Collector  and  the  money 
counted.  The  Federal  Government  is  likely 
to  tie  up  the  box  until  the  money  is  explained. 
The  money  is  an  unnecessary  and  suspicious 
mystery.  When  the  helpless  widow  can  some- 
how explain  to  the  Federal  Government  that 
the  money  is  not  unreported  income  and  no 
tax  due,  the  money  will  be  released  to  her. 

The  moral  is:  It  is  standard  procedure  for 

the  State  to  check  all  safe  deposit  boxes  on 

the  owner’s  death.  The  Federal  Income  Tax 

People  stand  by.  Had  the  Doctor  taken  the 

simple  precaution  of  consulting  an  attorney 

after  he  got  married  and  had  prepared  a Will 

showing  the  source  of  the  money  savings  and 

bequeathing  this  property  to  his  wife,  there 

would  have  been  no  investigation  and  no 

problem.  , ^ 

(To  be  Continued  in  December) 
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Public  Law  941  passed  by  the  84th  Con- 
gress has  for  its  purpose  the  establishment  of 
a National  Library  of  Medicine  to  replace 
the  present  Armed  Forces  Medical  Library 
in  Washington. 

Two  years  ago  this  librarian  attended  a 
Medical  Library  Convention  in  Washington 
during  which  we  were  conducted  on  a tour 
of  the  Armed  Forces  Library.  The  medical 
collection  (considered  the  greatest  in  the 
world)  of  this  library  includes  preventive  and 
therapeutic  medicine,  dentistry,  pharmacy, 
hospitalization,  nursing,  public  health  and 
the  fundamental  sciences  related  thereto,  and 
other  related  fields  of  study,  research  or  ac- 
tivity. It  was  indeed  shocking  to  see  how  this 
invaluable  collection  was  housed.  At  the 
time  of  our  visit  the  books  on  the  balcony 
were  covered  with  canvas  tarpaulin  in  order 
to  prevent  them  from  getting  wet  from  the 
leaking  roof. 

Senator  Hall  is  introducing  the  bill  for 
establishing  a new  library  building  stated 
. . . “These  books  and  charts  and  manuscripts 
of  incalculable  value  are  now  housed-if  in- 
deed that  word  can  be  used  — some  of  them 
in  a warehouse  in  Cleveland  and  some  in  a 
building  constructed  in  1887  just  a few  blocks 
from  here  which  was  condemned  30  years  ago 
as  inadequate  for  library  services  and  which 
is  so  antiquated  that  the  iron  columns  have 
actually  buckled.” 

The  library  was  originally  organized  in 
1836  for  military  use  and  was  created  and 
maintained  by  the  Surgeons  General  of  the 
Army.  With  the  passage  of  time  the  charac- 
ter of  the  library  has  changed  and  it  now 
serves  in  addition  to  all  government  depart- 
ments, the  entire  medical  profession  of  the 
United  States  . 

In  1954  the  American  Medical  Association 
declared  in  a resolution  of  its  house  of  dele- 


gates that  “a  new  building  for  the  Armed 
Forces  Medical  Library  is  of  paramount  im- 
portance to  the  best  interest  of  American 
Medicine  and  health  of  our  country  and  calls 
on  the  appropriate  agencies  of  our  govern- 
ment to  give  immediate  priority  to  this  im- 
portant project.”  Congress  did  authorize  the 
project  and  expenditures  but  the  Department 
of  Defense  decided  against  expending  the 
funds  for  such  a purpose. 

The  removing  of  the  operating  expenses 
from  the  military  budget  and  the  decision  to 
create  a National  Library  of  Medicine  re- 
sulted in  the  passage  of  the  bill  for  establish- 
ment. According  to  the  Armed  Forces  Med- 
ical Library  News  for  September  1956  Mr. 
Robert  Severance,  formerly  librarian  of  Bay- 
lor University  and  more  recently  Deputy  Di- 
rector of  the  Army  Library  joined  the  Armed 
Forces  Medical  Library  staff  and  will  be 
wholly  concerned  with  the  development  of 
plans  for  the  new  library. 

A recent  letter  from  Florence  Dunn,  Ad- 
ministrator of  the  Mental  Health  Section  of 
the  South  Dakota  State  Dept,  of  Health  re- 
sulting from  reading  the  Medical  Bookshelf 
in  the  September  issue  of  this  journal  calls 
attention  to  a publication  of  the  U.  S.  Dept, 
of  Health,  Education  and  Welfare  entitled 
Education  of  Mental  Health  U.  S.  Govt. 
Printing  Office,  1955  and  also,  the  April  1956 
issue  of  the  American  Journal  of  Public 
Health.  -In  this  issue  Robert  H.  Felix  in  an 
article  “A  Bookshelf  on  Mental  Health”  page 
397,  reviews  several  significant  publications 
and  includes  an  excellent  bibliography. 

Some  of  the  books  which  Dr.  Felix  reviews 
are  Paul  V.  Lemkau’s  Mental  Hygiene  in 
Public  Health  (2nd  ed.)  New  York,  McGraw- 
Hill;  Albert  Deutsch,  The  Mentally  111  in 
America  Columbia  Univ.  Press,  1949;  Karl 
(Continued  on  Page  427) 
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WHAT  DOES  "BLUE  SHIELD" 
MEAN  TO  YOU? 

Have  you  ever  stopped  to  ask  yourself,  doc- 
tor, why  some  37  million  Americans  have  en- 
rolled in  Blue  Shield,  the  medical  profes- 
sion’s own  approved  prepayment  program,  in 
a little  more  than  ten  years’  time? 

Blue  Shield  and  its  companion  Blue  Cross 
have  accomplished  the  most  stupendous  en- 
rollment of  any  insurance  program  ever  of- 
fered the  American  people  — at  a minimum 
of  expense  and  by  relatively  “low  pressure” 
sales  methods.  This  accomplishment  has  been 
possible  because  there  is  now  an  almost  uni- 
versal desire  for  protection  against  the  costs 
of  unpredictable  illness.  The  chief  reason 
why  so  many  people  have  chosen  Blue  Shield 
is  that  they  know  it  is  recommended  and  sup- 
ported by  the  medical  profession,  and  most 
people  have  confidence  in  the  nation’s  doc- 
tors. 

By  the  same  token,  more  Americans  have 
chosen  Blue  Cross  than  any  other  hospital 
insurance  program  because  Blue  Cross  is 
sponsored  by  the  hospitals,  and  the  public  be- 
lieves in  the  integrity  and  efficiency  of  our 
voluntary  hospital  system. 

Doctors  and  hospitals  have  created  for  them- 
selves an  immeasurable  store-house  of  good 
will  in  these  Plans.  But  the  preservation  of 
this  great  asset  depends  upon  eternal  vigi- 
lance on  the  part  of  physicians  and  hospitals. 

When  the  doctor  speaks  well  of  Blue 
Shield,  when  he  renders  the  best  service  he 
is  capable  of  rendering  to  Blue  Shield  pa- 
tients, when  he  tries  to  conserve  the  resources 
”oi  Blue  Shield  against  extravagance  or  abuse, 
when  he  conscientiously  fulfills  his  volun- 
tarily accepted  obligations  as  a Participating 


Physician,  then  he  is  helping  to  preserve  and 
increase  this  asset.  He  is  helping  to  make 
ever  more  formidable  the  shield  that  pro- 
tects the  freedom  of  medical  practice. 

Blue  Shield  is  also  a bridge  of  common 
interest  and  mutual  benefit  between  the  doc- 
tor and  his  patient  — it  is  evidence  to  each 
of  the  trust  and  confidence  of  the  other.  Blue 
Shield  is  an  assurance  to  the  patient  of  pre- 
paid service  when  he  needs  it  — and  to  the 
doctor,  it  assures  prompt  reimbursement  for 
his  services. 


CYSTOSCOPY* 

Beware  of  Occasional  "Dabblers" 
Cystoscopy  is  accepted  today  as  one  of  the 
routine  investigative  procedures  of  merit  and 
usefulness  in  the  diagnosis  and  treatment  of 
disease  within  and  without  the  urinary  tract. 
No  hospital,  clinic,  or  locale  can  be  called 
modern  unless  the  facilities  for  this  examina- 
tion are  available.  Cystoscopy  has  not  ar- 
rived at  its  present  level  of  proficiency,  how- 
ever, without  having  had  its  growing  pains. 

Historic  data  disclose  that  many  years  of 
endeavor  to  visualize  the  inside  of  the  urethra 
and  bladder  preceded  the  eventual  refine- 
ment of  a suitable  instrument.  Max  Nitze, 
working  with  Beniche,  an  optician,  produced 
the  first  cystoscope  in  1877.  With  this  prim- 
itive instrument  which  employed  a lens  sys- 
tem for  direct  vision  and  an  incandescent 
platinum  loop  as  a source  of  light  within  the 
bladder,  Nitze  contributed  the  first  accurate 
observations  of  intravesical  disease  patterns. 
The  ingenuity  of  many  European  and  Amer- 

* Reprinted  with  permission  from  the  August 
1956  issue  of  the  Pennsylvania  Medical  Journal 
and  Doctor  Uhle. 
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ican  investigators  was  challenged  and  their 
productive  efforts  led  in  32  years,  1909,  to  the 
introduction  of  the  basically  modern  cysto- 
scope  with  its  sundry  accessories.  An  epoch 
of  more  than  a quarter  of  a century  of  re- 
search witnessed  the  introduction  of  Edison’s 
incandescent  light,  the  operating  lens,  the 
ureteral  catheter,  and  the  retrograde  pyelo- 
gram,  to  mention  but  a few  of  the  advances 
and  improvements. 

In  the  years  that  have  followed  further  im- 
provements have  been  made  in  the  cysto- 
scopic  armamentarium,  but  the  basic  concept 
of  construction  has  changed  but  little.  Thus 
equipped  with  a fine  workable  instrument, 
the  cystoscopist  evolved  and  contributed  to 
the  advancement  of  knowledge  pertaining  to 
the  physiology  and  pathology  of  the  urinary 
tract. 

Cystoscopy  cannot  be  learned  from  a book. 
Constant  application  and  interpretation  is  the 
sine  qua  non.  No  matter  how  many  cysto- 
scopies one  has  done,  something  new  and  un- 
usual is  often  seen.  The  occasional  dabbler 
in  the  fine  arts  knows  nothing  about  the  fine 
arts.  Just  so  the  occasional  cystoscopist  is  a 
menace  to  the  patient  and  a nuisance  to 
scientific  observation.  With  the  proper  exer- 
cise of  technique  and  the  use  of  anesthesia, 
be  it  local  or  general,  which  includes  intra- 
venous administration,  cystoscopy  can  be 
performed  without  pain.  The  reputation  of 
cystoscopy  as  one  of  the  most  unpleasant  and 
painful  of  investigative  procedures  compar- 
able to  the  rack  of  medieval  times  is  not 
justified.  The  man  who  cannot  see  the  trees 
for  the  forest  is  short-sighted.  Comparably, 
the  cystoscopist  who  can  only  see  the  blad- 
der and  who  fails  to  consider  the  entire  urin- 
ary tract  as  a composite  is  rendering  a dis- 
service to  his  profession. 

Early  diagnosis,  nipping  the  disease  in  its 
budding  stages,  and  prevention  is  the  clarion 
call  today.  The  laity  is  aware  of  it  and  it  calls 
upon  the  physician  for  guidance.  Where 
organs  can  be  reached  by  endoscopic  means 
the  physician  should  lose  no  time  in  employ- 
ing this  method  of  direct  examination. 

Charles  A.  W.  Uhle,  M.D. 

Philadelphia,  Pa. 

Opinions  expressed  in  contribution  to  this  Jour- 
nal are  those  of  the  writers  and  do  not  necessarily 
reflect  the  views  of  The  Medical  Society  of  the 
State  of  South  Dakota. 


THE  AUTOPSY  — A SERVICE 
TO  THE  FAMILY* 

The  importance  of  the  post-mortem  exam- 
ination in  leading  to  the  identification  and 
sometimes  directly  to  the  control  or  care  of 
certain  diseases  requires  no  amplification. 

Misunderstandings  still  exist  as  strong 
forces  blocking  legal  consent  for  autopsy 
when  actually  the  family  survivors  are  the 
real  benefactors. 

Has  our  medical  profession  been  lax  in  its 
attempts  to  combat  these  forces? 

To  answer  this  question  we  can  say  that 
whatever  casual  public  education  exists  does 
not  seem  to  have  been  promoted  by  an  or- 
ganized medical  group. 

A more  important  question  is  how  fre- 
quently, how  sincerely  and  how  effectively 
does  the  psysician  seek  to  arrange  the  post- 
mortem examination? 

It  is  at  the  level  of  the  doctor-family  re- 
lationship that  objections  will  be  most  suc- 
cessfully fought  by  emphasizing  the  very  real 
down  to  earth  value  of  the  autopsy  to  the 
family  of  the  deceased.  Too  often  the  family 
is  allowed  to  foster  the  impression  that  they 
are  giving  permission  for  some  mutilation 
for  the  personal  advantage  of  the  attending 
physician  or  the  institution.  These  individ- 
uals should  be  informed  that  the  examina- 
tion is  a valuable  service  to  the  suvivors  and 
that  it  requires  the  expenditure  of  time  and 
effort  on  the  part  of  skilled  individuals. 

The  value  lies  in  the  tranquility  that  can 
result  from  knowledge  rather  than  uncer- 
tainty as  well  as  very  practical  monetary  ad- 
vantages provided  when  the  autopsy  ex- 
pedites insurance  payments. 

To  help  stress  this  attitude  of  service  the 
legal  autopsy  form  requiring  signature  should 
not  be  designated  permission  but  rather  re- 
quest for  post-mortem  examination. 

* Reprinted  with  permission  from  the  August  1956 

issue  of  the  Westchester  Medical  Bulletin. 
BOOKSHELF™ 

(Continued  from  Page  425) 
Menninger,  The  Human  Mind,  New  York, 

Knoff,  1955;  Ruth  Kotinsky  and  Helen  L.  Wit- 
mer.  Community  Programs  for  Mental 
Health.  Harvard  University  Press  1955;  The 
Epidemiology  of  Mental  Disorder,  New  York, 
Milbank  Memorial  Fund,  1950;  Leopold, 
Beliak,  Editor,  Psychology  of  Physical  Ill- 
ness, New  York,  Grune  and  Stratton,  1952. 

Mrs.  Esther  Howard 
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The  shortage  of  nurses  has  always  been  a perennial  problem  with  us  and  now  many  hos- 
pitals are  closing  down  nursing  training  schools,  and  besides  that,  we  have  the  piracy  on  the 
part  of  the  Federal  hospitals.  Veterans  Administration,  Public  Health,  etc.,  that  take  graduates 
into  their  ranks.  Therefore,  private  hospitals,  city  and  county  hospitals  are  busy  trying  to  re- 
cruit nurses.  Our  recruiting  program  had  many  phases  during  the  time  of  the  war  and  the 
cadet  nurses  program  tried  to  increase  the  number  of  nurses.  However,  even  with  giving 
them  their  uniforms,  books  and  aspirin,  they  were  not  able  to  increase  the  number  of  nurses, 
nor,  able  to  get  the  quality  of  nurses  expected. 

The  South  Dakota  League  of  Nursing  has  been  sponsoring  the  future  nurses  of  America. 
Mrs.  Eleanor  Kinyon,  R.N.,  of  Aberdeen,  has  been  very  instrumental  in  organizing  the  Future 
Nurses  of  America  in  the  various  high  schools  throughout  the  state  in  giving  these  girls  an 
opportunity  to  know  what  nursing  is  and  the  materials  for  study  to  have  them  better  prepared 
and  informed  in  their  future  career  of  nursing. 

I was  invited  to  speak  at  the  meeting  of  the  girls  from  Aberdeen,  Redfield,  Huron,  Mit- 
chell, Brookings,  which  was  held  in  Huron,  S.  D.,  on  the  6th  of  October.  There  was  a good 
turn  out  and  there  would  have  been  a lot  more  from  Redfield  had  there  been  means  of  trans- 
portation. It  was  a very  interested  group  that  I met  there  that  day. 

Mrs.  H.  P.  Adams  has  been  instrumental  in  organizing  the  Future  Nurses  of  America  in 
Huron,  and  has  done  a very  excellent  job  of  it.  The  South  Dakota  Medical  Association  con- 
tributes $100.00  a year  towards  this  organization,  the  SDLN. 

Let  us  lend  all  our  influence  that  we  can  to  getting  girls  to  go  into  training  and  solve  this 
nursing  shortage. 

Sincerely 

Alonzo  P.  Peeke,  M.D. 
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Plaques  Presented  to  Drs.  Price 


Doctors  Ronald  and  Mary  Price  were  presented  with  a plaque  by  Mr.  Neil  Rankine  of  the  Sears-Roebuck 
Foundation  at  a noon  luncheon  held  recently  in  Armour.  Left  to  right  are  Mr.  John  Foster  Executive 
Secretary  of  the  South  Dakota  Medical  Association,  Drs.  Ronald  and  Mary  Price  and  Mr.  Rankine. 

Sears-Roebuck  became  aware  of  the  need  for  country  doctors  and  facilities  and  then  set  up  a foun- 
dation, working  in  cooperation  with  the  American  Medical  Association,  to  provide  a program  for  assist- 
ance to  physicians  establishing  medical  practice  units  in  rural  areas. 

This  assistance  is  in  the  form  of  a loan  to  the  doctors  which  will  be  paid  back  to  a revolving  fund 
administered  by  the  American  Medical  Association,  and  in  turn  will  be  used  again  to  give  assistance  to 
other  doctors  starting  a practice  in  other  rural  areas. 

Since  the  project  such  as  the  Armour  Clinic  is  within  this  program,  the  company  and  the  American 
Medical  Association  are  cooperating  with  Doctors  Ronald  and  Mary  Price  in  the  construction  of  the 
clinic  building  in  Armour. 

The  local  doctors  are  the  first  in  the  state  of  South  Dakota  to  receive  such  a loan  as  this  to  help  them 
carry  out  their  work.  Armour  chronicle  Photo 
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THIRD  DISTRICT 
ENJOYS  TRAVELOG 

The  Third  District  Medical 
Society  meeting  in  Madison, 
October  11th  saw  color 
photos  of  a trip  to  Scandin- 
avian countries  by  Dr.  Don- 
ald Hillan. 

Prior  to  the  meeting  at  the 
Madison  Clinic  the  doctors 
and  wives  met  at  the  Park 
Hotel  for  dinner.  A film, 
“The  Case  of  the  Doubting 
Doctor”  was  presented  and 
discussion  held  on  Medical 
Care  of  Military  Dependents. 

EIGHTH  DISTRICT 
HEARS  DR.  POSCH 

The  Eighth  District  Med- 
ical Society  meeting  at  Yank- 
ton State  Hospital,  October 
10th,  heard  a presentation  on 
hand  injuries  by  Dr.  Joseph 
Posch  of  Detroit,  Michigan. 
Following  the  illustrated  lec- 
ture, Dr.  Posch  answered 
questions  from  the  floor. 

The  business  meeting  in- 
cluded discussions  on  the 
medical  care  of  military  de- 
pendents and  Blue  Shield. 
Dinner  was  served  in  the 
Hospital  dining  room. 

HURON  DISTRICT 
DISCUSSES  BRITISH 
HEALTH  PLAN 

The  meeting  of  the  Huron 
District  Medical  Society  was 
held  October  4th  at  offices  of 
Dr.  Buchanan  and  Buchanan. 
Seventeen  members  attended 
and  two  guests  were  present. 
Buffet  supper  was  served 
and  Dr.  Tom  Luby,  a guest 
from  the  Mayo  clinic,  was 
introduced.  Mr.  J.  L.  Carr  of 
Kettering  England  described 
the  present  day  acceptance 
of  the  British  health  scheme 
by  the  public  and  physicians 
of  England. 

Business  meeting  in  charge 
of  President  E.  A.  Hofer,  dis- 
cussed the  Hunting  Seminar 
for  October  27th. 


MENTAL  HEALTH 
ASS'N.  MEETS 
SIOUX  FALLS 

The  Annual  Meeting  of  the 
South  Dakota  Mental  Health 
Association  was  held  in 
Sioux  Falls,  October  12th 
and  13th. 

On  the  program  were:  Paul 
Edwards,  field  representa- 
tive of  the  National  Associa- 
tion for  Mental  Health;  Dr. 
Cecil  Baker,  superintendent, 
Yankton  State  Hospital;  Dr. 
Roy  Knowles,  Minnehaha 
County  Mental  Health  Cen- 
ter; Dr.  Robert  Leon,  re- 
gional psychiatric  consultant 
U.S.P.H.S.,  Rev.  Maurice 
Wessman,  and  A1  Boegler, 
State  Penitentiary. 

E.  B.  Morrison,  vice-presi- 
dent of  the  Association,  pre- 
sided in  the  absence  of  the 
president  Mose  Lindau  of 
Aberdeen. 


CATHOLIC  DOCTORS 
GUILD  MEETS 
The  Catholic  Physicians 
Guild  met  in  Sioux  Falls  for 
their  annual  White  Mass  at 
McKennan  Hospital  on  Oc- 
tober 28th. 

Speaker  for  the  program 
following  Mass  and  breakfast 
was  Mr.  Louis  Hurwitz  who 
spoke  on  “Law  and  Med- 
icine.” 


DR.  A.  P.  PEEKE  SPEAKS 
TO  FUTURE  NURSES 

Dr.  A.  P.  Peeke,  medical 
association  president  spoke 
to  the  Future  Nurses  Asso- 
ciation at  Huron  on  Satur- 
day, October  6th.  Using  as 
his  topic  “The  Medical  Pro- 
fession and  Nursing,”  he  told 
the  young  ladies  of  some  of 
the  pitfalls  and  benefits  of 
working  in  conjunction  with 
physicians  in  hosptial  and 
private  practice. 
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SOUTH  DAKOTA 
NEWS  NOTES 

Dr.  D.  B.  Reaney,  Yankton, 
has  joined  the  staff  of  the 
Medical  Clinic  in  Yankton 
after  eight  years  of  practice 
in  partnership  with  Dr.  J.  F. 
Hill. 

* * * 

Dr.  Wayne  Shaw  has  closed 
his  office  in  Howard  and  will 
relocate  in  Texas. 

* * * 

Dr.  Valdis  Brakes,  form- 
erly at  Castlewood,  has 
joined  the  staff  of  the  Med- 
ical Arts  Clinic  in  Water- 
town.  He  will  be  associated 
with  Drs.  Larsen,  Reul,  and 
Walters. 

* 

Eighteen  members  of  the 
Watertown  District  Medical 
Society  heard  a discussion  of 
the  Military  Dependents 
Medical  Care  Program  by 
association  executive  secre- 
tary John  C.  Foster  at  the 
regular  meeting,  October 
2nd. 


Dr.  Lyman  R.  Low  has  re- 
turned from  service  and  re- 
sumed his  practice  in  Len- 
nox. Dr.  G.  S.  Lewallen  has 
moved  to  Mora,  Minnesota. 

* * * 

Over  five-hundred  Red- 
field  persons  attended  a re- 
ception, September  30th, 
honoring  Dr.  Paul  Scallin 

who  retired  September  1st. 
The  Scallins  are  now  located 
in  Phoenix,  Arizona. 


Dr.  Valentine  C.  Marr  of 

the  McLaughlin  Clinic  re- 
cently attended  the  4th  In- 
ternational Congress  of  the 
American  College  of  Chest 
Physicians  in  Cologne,  Ger- 
many. 
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Dr.  R.  G.  Mayer,  Aber- 
deen, attended  the  meeting 
of  the  American  Medical 
Writers’  Association  at  the 
Hotel  Morrison  in  Chicago 
on  September  28th  and  29th; 
and  the  meeting  of  the 
North  Central  Section  of  the 
American  Urological  Asso- 
ciation in  Cleveland,  October 
2 and  5. 

* * * 

Dr.  M.  M.  Morrissey, 

Pierre,  president-elect  of  the 
South  Dakota  State  Medical 
Association,  attended  the  ISC 
meetings  in  Chicago  re- 
cently. 

* * * 

Dr.  R.  W.  Roesel  has  re- 
turned to  Burke  after  com- 
pletion of  a residency  in 
Chicago. 

* * * 

Dr.  Roman  Bilak  has  left 
Highmore  to  enter  residency 
training  in  Milwaukee. 

* * * 

Dr.  Roy  C.  Knowles  pre- 
sented a guest  lecture  at  a 
meeting  of  the  S.A.M.A.  on 
the  general  topic  “The  Role 
of  Psychiatry  in  Medical 
Practice.” 


INTERNISTS 
ELECT  KEGARIES 

The  South  Dakota  Internal 
Medicine  Society  elected  Dr. 
Donald  Kegaries  of  Rapid 
City  president  at  their  meet- 
ing September  29th.  Dr. 
Warren  Jones,  Sioux  Falls, 
was  named  secretary-treas- 
urer. 

Scientific  and  business  ses- 
sions were  held  at  the  med- 
ical school  in  Vermillion. 


A.M.E.F.  STEPS  UP 
MEDICAL  GIFTS 

Gifts  by  doctors  to 
strengthen  medical  educa- 
tion through  AMEF  have  in- 
creased substantially  in  1956 
over  what  was  contributed 
in  1955.  According  to  figures 
released  October  1st  the  fund 
stands  at  $717,285.00  as  com- 
pared with  $540,343.00  last 
year  at  the  same  time. 

Goal  for  doctor  contribu- 
tions this  year  is  $1,000,000.- 
00. 

The  AMEF  announcement 
also  indicated  that  their 
Board  of  Directors  has  taken 
action  to  distribute  all  funds 
it  raises  directly  to  medical 
schools  rather  than  first 
transferring  them  to  the  Na- 
tional Fund  for  Medical  Edu- 
cation as  was  done  in  the 
past. 


MEDICLINICS  SET 
IN  FLORIDA 

MEDICLINICS  second  an- 
nual postgraduate  refresher 
course  will  be  held  in  Fort 
Lauderdale,  Florida,  March 
4-14,  1957. 

The  Florida  Academy  of 
General  Practice  is  the  local 
sponsor  of  the  course.  The 
American  Academy  of  Gen- 
eral Practice  has  certified 
this  course  for  32  hours  of 
formal  postgraduate  study  — 
Category  I — for  those  Acad- 
emy members  in  attendance. 

The  course  consists  of  32 
hours  of  lectures  and  panels 
conducted  by  a faculty  well 
able  to  present  the  varied 
subjects  in  the  several  fields 
of  medicine.  A review  of  the 
program  herewith  enclosed 


will  more  adequately  des- 
cribe the  educational  scope 
of  MEDICLINICS  for  1957. 

The  program  also  lists 
seven  (7)  luncheon  meetings 
in  addition  to  the  32  hours 
of  lectures  and  panels.  At- 
tendance at  the  luncheons  is 
optional  and  will  be  limited 
to  forty  (40)  participants  in 
order  to  stimulate  informal 
discussion  of  the  subject.  The 
cost  of  each  luncheon  is  $2.50 
per  plate. 

The  experience  gathered 
in  1956  requires  that  we  limit 
registration  to  300  in  order 
to  preserve  the  informal  and 
intimate  atmosphere  in  the 
lecture  room.  Inasmuch  as 
this  course  occurs  at  the 
height  of  the  tourist  season, 
we  have  been  strongly  urged 
to  adhere  to  this  limit  by  the 
Fort  Lauderdale  Chamber  of 
Commerce. 

The  tuition  fee  for  the 
course  is  $50.00  payable  in 
advance.  Your  check  should 
be  made  payable  to  MED- 
ICLINICS and  mailed  to  the 
above  address.  We  suggest 
thaf  you  do  this  promptly  as 
registration  will  be  closed 
when  our  limit  is  reached.  If 
you  desire  to  attend  lun- 
cheons, please  include  with 
your  check  $2.50  for  each 
luncheon  you  wish  to  attend 
and  list  those  luncheons. 

The  faculty  will  leave 
Chicago,  March  2,  1957  on 
the  Pennsylvania  Railroad 
train,  “Southwind,”  arriving 
in  Fort  Lauderdale  on  Sun- 
day, March  3rd.  Those  de- 
siring reservations  on  that 
train  should  consult  their 
local  ticket  agent  or  Mr. 
J.  R.  Brown,  720  Rand 
Tower,  Minneapolis,  Minn. 
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EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 

"premarin: 

widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 
S645 


"T^e  'JiHeit  Paftnef 
a tSfctcf  C0ul4  ttiik 

. . . Words  like  these  are  few  and  far  between 
— when  you  are  flat  on  your  back  — often 
for  month  after  month,  due  to  serious  sickness 
or  accident. 

They  are  words  of  Security 

and  you  can  be  relaxed 
with  hope  for  the  future 

it  you  have  made  yourself  a partner  of  your 

S.  D,  STATE  MEDICAL  ASS'N 

Sponsored  Program  of 

DISABILITY  INSURANCE 

If  you  qualify  now 
you  are  covered  for 

Every  Known  Disability 

that  wholly  prevents  you  from  carrying 
on  your  profession. 

No  future  Increase  in  Cost  or  Cut  in  Benefits 
prior  to  age  70. 

Pays  up  to  LIFETIME  BENEFIT 
for  accident  total  disability 

7 YEARS  of  Non-Confining 

Sickness  Benefit  — and  if  confined  to 
your  premises  by  sickness 

Double  Benefit  from  3rd 
thru  the  5th  year 

PLUS 

Optional  Benefits  for 

$15  a day  Hospital  Benefit 
Surgical  and  Fracture  Benefit 
all  of  the  above  for 

30%  to  40%  SAVINGS  IN  COST 

as  compared  to  any  other 
comparable  individual  policy 
For  further  information  — write 

Harold  Diers  & Company 

240  Keeline  Bldg.,  Omaha,  Nebr. 
Administrators  for  this  Group  Plan 
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HAROLD  S.  BAILEY,  PH.D. 
EDITOR 

Division  of  Pharmacy 
College  Station,  South  Dakota 
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EMRMACEUTICAL 

ECONOMICS 


HISTORY  OF  THE  SECTION  ON 
PHARMACEUTICAL  ECONOMICS 
OF  THE  A.Ph.A. 
by  Kenneth  Redman,  Ph.D.* 


Economic  aspects  of  retail  pharmacy  have 
been  the  concern  of  the  American  Pharma- 
ceutical Association  ever  since  it  was  founded 
in  1852.  Article  II  of  the  code  of  ethics  adop- 
ted at  this  organizational  meeting  em- 
phasizes two  economic  evils  which  are  recog- 
nized as  worthy  of  our  attention  100  years 
later  “As  labor  should  have  its  just  reward, 
and  as  the  skill,  knowledge  and  responsibility 
required  in  the  practice  of  pharmacy  are 
great,  the  remuneration  of  the  pharmaceu- 
tist’s services  should  be  proportional  to 
these,  rather  than  to  the  market  value  of  the 
preparations  vended.  The  rate  of  charges  will 
necessarily  vary  with  geographical  position, 
municipal  location,  and  other  circumstances 
of  a permanent  character,  but  to  resort  to  in- 
tentional and  unnecessary  reduction  in  the 
rate  of  charges  among  apothecaries,  with  a 
view  to  gaining  at  the  expense  of  their  breth- 
ren, is  strongly  discountenanced  by  this  As- 
sociation as  productive  of  evil  results  ( i ) .” 

Proctor,  one  of  the  leading  members  of  the 
new  A.Ph.A.,  in  editorial  comment  before  the 
1853  meeting  recognized  an  economic  problem 
confronting  pharmacy  when  he  said  “.  . . 
we  require  a more  liberal  basis  in  our  inter- 
course with  each  other,  by  which  unity  of 
action  may  protect  us  from  the  many  evils 
flowing  out  of  an  excessive  competilion  . . . 
(2) 

^Professor  and  Head,  Department  of  Pharmacog- 
nosy, Division  of  Pharmacy,  South  Dakota  State 
College,  Brookings. 


While  it  is  true  that  the  Association  was 
largely  concerned  with  raising  professional 
standards,  commercial  interests  were  nur- 
tured early  in  its  work,  when  Parrish  pre- 
sented the  first  paper  on  the  subject  at  the 
1856  meeting  entitled  “Pharmacy  As  A Bus- 
iness ( 3 ) _”  There  were  other  early  indications 
of  commercial  interest,  too.  Colcord  discussed 
“Sunday  Trade”  in  his  presidential  address 
of  1860  ( 4 ) and  President  Proctor  in  his  ad- 
dress of  1863  pointed  out  that  the  “Report 
(of  the  Committee  on  the  Drug  Market)  must 
be  practical  ...  as  a proper  history  of  the 
Drug  Market  justly  calls  for  (5) 

The  Section  on  Commercial  Interests 
As  early  as  1866,  President  H.  W.  Lincoln 
of  Boston  in  his  “Annual  Address”  at  Detroit 
saw  the  need  for  enlarging  the  work  of  the 
A.Ph.A.,  remarking  that  the  Association  now 
has  a threefold  mission:  “Commercial,  Scien- 
tific, and  Social;  and  in  this  union  is  our 
strength (6).”  President  Lincoln’s  remarks, 
however,  had  the  opposite  result  from  that 
intended,  as  indicated  by  President  Han- 
cock of  Baltimore  at  the  Louisville  meeting 
in  1874.  Said  he:  “An  amendment  to  the  by- 
laws adopted  at  the  last  annual  meeting, 
strangely  metamorphosed  the  President 
from  a man  of  business  to  that  of  a scientist 
and  I find  myself  the  first  to  occupy  the  ad- 
vanced position.  In  this  I have  no  choice,  ex- 
cept to  obey  your  commands  ( Hancock 
clearly  saw  the  problem  confronting  the  As- 
sociation, however,  as  he  continued:  “Phar- 


— 434  — 


NOVEMBER  1956 


macy,  as  at  present  practiced  in  all  parts  of 
the  United  States,  is  so  thoroughly  disorgan- 
ized in  detail  that  it  is  perplexing  to  those 
who  are  endeavoring  to  advance  its  profes- 
sional status.  The  pharmacist  is  required  to 
be  a merchant  and  a professional  practitioner 
of  his  science,  and  by  this  subsidy  of  interests 
he  is  frequently  found  incapacitated  to  harm- 
onize his  several  duties.  Those  who  aspire  to 
equal  honors  in  the  two  phases  of  their  bus- 
iness experience  should  carefully  guard 
against  the  rock  upon  which  so  many  have 
been  wrecked  ....  By  uniting  the  two  in- 
terests on  a just  and  generous  platform,  and 
letting  them  serve  as  handmaidens  to  each 
other  . . . very  much  can  be  accomplished 
towards  advancing  commercial  and  profes- 
sional pharmacy  (8) .”  In  spite  of  these 
pointed  remarks  by  the  Association  presi- 
dents, no  action  was  taken.  As  time  went  on, 
demand  for  action  on  trade  abuses  grew  and 
thus  the  Western  Wholesale  Druggists’ 
Association  was  organized  in  1876  and  the 
National  Retail  Druggists’  Association  was 
formed  in  1883.  Urdang^^^  considers  that 
the  A.Ph.A.  took  an  attitude  of  “cautious  re- 
serve” towards  the  latter  organization  which 
was  justified  with  its  collapse  a year  or  two 
later  when  the  enforcement  of  the  “Campion 
Plan”  for  dealing  with  price  cutting  proved 
unworkable.  The  time  was  propitious  for  the 
A.Ph.A.  to  take  action.  Recognizing  this. 
President  Roberts  made  the  following  state- 
ment in  his  official  address  of  1886:  “The 
numerical  growth  of  this  Association  has  not 
for  the  past  few  years  been  satisfactory. 
Among  the  causes  of  this  waning  popularity 
and  consequent  loss  of  usefulness  may  be 
found,  I think,  that  tendency  that  so  strongly 
marked  the  management  of  this  Association, 
to  exclude  from  our  proceedings  everything 
other  than-  strictly  scientific  pharmacy,  or 
science  pertaining  thereto.  To  maintain  the 
status  of  this  Association  as  a national  repre- 
sentative of  the  interests  of  pharmacists  of 
the  United  States  you  cannot  ignore  any  in- 
terest that  pertains  to  either  the  science  or 
the  art  of  pharmacy,  or  that  affects  the  wel- 
fare of  pharmacists  ( 1 o ^ .”  As  the  result  of  a 
resolution  of  President  Robert’s  “that  a com- 
mittee of  five  be  appointed  to  inquire  if  there 
is  a better  plan  for  the  management  of  the 
Association  ( ^ i ) ,”  J.  P.  Remington  was  made 
chairman  of  the  committee  ( 2 ) and  the 


A.Ph.A.  was  reorganized  in  1887.  In  present- 
ing the  plan  for  reorganization,  the  follow- 
ing remarks  of  Remington  include  the  com- 
mercial phase  of  pharmacy:  “heretofore  the 
very  important  subjects  of  commercial  in- 
terests, pharmaceutical  education  and  the 
labors  of  Boards  of  Pharmacy,  have  received 
no  direct  recognition  from  this  Association. 
Your  committee  feel  that  in  the  past  this 
body  has  suffered  loss  in  this  respect,  for 
we  believe  that  a National  Association  should 
be  so  comprehensive  in  its  scope  that  every 
important  interest  should  be  effectively  rep- 
resented ( ^ 3) .”  The  Section  on  Commercial 
Interests  is  authorized  in  the  revised  By-Laws 
of  1887  (Chapter  IX,  Article  II):  “To  expedite 
and  render  more  efficient  the  work  of  the 
Association,  four  sections  shall  be  formed  as 
follows:  1.  Scientific  Papers,  2.  Commercial 
Interests,  3.  Pharmaceutical  Education,  4. 
Legislation.”  To  insure  a proper  place  on  the 
programs  of  the  Association,  Article  V pro- 
vided that  “At  the  third  and  fourth  sessions 
(of  the  annual  meetings)  the  business  of  the 
Section  on  Commercial  Interests  shall  be 
considered.” 

The  first  session  of  the  Section  on  Com- 
mercial Interests  was  convened  in  Cincinnati, 
September  7,  1887.  A.  H.  Hollister  of  Wis- 
consin was  elected  the  first  chairman  and 
spoke  in  part  as  follows:  “Allow  me  to  say 
that  in  accepting  this  position  I do  it  in  con- 
sideration of  the  fact  that  you  concede  it  to 
me  as  the  President  of  the  National  Retail 
Druggist  Association  . . . From  my  very  first 
connection  with  the  two  Associations,  at  Mil- 
waukee (1884),  I felt  thoroughly  convinced 
that  there  should  be  no  necessity  for  the  two 
Associations  . . . ( ^ ^ L”  It  is  thus  implied  that 
the  N.R.D.A.  was  about  to  go  out  of  existence, 
but  a motion  “that  the  Section  adjourn  for 
fifteen  minutes  to  allow  the  National  Retail 
Druggists’  Association  to  meet  and  adjust  its 
affairs,  disorganize  and  report  acceptance  of 
reorganization”  was  not  accepted  ( 1 5 ) 
Price-cutting 

Between  1888  and  1891  very  little  had  been 
accomplished  in  actually  combating  the  price- 
cutting  evil  and  demands  were  being  made 
that  something  be  done.  In  the  words  of 
Chairman  Canning  at  the  1891  meeting, 
“There  are  many  things  that  I desired  to 
bring  to  the  attention  of  the  Section,  but  most 
important  of  all  is  the  question  of  rate- 
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cutting  on  proprietary  medicines  in  this 
country  ( 16)  jn  1893  Chairman  Torbert  re- 
viewed the  action  taken  on  price  cutting  as 
follows;  “As  you  are  doubtless  aware,  by  the 
action  of  the  Proprietors’  Association  and  the 
National  Wholesale  Druggists’  Association  at 
Montreal,  the  execution  of  the  American 
Pharmaceutical  Association  plan,  as  set  forth 
in  the  recommendation  to  the  officers  and 
members  of  the  Interstate  Retail  Druggists’ 
League,  intrusted  to  the  League  the  entire 
supervision  and  execution  of  the  American 
Pharmaceutical  Association  plan.  I con- 
gratulate the  American  Pharmaceutical  Asso- 
ciation that  the  supervision  and  execution  of 
the  plan,  of  which  it  is  a parent,  is  intrusted 
to  . . . the  Interstate  Retail  Druggists’  League, 
. . . which  is  organized  strictly  and  only 
with  reference  to  the  particular  interests  of 
pharmacists  which  are  involved  in  said  plan. 
Therefore,  the  Commercial  Section  has  been 
relieved  entirely  of  responsibility  in  the 
execution  and  the  supervision  of  the  plan. 
This  arrangement . . . has  the  cordial  approval 
of  the  Chairman  of  the  Section,  and  so  far  as 
I know,  of  the  general  membership  of  the 
Association  ( i‘7) Thus  it  appears  that  the 
“Interstate  League”  was  organized  to  execute 
a plan  which  was  admittedly  too  great  a task 
for  the  Commercial  Section.  As  were  pre- 
vious plans  and  adventures,  however,  the 
“Interstate  League”  and  the  A.Ph.A.  plan 
were  destined  to  failure,  leaving  a critical  re- 
tail problem  unsolved. 

At  the  Baltimore  meeting  of  the  A.Ph.A.  in 
1898,  Joseph  Jacobs  of  Atlanta  served  as  the 
Chairman  of  the  Section  on  Commercial  In- 
terests. President  Whitneys’  remarks  will 
serve  to  introduce  him:  “As  we  have  a new 
departure  in  our  Commercial  Section  by 
selecting  an  arch  and  successful  cutter  to  tell 
us  how  he  does  it,  I do  not  wish  to  anticipate 
his  labor,  as  it  is  possible  he  may  give  us  a 
chapter  on  evolution  with  a practical  illus- 
tration of  the  survival  of  the  fittest  81.” 
Chairman  Jacobs  presented  some  useful 
ideas  for  conducting  a store  to  meet  com- 
petition, but  this  was  too  little  and  too  late 
to  meet  the  demands  for  the  price-cutting 
evil. 

The  National  Association  of  Retail  Druggists 

Sheppard  took  a last  stand  against  the 
A.Ph.A.  action  that  was  to  come  when  he  said 
“It  seems  to  me  that  this  Association  . . . and 


Section  . . . wants  to  do  something  definite 
and  practical  for  the  retail  driggists.”  “The 
retailers  are  suffering  and  are  looking  to  us 
for  help  . . “I  think  this  is  the  great  oppor- 
tunity of  this  Association.  It  is  held  by  many, 
in  the  West  particularly,  that  there  should 
be  an  organization  composed  of  retailers  en- 
tirely, and  that  they  can  do  better  than  we 
can  (but)  I say  let  us  keep  the  work  in  this 
Association  ( 191 Resolutions  were  pre- 
sented from,  the  Chicago  Retail  Druggists 
Association  calling  for  a “permanent  national 
organization  of  retail  druggists  which  shall 
promote  the  commercial  interests  of  its  mem- 
bers ...  (20)  Remington  was  appointed 
chairman  of  a “Committee  on.  Proposition  to 
Send  Delegates  To  A Proposed  Convention 
of  Retail  Druggists”  in  response  to  the  reso- 
lutions of  the  Chicago  group.  The  Committee 
Report,  which  was  adopted,  clearly  indicated 
failure  and  a desire  for  a way  out  of  the 
dilema  the  Section  and  the  Association  had 
been  in  for  several  years  “Whereas,  the  need 
of  a national  organization  which  shall  oc- 
cupy itself  exclusively  with  the  commercial 
needs  of  the  retail  drug  trade  in  the  United 
States  is  apparent;  the  interests  of  retail 
druggists  having  been  ignored  repeatedly  by 
other  bodies,  including  our  government  . . . 
therefore  be  it  Resolved  . . . that  this  Asso- 
ciation heartily  desires  the  success  of  every 
organized  effort  of  retail  druggists  which 
will  protect  their  commercial  and  pecuniary 
interests  (2i ) .”  Urdang  has  explained  one  of 
the  main  reasons  for  past  failures  and  future 
success:  “the  development  of  the  new  organ- 
ization (N.A.R.D.)  would  . . . have  been  ques- 
tionable, had  they  made  the  same  ]no,istake 
which  had  made  their  predecessors  a failure 
from  the  very  beginning:  to  en.trust  the 
enormous  amount  of  work  to  be  done  to  the 
voluntary  endeavor  of  temporary  officers. 
Deciding  in  1899  to  make  . . . Thomas  V. 
Wooten  its  permanent  and  full  time  secre- 
tary, the  members  of  the  N.A.R.D.  .removed 
one  of  the  greatest  dangers,  decay  by  de- 
fault (22).”  Recognition  of  the  accomplish- 
ments of  the  N.A.R.D.  were  made  by  Presi- 
dents of  the  A.Ph.A.  George  Payne  (24) 
(“Vast  good  has  been  done  . . .”)  in  1903,  'and 
Lewis  C.  Hopp  (“inestimable  value  to  our 
Association”)  in  19041  (25). 

IFor  treatises  on  the  History  of  the  N.A.R.D.,  ref- 
erence is  made  to  Urdang,  G.,  “The  Precedents  of 
the  N.A.R.D.  and  its  Founding  Fifty  Years  Ago 
(23)”  and  “History  of  the  N.A.R.D.  (36).” 


^436  — 


NOVEMBER  1956 


The  Past  Fifty  Years  of  the  Section  on 
Commercial  Interests 

- As  might  have  been  expected  a lack  of  in- 
terest in  the  Section  on  Commercial  Interests 
of  the  A.Ph.A.  developed  in  an  inverse  pro- 
portion to  the  success  of  the  N.A.R.D.  It  may 
have  been  that  Chairman  Meissner  was 
thinking  as  much  or  more  of  attendance  at 
his  Section  meetings  than  of  the  N.A.R.D. 
when  he  recommended  in  his  official  address 
of  1902  that  “the  meetings  of  the  two  national 

conventions  be  held  simultaneously  (26) 

Nothing  came  of  this,  however,  and  interest 
in  the  Section  continued  to  be  apathetic,  and 
Chairman  Hynson  in  1906  found  it  necessary 
to  try  to  arouse  greater  interest  (27)  _ 

Another  problem  confronting  the  Section 
on  Commercial  Interests  was  its  relationship 
with  its  parent  organization,  the  A.Ph.A. 
President  Searby  of  San  Francisco  touched 
on  this  in  his  address  of  1908  as  follows:  “The 
battle  between  pharmacy  as  a business  and 
as  a profession  is  still  being  waged  with 
ever-increasing  intensity.  In  recent  years 
commercialism  has  invaded  pharmacy,  appar- 
ently to  the  detriment  of  the  latter  (28)  ” The 
thought  was  expressed  differently  by  Chair- 
man Diner  the  same  year:  “From  time  to  time 
this  Section  has  been  considered  an  unneces- 
sary appendix  to  the  Association,  and  numer- 
ous have  been  the  attempts  to  legislate  it  out 
of  existence,  yet  it  is  my  firm  belief  that  the 
stronger  you  make  this  Section,  the  stronger 
will  the  organization  (A.Ph.A.)  become  . . . 
(29)  Chairman  Mason  also  emphasized  this 
relationship  in  1909,  referring  to  the  Section 
being  treated  as  an  “illegitimate  child.”  He 
reasoned  that  the  business  of  the  Section  is 
really  part  of  the  business  of  the  A.Ph.A., 
since  the  latter  is  a clearing  house  for  phar- 
macy In  1914  Chairman  Mason  again 

pressed  the  point,  indicating  that  there  is 
nothing  unethical  about  selling  a post  card 
and  justifying  side  lines  as  honorable,  since 
there  is  not  enough  prescription  business  in 
the  United  States  to  support  all  the  drug 
stores  (31).  This  elicited  an  editorial  in  the 
new  Journal  of  the  A.Ph.A.  to  the  effect  that 
commercialism  is  not  a question  of  ethics,  of 
morals,  but  of  expediency  or  “How  much 
lucre  can  I win?”  “Pharmacy  has  been  lead 
astray  ...  A Moses  is  needed  to  lead  them 
(the  pharmacists)  back  again  to  better,  higher, 
if  not  more  ethical  practices  02) 


The  Change  in  Name  of  the  Section 

In  1937,  Chairman  Lakey  summarized  the 
history  of  the  Section.  Said  he:  “Enthusiastic 
members  (1887)  predicted  that  the  new  sec- 
tion would  become  the  most  important  di- 
vision of  the  A.Ph.A.  Its  tidal  history  reveals 
many  interesting  things  but  it  does  not  show 
that  these  optimistic  prophecies  were  well 
founded.”  “.  . . we  find  no  attempt  has  been 
made  to  rationalize  our  thinking  (over  the 
past  fifty  years)  with  an  understanding  of 
the  causative  fundamentals  of  the  economic 
evils  besetting  the  drug  store.  We  have  been 
primarily  occupied  with  an  exposition  of  our 
competitor’s  private  sins  and  a defense  of  our 
exclusive  virtues.  We  failed  to  recognize 
their  similarity  of  origin.  We  discovered  no 
satisfactory  methods  of  diagnosis,  we  in- 
vented no  workable  means  of  control.  Our 
superficial  studies  afford  us  not  even  an  as- 
surance of  a reasonable  prognosis  of  our  ills 
(33)”  Chairman  Lakey  moved  that  the 
title  of  the  Section  be  changed  to  Section  on 
Pharmaceutical  Economics,  saying  that  “This 
Section  as  a division  of  a professional  asso- 
ciation should  concern  itself  with  the  study 
of  economic  backgrounds  of  commercial  prac- 
tice and  leave  to  the  N.A.R.D.,  state  and  local 
retail  druggists  associations  the  consideration 
of  schemes  of  promotion,  mediums  of  de- 
fense and  systems  of  practice  (24) 

Since  1937,  the  aims  and  philosophy  of  the 
Economic  Section  have  continued  as  set  forth 
by  Lakey.  In  1951  these  principles  and  rela- 
tionships were  officially  enunciated  by  the 
A.Ph.A.  in  a statement  supporting  corrective 
fair  trade  legislation:  “Although  the  AMER- 
ICAN PHARMACEUTICAL  ASSOCIATION 
is  not  a trade  association,  the  fact  that  pres- 
criptions of  medical  practitioners  are  com- 
pounded and  dispensed  and  drugs,  medicines, 
and  poisons  are  sold  at  retail  in  many  phar- 
macies in  the  United  States,  which  are  also 
engaged  in  the  sale  of  proprietary  medicines, 
cosmetics,  and  other  branded  merchandise, 
makes  it  necessary  for  us  to  take  cognizance 
of  legislative  proposals  affecting  the  business 
policies  of  these  establishments  (2®) .”  Thus 
ends  100  years  of  concern  of  the  economic 
aspects  of  retail  pharmacy  by  the  American 
Pharmaceutical  Association  and  54  years  of 
activity  of  its  Economic  Section. 

(References  on  Page  444) 
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ACHROMYCIN 

Tetracycline  Lederle 
for  prophylaxis  and  treatment  of 

obstetric  infections 


Posner  and  his  colleagues^  have  reported  on 
the  use  of  tetracycline  (Achromycin)  in  96 
cases  of  obstetric  complications,  including 
unsterile  delivery,  premature  rupture  of  the 
membranes,  endometritis,  parametritis,  and 
other  conditions.  They  conclude  that  this 
antibiotic  is  ideally  suited  for  these  uses. 

Other  investigators  have  shown  Achromycin 
to  be  equally  useful  in  surgery  and  gynecology 
and  virtually  every  other  field  of  medicine. 
This  outstanding  antibiotic  is  effective  against 
a wide  variety  of  infections.  It  diffuses  and 
penetrates  rapidly  to  provide  prompt  control 
of  infection.  Side  effects,  if  any,  are  negligible. 

Every  gram  of  Achromycin  is  made  in 
Lederle’s  own  laboratories  and  offered  only 
under  the  Lederle  label — your  assurance  of 
quality.  It  is  available  in  a complete  line  of 
dosage  forms,  including 

ACHROMYCIN  SF 

Achromycin  with  Stress  Formula  Vita- 
mins. Attacks  the  infection,  bolsters  the 
patient’s  natural  defenses,  thereby  speeds 
recovery.  Especially  useful  in  severe  or  pro- 
longed illness.  Stress  formula  as  suggested  by 
the  National  Research  Council. 

SF  Capsules,  250  mg. 

SF  Oral  Suspension,  125  mg.  per  tea- 
spoonful (5  cc.) 


For  more  rapid  and  complete  absorp- 
tion. Offered  only  by  Lederle! 


Tilled  sealed  capsules 


Jposner,  A.  C.,  et  al.;  Further  Observations  on  the  Use  of  Tetra- 
cycline Hydrochloride  in  Prophylaxis  and  Treatment  of  Obstetric 
Infections,  Antibiotics  Annual  1954-55,  pp.  594-598. 
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Fellow  Pharmacists: 

If  any  of  you  are  wondering  whether  I got  to  the  NARD 
Convention,  look  in  the  Pharmacy  News  Section  and  you 
will  see  yours  truly  at  the  Lederle  Booth.  They  had  it  set 
up  so  that  the  druggist  talked  over  the  phone  and  answered 
the  doctor’s  questions  on  certain  drugs.  I was  glad  I knew 
the  answers  to  the  questions  as  I received  a bottle  of  Gevral 
capsules.  From  here  I went  on  to  the  Lilly  Booth  where 
they  asked  you  the  name  of  your  Lilly  Representative.  For 
that  information  they  gave  a dollar  in  a billfold.  Next  came 
the  Parke  Davis  Booth  and  here  they  handed  out  gold  cuff  links.  So  you  see  it  pays  to  go  to 
the  Drug  Show. 

We  also  received  several  cards  for  visiting  the  hospitality  rooms.  These  were  open  all 
evening  from  5 p.m.  to  midnight.  At  these  rooms  you  meet  the  top  personnel  of  the  various 
companies  and  are  really  exposed  to  genuine  hospitality.  When  I see  how  these  fellows  treat 
everyone  equally,  I vow  I will  come  back  and  be  nicer  to  my  own  customers. 

The  business  sessions  started  Wednesday  morning  and  we  had  top  notch  speakers  all  the 
way  through  until  Friday  afternoon.  If  you  will  read  the  October  1 issue  of  the  NARD  Jour- 
nal, you  will  be  well  repaid  as  most  of  the  speeches  are  in  there,  in  brief  or  in  their  entirety. 

Tuesday  noon  all  the  state  presidents  had  a luncheon  with  President  John  J.  McKeighan. 
To  me  this  was  a highlight  of  the  convention.  To  sit  down  to  lunch  with  men  from  over  40 
different  states  and  find  their  troubles  are  the  same  as  your  own,  somehow  makes  the 
troubles  seem  less  important. 

The  evenings  were  equally  entertaining.  There  was  always  something  to  do  what  with  the 
President’s  Ball  on  one  evening,  Olson  & Johnson  in  “Hell’s  A Poppin”  on  another,  Marion 
Marlowe,  Helen  O’Connel,  Russ  Morgan  and  many  others  on  successive  evenings. 

Besides  this  the  local  committee  provided  bus  service  to  and  from  your  hotel  all  day  long. 

And  the  ladies  are  not  forgotten  either,  as  they  had  luncheons  to  attend  and  were  guests 
at  a special  showing  of  Cinnerama.  They  even  had  a chance  to  win  a mink  stole. 

Next  year  they  plan  to  have  the  convention  at  Minneapolis.  I am  sure  you  all  would  enjoy 
it  if  you  could  arrange  to  go. 

A1  Knutson,  President 


1 D E N 
PAGE 
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FIVE  PHARMACY  GRADUATES  HONORED 


Five  graduates  in  phar- 
macy from  South  Dakota 
State  College  have  been 
selected  for  inclusion  in  a 
booklet  honoring  outstand- 
ing State  College  graduates. 

Selected  by  the  faculty  of 
the  Division  of  Pharmacy 
are  Winfred  George  Ray, 
Bliss  Clark  Wilson,  Oliver  G. 
Anderson,  Charles  Allen 
Locke  and  Noel  Elmer  Foss. 

Those  honored  were  selec- 
ted to  represent  different 
areas  of  pharmacy  — retail, 
regulation,  industrial  phar- 
macy and  education. 


Winfred  George  Ray 

Winfred  George  Ray  was 


born  November  3,  1892  at 
Poplar  Grove,  Illinois  and 
with  his  parents  moved  in 
1899  to  Brookings,  South  Da- 
kota, where  he  has  since  re- 
sided. After  graduation  from 
Brookings  High  School  in 
1912  he  entered  South  Da- 
kota State  College  where  he 
was  awarded  the  degree  of 
Pharmacy  Graduate  in  1914. 
During  his  high  school  and 
college  years  he  was  always 
able  to  find  time  for  addi- 
tional worthwhile  activities. 
He  was  a member  of  both 
band  and  orchestra  while  in 
high  school  and  in  college. 
He  recalls  with  some  satisfac- 
tion that  he  played  in  the 
first  Hobo  Day  Band  and  for 
years  he  was  one  who  could 
always  be  depended  upon  to 
form  an  Alumni  Band  on 
Homecoming  Day. 

After  graduation  from  col- 
lege he  worked  for  a time  in 
the  Kendall  Drug  Store  in 
Brookings,  but  in  1916  he 
opened  a pharmacy  in 
Aurora,  South  Dakota  which 
he  discontinued  in  1927  when 
he  opened  a completely  new 
drug  store  at  his  present  lo- 
cation in  Brookings. 

In  1916  he  was  married  to 
Ruth  Browning,  a classmate 
of  both  high  school  and  col- 
lege days.  The  Rays  have 


two  daughters,  Mrs.  Walter 
E.  Distad  (Vivian)  and  Mrs. 
Ralph  Lindsay  (Betty).  Both 
daughters  hold  Bachelor  of 
Science  (in  Pharmacy)  de- 
grees from  South  Dakota 
State  College,  both  are  reg- 
istered pharmacists,  and  are 
presently  associated  with 
their  father  in  Ray’s  Drug 
Store. 

Mr.  Ray  has  always  been 
interested  in  maintaining  the 
highest  standards  of  phar- 
maceutical practice  and  has 
several  times  remodeled  his 
store  in  order  to  keep  it  one 
of  the  finest  in  South  Dakota. 
His  well  stocked  and  well 
kept  prescription  department 
represent  a real  effort  to 
give  to  the  public  the  best 
possible  in  pharmaceutical 
service. 

Active  in  the  work  of  his 
profession  he  has  served  for 
two  years  as  Treasurer  of 
the  South  Dakota  State 
Pharmaceutical  Association 
and  was  for  several  years 
Chairman  of  the  School  of 
Pharmacy  Committee  of  that 
Association. 

Mr.  Ray  has  a keen  interest 
in  all  athletic  contests,  but 
his  own  special  hobbies  are 
hunting  and  fishing.  His  fra- 
ternal connections  include 
membership  in  the  Elks  and 
Masons.  He  is  a member  of 
the  Presbyterian  Church. 
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Bliss  Clark  Wilson 


Bliss  Clark  Wilson,  phar- 
macist, chemist  and  South 
Dakota  Board  of  Pharmacy 
Secretary,  was  born  to 
Bertha  Clark  Wilson  and 
Charles  R.  Wilson,  December 
11,  1895  at  Charter  Oak, 
Iowa.  One  of  ten  children, 
eight  sisters  and  one  brother, 
he  lived  at  Denison,  Iowa 
before  coming  to  South  Da- 
kota in  1905  at  the  age  of  10. 
He  attended  the  Frankfort 
Public  Schools  and  grad- 
uated from  Redfield  High 
School  in  1914. 

His  collegiate  education 
was  obtained  at  both  Dakota 
Wesleyan  University  and 
South  Dakota  State  College. 
The  Ph.G.  degree  was  grant- 
ed to  him  by  State  College 
in  1918  and  the  Ph.C.  and 
B.S.  in  Pharmacy  degrees  in 
1919. 

Upon  graduation  he  prac- 
ticed pharmacy  in  Pierre  for 
a year  and  then  accepted  a 
position  as  chemist  for  E.  R. 
Squibb  & Son  in  1920.  Mr. 
Wilson  returned  to  South 
Dakota  and  was  a pharmacist 
at  Miller,  South  Dakota 
from  1920-1924.  In  1924  he 
purchased  a pharmacy  at 
Letcher,  South  Dakota  and 


owned  the  store  from.  1924- 
1947. 

In  1921  he  married  Lulu 
Mae  Bacon.  This  union  has 
been  blessed  by  the  birth  of 
two  sons,  John  Clark  Wilson 
(1924)  who  is  presently  the 
Assistant  Director  of  Vital 
Statistics,  Montana  Health 
Department,  Helena,  Mon- 
tana, and  Kentner  Bacon 
Wilson  (1929)  presently  an 
engineer  with  the  General 
Electric  Company,  Atomic 
Energy  Division,  Idaho  Falls, 
Idaho. 

August  1, 1941  Bliss  C.  Wil- 
son was  appointed  Secretary 
of  the  South  Dakota  Board 
of  Pharmacy  and  the  South 
Dakota  State  Pharmaceutical 
Association.  In  this  position 
he  has  done  much  to  further 
the  profession  of  pharmacy 
in  South  Dakota.  His  am- 
bition and  interest  has  con- 
tinually been  toward  the  im- 
provement of  public  health, 
especially  through  restriction 
of  retail  sales  of  packaged 
drugs  and  medicines  to  per- 
sons qualified  by  learning  to 
warn  the  buyer  of  any  dan- 
ger to  health.  Through  his 
leadership  and  initiative 
many  laws  and  regulations 
have  been  passed  by  the 
South  Dakota  Legislature 
and  the  State  Board  of  Phar- 
macy for  the  regulation  and 
improvement  of  the  profes- 
sion in  this  state. 

A leader  in  civic  affairs, 
Mr.  Wilson  was  a member  of 
the  Letcher  Independent 
School  Board  from  1930-1947 
and  served  as  its  president 
from  1932  to  1947.  He  was 
also  a member  of  the  San- 
born County  Selective  Ser- 
vice Board  from  1941-1945. 

He  served  as  President  of 
the  South  Dakota  Pharma- 
ceutical Association  from 


1933-34,  American  Legion 
Commander  in  1939  and  he 
was  elected  to  a three  year 
term  as  a member  of  the 
Resolutions  Committee  of 
the  National  Association  of 
Boards  of  Pharmacy.  Mr. 
Wilson’s  fraternal  member- 
ship include  the  Masonic 
Lodge  AF  and  AM,  Blue 
Lodge,  C,hapter  and  Com- 
mandery  as  well  as  the  El 
Riad  Shrine  and  Order  of  the 
Eastern  Star.  He  is  a mem- 
ber of  the  Pierre  Kiwanis 
Club  and  belonged  to  the 
Lions  Club  of  Letcher.  He 
holds  church  m,embership  in 
the  First  Congregational 
Church,  Pierre. 


Oliver  G.  Aadersoa 


Pharmacist,  teacher,  scien- 
tist, administrator,  Oliver  G. 
Anderson  was  bom  May  25, 
1906  at  Woonsocket,  South 
Dakota.  His  early  education 
was  obtained  in  the  Woon- 
socket Public  Schools  and  he 
graduated  from  the  High 
School  there  in  1924. 

Selecting  pharmacy  as  a 
career,  he  enrolled  in  the  Di- 
vision of  Pharmacy,  South 
Dakota  State  College  and 
was  granted  the  degree  of 
Pharmaceutical  Chemist  in 
1927  and  the  B.S.  in  Phar- 
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macy  in  1928.  After  grad- 
uation, Mr.  Anderson  taught 
at  the  Indianapolis  College 
of  Pharmacy,  Indianapolis, 
Indiana,  where  he  was  Pro- 
fessor of  Materia  Medica 
from  1928-1930. 

In  1931  he  married  Nelle 
K.  Richardson  (SDSC  1929)  of 
Tracy,  Minnesota.  Mrs.  An- 
derson has  owned  her  own 
dance  studio  in  Indianapolis, 
Indiana,  since  1932  and  is  a 
regional  director  of  the 
Chicago  National  Associa- 
tion of  Dancing  Masters. 

Pharmaceutical  industry 
attracted  him  in  1930  and  he 
accepted  a position  in  phar- 
maceutical research  with  the 
Eli  Lilly  Company  of  Indian- 
apolis. In  1949  he  was  given 
the  responsibility  of  Staff 
Assistant  in  charge  of  Form- 
ula Administration  with  the 
company,  a position  which 
he  now  holds.  As  a research 
worker  during  World  War 
II,  he  helped  develop  large 
scale  production  of  several 
drugs  important  to  the  war 
effort.  Among  these  was  a 
motion  sickness  preventa- 
tive, an  antimalarial  and  the 
sulfonamide  drugs.  However, 
not  only  has  he  contributed 
in  the  field  of  industrial 
pharmacy,  but  he  also  has 
had  experience  in  retail 
pharmacy  in  Woonsocket, 
Huron,  and  Brookings,  South 
Dakota,  and  Indianapolis,  In- 
diana. In  Brookings  he 
opened  and  operated  the  first 
medical  dispensary  for  the 
Student  Health  Service  at 
South  Dakota  State  College. 

Mr.  Anderson  holds  cer- 
tificates as  a Registered 
Pharmacist  in  three  states — 
South  Dakota,  Indiana  and 
Florida.  He  passed  the  Flor- 
ida Examination  in  1953, 
twenty-five  years  after  grad- 


uation from  college.  This 
achievement  represents  his 
continual  professional  ad- 
vancement. 

He  has  been  honored  by 
election  to  membership  in 
the  Rho  Chi  Honorary  Phar- 
maceutical Society  and  Kap- 
pa Psi  Pharmaceutical  Fra- 
ternity. In  addition,  he  is  a 
life  member  of  the  American 
Pharmaceutical  Association. 


Charles  Allen  Locke 


Charles  Allen  Locke  is 
recognized  as  one  of  South 
Dakota’s  most  distinguished 
pharmacists.  Through  his 
service  as  a retail  phar- 
macist, teacher  and  prom- 
inent association  member, 
his  contributions  to  the  pro- 
fession have  been  immeas- 
urable. 

A native  of  South  Dakota, 
Charles  Locke  was  born  on  a 
farm  near  Garretson  and  ob- 
tained his  early  education  in 
a country  school  there.  He 
completed  his  high  school 
education  at  Garretson  and 
then  attended  Augustana 
Academy  in  Sioux  Falls, 
graduating  in  1902.  His  pro- 
fessional training  was  re- 
ceived at  South  Dakota  State 
College.  In  1906  he  was 
awarded  the  Ph.G.  degree  for 


completion  of  the  two-year 
course  in  pharmacy;  in  1918 
he  returned  to  complete  the 
additional  year  required  for 
the  Ph.C.  degree;  and  then, 
in  1942,  after  his  retirement 
from  active  retail  practice, 
he  earned  the  B.S.  degree  in 
pharmacy  by  fulfilling  the 
requirements  for  the  pre- 
scribed four  year  course. 

Mr.  Locke’s  professional 
service  has  been  largely  in 
the  retail  field.  As  a young 
man,  he  found  employment 
in  various  drug  stores  in 
South  Dakota  and  then  pur- 
chased his  own  store  in  Web- 
ster which  he  operated  as  the 
Locke  Drug  Store  from  1919 
to  1928.  In  1928  he  sold  this 
store  to  buy  an  interest  in 
the  Kendall  Drug  Store  in 
Brookings  which  then  be- 
came the  firm  of  Kendall 
and  Locke.  He  sold  his  in- 
terest in  this  partnership  in 
1939  and  retired  from  active 
retail  practice  although  he 
still  continued  to  work  in  a 
relief  capacity  when  called 
upon  by  his  fellow  phar- 
macists. On  two  occasions  in 
his  professional  career,  Mr. 
Locke  returned  to  his  Alma 
Mater  to  serve  in  an  instruc- 
tional role  the  first  in  1918 
for  one  year  and  then  again 
in  1940  for  two  years  of  ser- 
vice. 

Aside  from  his  professional 
activities,  Mr.  Locke  has 
been  very  prominent  in  the 
Masonic  fraternity.  He  is  a 
past  master  (1926)  of  the 
Coteau  Lodge  A.F.  & A.M., 
and  past  high  priest  (1927)  of 
Rabboni  Chapter  R.A.M.,  at 
Webster.  Currently,  he  is  a 
member  of  the  Brookings 
Lodge  A.F.  & A.M.  and  of 
Yelduz  Temple  Shrine  at 
Aberdeen. 

An  ardent  sports  fan,  his 
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particular  interests  are  base- 
ball and  football.  He  follows 
these  with  an  enthusiasm 
that  has  remained  undimin- 
ished through  the  years. 

Mr.  Locke’s  devotion  to 
his  profession  is  an  inspira- 
tion to  all  who  have  had 
occasion  to  observe  him.  His 
fellow  pharmacists  in  South 
Dakota  recognized  his  abil- 
ities by  electing  him  presi- 
dent of  their  association  in 
1938,  in  which  office  he 
served  with  distinction.  Al- 
ways seeking  to  promote  the 
high  ethical  standards  of 
pharmacy,  he  retains  an  un- 
diminished interest  in  the 
affairs  of  his  profession.  His 
counsel  to  the  younger  mem- 
bers, tempered  by  his  faith 
in  the  future  of  pharmacy, 
has  contributed  greatly  to 
the  stature  of  the  profession 
in  South  Dakota. 

Charles  Locke  was  mar- 
ried to  Alice  Shirk  in  1914. 
For  many  years  they  made 
their  home  in  Brookings  and, 
with  her  passing  in  1948,  he 
continues  his  residence  there. 


Noel  Elmer  Foss 


Noel  Elmer  Foss,  one  of 
the  distinguished  graduates 
of  the  Division  of  Pharmacy, 
was  born  in  Henry,  South 


Dakota  on  September  14, 
1905.  He  was  graduated  from 
the  Henry  High  School  in 
1923.  After  spending  one 
year  at  the  University  of 
South  Dakota  and  one  year 
at  the  School  of  Mines,  he  en- 
tered the  Division  of  Phar- 
macy of  South  Dakota  State 
College  on  September  19, 
1927.  He  was  graduated  with 
High  Honors  on  June  10,  1929 
receiving  both  the  Ph.C.  and 
B.S.  degrees. 

After  graduation  he  was 
employed  in  the  Highley 
Drug  Store,  Hot  Springs, 
South  Dakota  for  one  year 
and  in  1930  he  accepted  the 
first  Dunning  Fellowship  at 
the  School  of  Pharmacy  of 
the  University  of  Maryland. 
He  received  his  M.S.  degree 
in  1932  and  his  Ph.D.  degree 
in  1933. 

In  1936  he  was  married  to 
Mildred  L.  Elsberry  of  Rock 
Lake,  North  Dakota. 

Always  interested  in  teach- 
ing young  people,  he  accep- 
ted the  position  as  Professor 
of  Pharmacy  at  Duquesne 
University  in  1934  and  re- 
mained there  until  1937  when 
he  accepted  the  position  as 
Works  Chemist  for  the  Bur- 
roughs Wellcome  & Com- 
pany, Tuckahoe,  New  York. 
He  remained  in  this  position 
until  1942  when  he  entered 
the  United  States  Army 
serving  in  the  Army  Medical 
Purchasing  Office  in  St. 
Louis  and  the  Army  Medical 
Purchasing  Office  in  New 
York.  He  was  then  trans- 
ferred to  the  European 
Theatre  of  Operation.  Upon 
his  return  to  the  United 
States  he  was  assigned  to  the 
Army-Navy  Medical  Pro- 
curement Office  in  New 
York.  He  was  separated  from 
the  Army  in  1946  with  the 


rank  of  Major. 

Shortly  after  his  separation 
from  the  Army  he  joined  the 
Calco  Chemical  Division  of 
the  American  Cyanamid 
Company  of  Bound  Brook, 
New  Jersey  as  Technical 
Director  of  the  Pharmaceu- 
tical Department.  In  1947  he 
accepted  the  position  as  As- 
sistant Dean  and  Professor 
of  Pharmacy  at  the  College 
of  Pharmacy  of  the  Univer- 
sity of  Illinois.  In  1949  he 
was  selected  as  Dean  and 
Professor  of  Pharmacy  at  the 
School  of  Pharmacy  of  the 
University  of  Maryland,  his 
Alma  Mater,  which  position 
he  still  holds. 

Dean  Foss  is  a member  of 
Rho  Chi,  Sigma  Xi,  Phi 
Delta  Chi  and  the  Masonic 
Lodge.  He  is  a member  of 
the  U.S.P.  Revision  Com- 
mittee for  1950-1960  and  is 
presently  Chairman  of  the 
Committee  on  Civilian  De- 
fense of  the  A.A.C.P.  He  is 
a Past  Vice-President  of  the 
American  Association  of  Col- 
leges of  Pharmacy  and  a past 
member  of  the  Committee  on 
Status  of  Pharmacists  in 
Government  Service. 


PHARMACY 

SCHOLARSHIPS 

Thirteen  scholarships  have 
been  granted  by  South  Da- 
kota State  College  to  phar- 
macy students  for  the  1956- 
57  school  year,  according  to 
R.  Y.  Chapman,  Dean  of  Stu- 
dent Personnel. 

Receiving  the  South  Da- 
kota State  Pharmaceutical 
Association  scholarship  was 
Sharon  Williams  of  Clear 
Lake.  Larry  W.  Detmers, 
Canton,  was  granted  the 
Pepsodent  award  while 
Leonard  E.  Smith,  Lake  Nor- 
den,  was  granted  the  Richard 
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Kendall  scholarship  covering 
one  year’s  tuition. 

The  Lewis  Drug  award 
went  to  Jan  Wenger,  Wau- 
bay,  and  two  Pharmacy  tui- 
tion scholarships  were 
granted  to  Sharon  Knepper, 
Sioux  Falls,  and  Karen 
Thomas,  Elk  Point. 

Terrie  Teuber,  Redfield, 
and  Annette  March,  Hot 
Springs,  were  awarded  F.  O. 
Butler  scholarships  while 
Rodney  Nickander,  Madison, 
Minnesota,  was  granted  a 
Haraz  award. 

The  Walgreen  Drug  A- 
wards  were  given  to  Kenneth 
Odell,  Montrose,  and  Dewey 
Folkestad,  Brookings,  while 
Merle  Amundson,  Colton, 
and  Mary  Lou  Scheuren- 
brand,  Mitchell,  received 
Osco  Drug  Scholarships. 


PHARMACY  ENROLL- 
MENT TOPS  250 

Fall  quarter  enrollment  in 
the  Division  of  Pharmacy, 
South  Dakota  State  College 
totals  257  according  to  D.  B. 
Doner,  Director  of  Admis- 
sions and  Records. 

The  figure  is  slightly 
higher  than  the  final  total  of 
245  for  last  fall,  the  previous 
record  enrollment  for  the  fall 
quarter. 

Enrollment  this  fall  repre- 
sents a gain  of  136  students 
since  the  fall  of  1951  when 
registration  was  121  students. 
This  is  an  increase  of  112  per 
cent  from  the  post  World 
War  II  low. 

Registration  by  classes 
shows  51  freshmen,  98  soph- 
omores, 56  juniors,  51  seniors, 
and  one  graduate  student. 

Men  students  number  222 
while  35  women  students  are 
registered. 


RALPH  E.  KEMP 
HONORARY  NABP 
PRESIDENT 


Mr.  Ralph  E.  Kemp,  Hon- 
orary President  of  the  Na- 
tional Association  of  Boards 
of  Pharmacy,  was  born  May 
30,  1896  in  Pierre,  South  Da- 
kota, where  he  attended  the 
public  schools  and  graduated 
from  high  school  in  1914.  By 
securing  employment  in  a 
pharmacy  in  1910  he  became 
an  apprentice,  engaging  as 
such  on  a part-time  basis 
while  attending  school  and 
on  a full-time  basis  during 
vacation  periods  and  after 
graduating.  He  attended  the 
Minnesota  Institute  of  Phar- 
macy in  1915-16. 

Mr.  Kemp  became  licensed 
to  practice  in  South  Dakota 
in  1916  and  was  thereafter 
engaged  as  a pharmacist  in 
South  Dakota  and  Montana 
until  some  time  in  1918  when 
he  was  inducted  into  military 
service  and  assigned  to  duty 
as  a pharmacist  in  the  phar- 
macy at  the  Base  Hospital, 
Fort  Riley,  Kansas,  until  1919 
when  he  was  released  from 
service.  During  the  time  he 
was  in  military  service  he 


contracted  tuberculosis  and 
thereafter  he  was  a patient 
in  a sanatorium  in  Colorado 
for  four  years. 

Then  having  eradicated 
this  impairment  to  his  health 
and  well-being  Mr.  Kemp  be- 
came licensed  to  practice  in 
Colorado  and  in  the  fall  of 
1924  he  enrolled  in  the  Col- 
lege of  Pharmacy  at  the  Uni- 
versity of  Colorado.  While 
there  he  became  a member 
of  Phi  Delta  Chi  Pharmaceu- 
tical Fraternity  and  Delta 
Sigma  Phi  and  was  president 
of  the  latter  fraternity. 

After  leaving  the  Univer- 
sity he  was  engaged  by  a 
drug  firm  and  managed  a 
pharmacy  in  Denver  until 
1928  when  he  acquired  his 
own  pharmacy  in  Lafayette, 
Colorado.  He  owned  and 
operated  this  pharmacy  and 
was  a resident  of  Lafayette 
until  1945  when  he  disposed 
of  it.  Since  that  time  he  has 
resided  in  Denver. 

Mr.  Kemp  became  a mem- 
ber of  the  Colorado  State 
Board  of  Pharmacy  in  June, 
1937  and  continued  to  be  a 
member  of  that  Board  until 
November,  1949.  He  was 
treasurer  of  the  Board  from 
1937  to  1939  and  has  been 
Secretary  since  that  time.  In 
November,  1949  it  was  neces- 
sary that  he  either  cease  to 
be  a member  of  the  Board  or 
relinquish  his  position  as 
Secretary  of  the  Board.  The 
latter  being  a full-time  sal- 
aried position  under  civil 
service,  he  relinquished 
membership  on  the  Board 
after  having  completed  two 
six-year  terms  and  a part  of 
a third  term  for  which  he 
had  been  appointed  to  serve 
by  three  governors. 
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A1  Knutson,  Knutson  Drug,  Clark,  South  Dakota,  left,  and  Frank 
Hollenkamp,  right,  of  Lederle. 


RKS.  . , i 

Welles  Ernisse,  Mills  Drug,  Rapid  City.  left,  and  E.  E.  Billet,  right,  of 
Lederle. 


S.  D.  PHARMACISTS  PARTICIPATE  IN  CLINIC 

A1  Knutson,  President  of  the  South  Dakota  Pharmaceu- 
tical Association  and  Welles  Ernisse,  Rapid  City  pharmacist, 
participated  in  the  First  Pharmaceutical  Professional  Service 
Clinic  at  the  58th  National  Association  of  Retail  Druggists 
Convention.  The  Clinic  was  instituted  by  the  Lederle  Lab- 
oratories Division,  American  Cyanamid  Company,  at  the 
pharmacists’  meeting  held  in  Cincinnati,  September  17-21. 
Purpose  of  the  Clinic  is  to  assist  retail  pharmacists  in  develop- 
ing the  professional  techniques  of  providing  information  con- 
cerning drugs  to  physicians. 


Pharmaceutical  Economics- — 
(Continued  From  Page  437) 
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THE  RESPONSIBILITY  OF  THE 
PATHOLOGIST  IN  THE  DIAGNOSIS 
AND  TREATMENT  OF  CANCER 
Lauren  V.  Ackerman,  M.D. 

Si.  Louis,  Missouri 


The  pathologist  of  today  has  a grave  res- 
ponsibility in  the  diagnosis  and  treatment  of 
cancer.  The  information  which  he  can  supply 
is  an  important  part  of  the  knowledge  which 
must  be  available  to  the  clinician  when  he  is 
considering  the  diagnosis,  the  treatment  and 
the  prognosis.  Today  I am  going  to  consider 
particularly  the  role  of  the  surgical  path- 
ologist in  the  field  of  cancer,  realizing  to  the 
full  that  the  pathologist  who  is  concerned 
with  post-mortem  material  also  has  a respon- 
sibility to  the  clinician  in  this  regard. 

The  pathologist  of  the  past  was  often  re- 
mote from  the  clinician,  not  only  in  distance 
but  in  mental  attitude.  He  frequently  had 
had  little  or  no  clinical  background,  and 
specimens  submitted  to  him  by  the  clinician 
were  often  kept  for  long  periods  of  time,  and 
then  usually  the  diagnosis  given  was  either 
that  it  was  cancer  or  it  was  not  cancer.  The 
clinician  invariably  knew  that  it  was  cancer 
or  it  was  not  cancer,  and  this  report  of  the 
pathologist  would  merely  confirm  his  clinical 
impression.  Frequently  there  was  no  follow- 
up from  the  standpoint  of  the  pathologist,  and 
because  of  his  remoteness  from  the  clinician 
the  pathologist  began  to  feel  that  he  was  al- 
ways right,  because  he  never  heard  of  the 
benign  tumor  that  metastasized  and  killed 
the  patient;  and  conversely,  he  never  heard 

From  the  Department  of  Surgery,  Washington 
University  School  of  Medicine  and  the  Department 
of  Surgical  Pathology,  Barnes  Hospital,  St.  Louis, 
Missouri. 

Presented  before  the  combined  meeting  of  the 
North  and  South  Dakota  Medical  Societies,  Aber- 
deen, South  Dakota,  June  4,  1956. 


of  the  patient  who  had  a highly  malignant 
tumor  but  who  refused  to  die  in  spite  of  the 
pathologist’s  dire  predictions.  The  path- 
ologist of  today,  particularly  working  in  sur- 
gical pathology,  must  have  a rich  background 
in  clinical  work.  He  must,  of  course,  have  had 
basic  training  in  general  pathology.  He  must 
not  be  afraid  to  go  on  rounds  with  the  clin- 
ician, examine  patients,  and  it  is  imperative 
that  he  have  every  bit  of  information  that  is 
available  before  making  a diagnosis.  It  was 
not  so  rare  in  the  past  that  the  clinician 
would  submit  material  to  the  pathologist  or 
give  him  a slide  and  say  “Tell  me  what  it  is. 
It  is  your  Job  to  look  at  the  slide,  and  you  will 
do  a better  job  if  you  do  not  have  any  infor- 
mation.” It  is  disturbing  to  say  this,  but 
pathology  is  not  an  exact  science.  The  diag- 
nosis of  cancer  in  the  advanced  state  micro- 
scopically is  a simple  exercise  for  even  the 
sophomore  medical  student.  But  cancer  at  its 
inception  often  in  a patient  with  few  or  no 
therapeutic  decisions  that  have  to  be  made  on 
the  basis  of  the  pathologist’s  diagnosis  are 
extremely  important  ones.  I am  perfectly 
willing  to  indulge  in  intellectual  exercises 
with  clinicians  to  test  my  ability  as  a path- 
ologist without  giving  me  any  information. 
However,  when  it  comes  to  the  diagnosis  of 
an  individual  case  in  v/hich  an  important  de- 
cision is  going  to  be  made  on  the  basis  of  the 
diagnosis,  I insist  on  a complete  clinical  his- 
tory and  may  even  examine  the  patient  and 
obtain  the  x-rays  if  I deem  it  necessary.  In 
fact,  I wish  every  piece  of  information  I can 
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obtain  in  order  that  I make  as  exact  a diag- 
nosis as  possible.  I feel  that  the  pathologist 
under  these  circumstances  is  no  different 
from  the  radiologist  who  is  at  even  more  of  a 
handicap  than  the  pathologist  because  the 
radiologist  is  dealing  with  shadows  rather 
than  substance. 

I would  like  to  give  you  a few  examples  of 
how  imperative  it  is  that  the  pathologist  have 
all  available  information.  For  instance,  if  the 
pathologist  receives  a slide  that  he  looks  at, 
and  he  sees  the  pattern  of  malignant  melan- 
oma, he  must  ask  the  simple  question,  “What 
is  the  age  of  this  patient?”  If  the  patient  is  a 
child  age  5,  we  have  seen  only  one  patient 
develop  distant  metastases  (Fig.  1).  In  all 


FIGURE  1: 

Juvenile  melanoma  in  a child.  The  lesion 
was  excised.  We  would  anticipate  no  further 
trouble. 

other  instances  in  children  the  outlook  has 
been  highly  favorable.  In  another  instance  I 
can  show  you  two  microscopic  patterns  which 
look  exactly  similar.  One  of  them  is  of  the 
skin,  the  other  is  from  the  larynx  (Fig.  2).  If 
we  did  not  know  the  location,  we  would  not 
be  able  to  make  an  exact  histologic  diagnosis. 
In  the  one  from  the  skin,  the  diagnosis  is 
basal  cell  carcinoma;  local  excision  is  cura- 
tive in  over  90  per  cent  of  instances.  In  the 
other  instance,  the  diagnosis  is  adenocar- 
cinoma of  mucous  gland  origin,  and  this  par- 
ticular patient  had  metastases  to  the  lung, 
and  the  prognosis  is  extremely  poor.  It  is  im- 
perative that  we  have  exact  knowledge  of 
any  previous  treatment  because  this  informa- 
tion may  color  the  present  diagnosis.  Recent- 
ly we  saw  a section  from  a nodule  located  low 
in  the  neck.  It  was  round  and  had  the  pattern 
of  a benign  mixed  tumor.  But  what  was  it 


FIGURE  2A: 

Section  of  basal  cell  carcinoma  of  the  skin, 
adenoidcystica  type.  This  lesion  is  easily 
cured  by  excision  or  radiation  therapy. 


FIGURE  2B: 

Adenocarcinoma  or  salivary  gland  origin 
arising  from  mucous  glands  in  the  larynx. 
This  patient  had  pulmonary  metastases. 

doing  in  the  neck?  Previous  history  revealed 
that  this  patient  had  had  seven  years  ago  a 
small  movable  nodule  in  the  region  of  the 
parotid  gland.  For  reasons  which  are  obscure 
the  surgeon  excised  the  lesion  and  at  the  same 
time  did  a neck  dissection.  Review  of  these 
sections  showed  that  it  was  a benign  mixed 
tumor  of  the  parotid.  Needless  to  say  all  re- 
gional lymph  nodes  were  negative,  but  at  the 
time  of  the  original  operation,  tumor  was  ap- 
parently implanted  in  the  scar,  and  it  took 
seven  years  for  it  to  regrow.  The  finding  of 
this  lesion,  therefore,  in  the  scar  was  a result 
of  implantation  done  seven  years  previously, 
and  we  can  say  . that  this  is  not  a metastasis 
or  malignant  tumor  and  that  the  prognosis  is 
favorable. 

PROPER  SELECTION  OF  BIOPSY  MA- 
TERIAL; The  pathologist  receives  material 
from  practically  every  organ  and  with  the 
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may  be  present,  while  in  another  it  may  be 
absent  (Fig.  3).  In  small  biopsies  of  the  skin, 
oral  cavity,  tongue,  wherever  there  is  squam- 
our  lining  surface,  it  is  important  that  these 
tissues  be  well  oriented.  Because  if  they  are 
cut  tangentially  they  will  give  peculiar  pat- 
terns difficult  to  interpret  and  often  incor- 
rectly designated  as  squamous  carcinoma 
(Figs.  4 and  5).  The  diagnosis  of  lymph  node 


FIGURES  4 and  5: 

Two  photomicrographs  of  a biopsy  of  the 
upper  lip  which  was  thought  clinically  to  be 
carcinoma.  The  first  section  is  cut  tangent- 
ially and  strongly  suggests  cancer.  When  the 
block  was  rated  90°,  and  sections  were  cut 
at  the  proper  angle,  it  can  clearly  be  seen 
that  it  is  merely  leukoplakia  and  not  cancer. 

lesions  is  extremely  difficult,  and  in  no  other 
organ  is  it  so  important  that  the  lymph  node 
be  selected  from  the  proper  area.  The  in- 
guinal lymph  nodes  are  superficial  and  easily 
available  for  biopsy,  but  it  is  the  rule  for 
them  to  show  other  changes  due  to  chronic 
inflammation,  making  them  difficult  to  in- 
terpret. The  cervical  lymph  nodes  are  best 
for  the  purpose  of  biopsy  when  there  is  gen- 
eralized lymphadenopathy.  They  must  be 
quickly  placed  in  fixative,  perhaps  some 


use  of  needle  biopsy  he  is  beginning  to  see 
biopsies  from  such  organs  as  the  kidney,  the 
prostate,  lymph  nodes,  mediastinal  masses, 
etc.  There  are  also  new  instruments  which 
are  available  to  look  into  various  orifices,  and 
extremely  small  biopsies  are  obtained  from 
the  esophagus,  the  larynx,  the  bronchus,  the 
stomach  and  the  rectum.  The  proper  handling 
of  these  biopsies  is  extremely  important.  If 
a surgeon  wishes  to  give  the  pathologist  a 
great  deal  of  trouble,  then  after  obtaining 
one  of  these  biopsies  with  a cautery,  he 
should  place  it  under  a strong  light,  squeeze 
it  firmly  with  his  forceps,  and  delay  placing 
it  in  the  fixative.  This  will  result  in  a small 
distorted  biopsy,  difficult  to  stain,  difficult  to 
orient,  and  impossible  to  diagnose.  Instead 
the  surgeon  must  take  the  small  biopsy  with 
a cold  knife,  perhaps  place  it  on  a bit  of  filter 
paper  and  drop  it  immediately  in  the  fixative, 
handling  it  as  carefully  as  possible.  The  path- 
ologist must  then  block  this  material,  sec- 
tion it  at  various  levels.  On  most  broncho- 
scopic  biopsies,  we  have  three  slides  with 
about  25  sections  in  all.  In  one  section  tumor 


FIGURE  3A  & 3B 

The  top  photomicrograph  shows  an  area  at 
the  reader’s  right  which  is  different,  and  in 
the  second  photomicrograph,  a high  power 
of  this  area,  it  is  revealed  to  be  undifferen- 
tiated carcinoma. 
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special  fixative  such  as  Zenker’s  solution,  so 
that  cytologic  detail  is  of  the  highest  quality. 

The  surgeon  must  select  the  proper  site  for 
biopsy,  for  I still  know  of  no  way  for  the 
pathologist  to  diagnose  tissue  that  he  does  not 
receive.  It  is  best  that  a surgeon  take  a wedge 
of  normal  tissue  as  it  merges  with  abnormal 
tissue.  For  instance,  we  have  seen  biopsies 
submitted  of  bone  lesions  which  we  returned 
the  diagnosis  of  normal  bone.  Films  taken 
after  the  biopsy  showed  that  the  biopsy  had 
been  taken  near  the  lesion  but  not  from  the 
lesion. 

IMPORTANCE  OF  BIOPSY  BEFORE 
DEFINITIVE  THERAPY:  In  most  situations 
it  is  imperative  that  the  surgeon  know  the 
exact  diagnosis  before  proceeding  with  def- 
initive therapy.  If  he  knows  the  diagnosis, 
then  he  knows  the  potentialities  of  the  par- 
ticular lesion  and  can  plan  a procedure  which 
will  be  adequate  for  that  type  of  lesion  in 
that  location.  We  have  been  greatly  im- 
pressed by  the  extremely  poor  handling  of 
soft  tissue  sarcomas.  For  that  reason  we  re- 
viewed our  experience  at  Washington  Uni- 
versity and  discovered  in  a number  of  in- 
stances the  surgeon  had  felt  that  a soft  tissue 
lesion  was  benign.  He  explored  it,  removed 
it,  and  felt  that  it  had  a capsule.  He  was 
usually  surprised  when  the  diagnosis  of  sar- 
coma was  returned,  and  it  was  unfortunate 
that  this  apparent  encapsulation  was  a pseu- 
doencapsulation. 

We  reviewed  the  follow-up  in  the  group  of 
cases  in  which  a soft  tissue  sarcoma  was  re- 
moved previous  to  biopsy,  and  in  a surpris- 
ing number  of  instances  local  recrudescence 
of  the  tumor  took  place  later  (See  Table). 


CLINICAL  EVALUATION  OF  PRELIMINARY 
BIOPSY 


Number  of 

Local 

Cases 

Recurrences 

Without  biopsy 

27 

21  (78.8%) 

With  biopsy 

12 

2 (16.6%) 

Totals 

39 

23  (59.9%) 

This  was  also 

unfortunate 

because  when 

the  tumor  was  located  in  a critical  zone  such 
as  the  soft  tissue  of  the  inner  aspect  of  the 
thigh,  removal  by  ennucleation  often  causes 
the  tumor  to  be  spread  over  a wide  area.  Then 
if  the  second  operation  had  to  be  done,  am- 
putation or  even  hemipelvectomy  was  in- 
dicated. Conversely,  if  preliminary  biopsy. 


careful  incisional  biopsy  were  done,  then 
proper  planning  for  adequate  local  excision 
would  probably  have  sufficed. 

PROPER  LABELING:  In  the  past  path- 
ologists with  a gross  specimen  of  a breast 
were  content  to  take  one  section  from  the 
breast  tumor  and  then  take  two  or  three 
lymph  nodes  from  the  axilla.  We  have  felt, 
however,  that  it  is  imperative  to  orient  care- 
fully the  specimens,  to  take  secions  from  cer- 
tain specific  areas,  to  diagram  the  involve- 
ment, and  to  write  a report  which  will  be 
meaningful  to  the  surgeon.  In  the  last  para- 
graph of  all  our  specimens  that  are  sub- 
mitted, we  write  several  sentences  which 
convey  our  impressions  as  to  the  type  of 
tumor,  its  adequate  excision,  future  therapy 
indicated,  and  often  prognosis.  We  do  not 
feel,  of  course,  that  we  can  be  dogmatic  about 
these  statements,  but  they  are  at  least  an 
attempt  on  our  part  to  be  helpful  to  the  sur- 
geon in  his  care  of  the  patient.  To  give  an 
example,  in  radical  mastectomy  specimens, 
we  take  at  least  three  sections  from  the  pri- 
mary tumor,  sections  from  uninvolved  quad- 
rants. If  the  tumor  appears  to  be  involving 
pectoral  fascia  or  muscle,  proper  sections  are 
taken.  We  then  take  sections  of  all  lymph 
nodes,  and  these  are  divided  into  high,  mid 
and  low  axilla;  each  lymph  node  is  sectioned. 
In  radical  mastectomy  specimens  we  have  an 
average  of  29  lymph  nodes.  Besides  writing 
this  up  in  detail,  we  also  place  our  findings 
on  a chart  (Fig.  6).  This  chart  depicts  the  ex- 
tent of  the  tumor,  the  involvement  of  the 
nodes  and  several  pertinent  factors.  Similar 
organization  and  routinization  of  the  descrip- 
tion of  specimens  are  done  in  all  of  the  com- 
mon operations.  This  would  include  neck  dis- 
sections, groin  dissections,  larynx  specimens, 
lung  specimens,  large  bowel  specimens,  and 
others. 

CLASSIFICATION  OF  NEOPLASMS:  It 

is  fashionable  to  classify  the  neoplasms  that 
arise  from  a particular  organ.  These  classifi- 
cations have  to  a great  extent  a relatively 
limited  value.  They  are  usually  done  with 
two  purposes,  either  for  purposes  of  recog- 
nition, or  from  the  standpoint  of  being  help- 
ful in  prognosis.  If  you  take  malignant  le- 
sions of  the  stomach,  these  carcinomas  with 
the  rarest  of  exceptions  arise  from  the 
mucous-secreting  cells  of  the  stomach.  Mali- 
gnant tumors  of  the  stomach  have  a variable 
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FIGURE  6: 

Chart  used  in  conjunction  with  detailed 
microscopic  description  in  description  of 
breast  specimens. 

gross  pattern  to  which  different  names  have 
been  given.  For  instance,  the  signet  ring  type 
of  cancer  with  often  a small  stomach  thick- 
ened wall  and  prepyloric  ulcer,  is  important 
to  recognize  because  of  its  invariable  hopeless 
prognosis.  Conversely,  the  polypoid  cancers 
forming  relatively  large  masses  growing 
toward  the  lumen  have  a reduced  instance 
of  regional  metastases  and  thereby  a fairly 
good  prognosis.  These  characterizations  of 
different  variants  of  carcinoma  of  the 
stomach  have  importance  from  the  standpoint 
of  recognition  and  prognosis.  The  thyroid 
gland  produces  many  different  types  of  can- 
cer, and  classification  includes  the  follicular 
type,  the  papillary  cancer,  the  giant  cell  car- 
cinomas, squamous  carcinomas,  etc.  This 
classification  is  of  value  because  the  papillary 
cancers  have  a rather  distinct  evolution,  grow 
slowly,  metastasize  invariably  by  the  lym- 
phatics, and  have  a characteristic  spread. 
Furthermore,  the  giant  cell  carcinomas  in- 
variably grow  rapidly  and  spread  to  distant 
areas.  In  this  type  of  classification,  if  one  is 
speaking  of  groups  of  cases,  the  classification 
in  itself  is  of  great  help  in  evaluating  treat- 
ment and  outlook.  In  individual  cases  it 
usually  is  helpful.  However,  there  are  dis- 


tinct exceptions  to  this  rule,  and  we  have 
seen,  for  instance,  several  carcinomas  of  the 
thyroid  with  every  conceivable  microscopic 
variant  in  both  primary  and  metastases. 

GRADING  OF  CANCER:  It  has  also  been 
the  custom  to  place  numbers  after  different 
types  of  cancer  to  indicate  their  malignant 
potentialities.  The  higher  the  number,  the 
more  malignant  the  tumor.  Such  grading 
has  its  limitations.  In  large  series  of  cases  it 
may  have  some  prognostic  value.  Invariably, 
however,  its  use  is  limited,  and  other  factors 
are  distinctly  more  important.  For  instance, 
in  carcinoma  of  the  breast  we  might  say  that 
there  are  very  few  carcinomas  which  are  ex- 
tremely well  differentiated  that  are  confined 
to  the  ducts  and  that  are  forming  well  dif- 
ferentiated glands.  Such  a cancer  could  be 
called  grade  I cancer.  On  the  other  hand, 
there  are  also  a few  carcinomas  of  the  breast 
which  are  highly  undifferentiated  with  a 
pleomorphic  pattern  with  a very  rapid  clin- 
ical evolution  which  spread  rapidly  and 
causes  death  of  the  patient  in  a few  months. 
It  is  unfortunate  that  these  variants  make  up 
only  a small  percentage  of  all  breast  cancers. 
The  rest  fall  into  a wide  spectrum  which  if 
multiple  sections  are  taken,  different  patterns 
are  seen  that  grading  is  of  relatively  little 
practical  value.  These  factors  have  to  be 
taken  into  consideration  in  thinking  about 
grading  of  cancer.  In  other  words,  you  might 
have  a highly  undifferentiated  carcinoma  of 
the  endometrium  in  which  the  tumor  was 
completely  removed  by  the  hysterectomy. 
Conversely,  you  might  have  a fairly  well  dif- 
ferentiated adenocarcinoma  of  the  endome- 
trium in  which  there  were  metastases  to  the 
lung.  Obviously  the  grading  in  this  instance 
would  not  be  significant. 

FROZEN  SECTION  DIAGNOSIS:  Frozen 
section  diagnosis  is  an  integral  part  of  diag- 
nosis and  should  be  used  when  indicated  in 
order  to  give  help  to  the  surgeon.  I think  at 
times  the  uses  to  which  frozen  sections  are 
put  to  may  be  confused.  Frozen  section  is 
done  in  order  to  make  a therapeutic  decision. 
An  exact  histological  diagnosis  is  not  neces- 
sarily indicated.  The  surgeon  usually  wishes 
to  know  whether  the  tumor  in  question  is 
really  a tumor,  and  if  it  is  a tumor,  whether 
it  is  a benign  or  a malignant  neoplasm.  In 
doing  frozen  sections  we  cut  the  sections 
around  8 microns,  and  use  a stain  called 
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thionin  which  stains  the  tissue  differentially. 
Such  a frozen  section  can  be  done  within  two 
minutes,  and  several  can  be  obtained  within 
a very  short  time  period.  These  sections  are 
almost  as  good  as  permanent  sections,  and 
false  positive  diagnoses  are  rarely  made 
(Fig.  7).  In  our  last  200  frozen  sections  there 


FIGURE  7: 

Actual  photomicrograph  of  a frozen  section 

in  an  undifferentiated  carcinoma  of  the  lung. 

Note  cytologic  detail. 

was  one  false  positive  which  did  not  cause 
the  unnecessary  removal  of  any  tissue.  It 
was  tissue  which  had  been  destroyed  by  an 
inflammatory  process  which  was  chronic,  and 
it  had  to  be  removed.  In  three  instances 
tumor  of  the  breast  could  not  be  diagnosed 
with  certainty,  and  the  surgeon  was  asked 
to  wait  until  a definitive  diagnosis  could  be 
made.  To  give  an  example  of  the  usefulness 
of  frozen  section  in  one  particular  organ,  let 
us  take  the  lung.  In  cancer  of  the  lung,  the 
diagnosis  of  the  operable  case  can  be  made  in 
about  30  per  cent  of  instances  by  the  broncho- 
scopic  biopsy.  In  an  additional  number  a 
definitive  diagnosis  can  be  made  on  the  basis 
of  exfoliative  cytology.  In  the  remaining 
group  there  may  be  a peripheral  lesion  in  the 
lung,  the  nature  of  which  is  obscure  to  the 
radiologist  and  to  the  surgeon.  At  the  time 
of  exploration,  the  surgeon  excises  this  round 
nodule  either  by  wedge  resection  or  at  times 
by  lobectomy.  The  pathologist  then  does  a 
frozen  section.  If  it  is  a benign  process, 
whether  it  be  a neoplasm  or  an  inflammatory 
process,  the  surgery  is  terminated.  If  it  is  a 
malignant  tumor,  further  surgery  as  in- 
dicated, such  as  pneumonectomy,  is  carried 
out.  If  it  is  a benign  tumor  it  is  not  neces- 


sary to  know  whether  it  is  a leiomyoma  or  a 
hamartoma.  It  is  only  necessary  to  know  that 
it  is  benign  and  that  the  operation  as  carried 
out  has  been  an  adequate  one.  The  indica- 
tions for  frozen  section  differ  for  every  organ. 
In  the  pancreas,  at  Washington  University  we 
feel  it  is  essential  to  obtain  a positive  diag- 
nosis for  cancer  before  doing  the  formidable 
procedure  known  as  the  Whipple  operation. 
The  reasons  for  this  are  that  cancer  of  the 
head  of  the  pancreas  is  practically  a non- 
curable  disease.  The  operation  carries  with 
it  at  our  institution  an  operative  mortality  of 
50  per  cent  and  an  operative  morbidity  which 
is  extremely  high.  We  also  do  not  have  a 
single  cured  case  of  carcinoma  of  the  head  of 
the  pancreas.  Frozen  section  diagnosis  is  at 
times  difficult,  but  we  have  as  yet  not  had  a 
false  positive,  and  in  every  instance  except 
one,  the  Whipple  operation  was  done  only 
on  the  basis  of  a positive  histologic  diagnosis. 
There  are  certain  extended  procedures  which 
may  be  modified  or  abandoned  if  frozen  sec- 
tion diagnosis  of  distant  implants  is  positive. 
For  instance,  if  the  patient  has  a carcinoma 
of  the  sigmoid  which  appears  operable,  but 
nodules  are  seen  in  the  liver,  such  a nodule  in 
the  liver  is  biopsied,  and  if  it  demonstrates 
metastatic  adenocarcinoma,  the  sigmoid  op- 
eration then  may  be  more  conservative. 
Furthermore,  if  a patient  with  persistent  can- 
cer of  the  cervix  is  being  considered  for  pel- 
vic evisceration,  then  lymph  nodes  along  the 
aorta  are  biopsied,  and  if  positive,  this  opera- 
tion is  abandoned. 

CYTOLOGY:  Exfoliative  cytology  has  be- 
come an  extremely  important  part  of  the 
function  of  the  pathologist.  Secretions  from 
many  orifices  are  now  being  submitted  to  him 
for  examination,  and  it  is  his  responsibility  to 
organize  a cytologic  laboratory  and  to  define 
the  limitations  and  indications  of  this  diag- 
nostic procedure.  It  is  unfortunate  that  the 
time  required  to  train  technicians  adequately, 
as  well  as  train  a pathologist  is  long  and 
arduous.  The  decisions  made  on  the  basis  of 
cytology  are  often  important  ones,  and  it  is 
thereby  imperative  that  the  background  and 
training  of  such  individuals  be  sound.  There 
are  certain  organs  where  cytologic  investiga- 
tion is  not  practical,  too  difficult  of  interpre- 
tation, or  where  the  chances  of  false  posi- 
tives are  high.  We  do  not  think  it  is  rational 
to  do  cytology  when  a lesion  is  accessible  for 
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an  incisional  biopsy.  We,  therefore,  see  no 
point  in  doing  cytology  on  ulcerative  lesions 
of  the  vulva,  penis,  oral  cavity,  or  skin.  In  a 
few  instances  where  a biopsy  cannot  be  ob- 
tained from  the  esophagus,  smears  from  this 
area  may  be  positive.  Stomach  cytology  has 
proved  somewhat  difficult  to  interpret,  but 
other  investigators  have  obtained  good  re- 
sults. However,  the  indications  for  cytology 
in  stomach  lesions  is  restricted  to  those  cases 
in  which  the  diagnosis  may  be  somewhat  dif- 
ficult, in  which  a lesion  is  present,  and  which 
if  positive  cytology  is  obtained,  it  may  be 
helpful  in  making  the  decision  of  the  surgeon 
and  the  patient  for  gastric  resection.  How- 
ever, in  most  instances  the  lesion  in  the  stom- 
ach requires  surgery,  and  the  therapeutic  de- 
cision can  be  made  at  the  time  of  the  ex- 
ploration. In  a few  instances  carcinoma  of 
the  periampullary  region  has  been  made  by 
exfoliative  cytology.  Exfoliative  cytology,  we 
feel,  has  little  or  no  value  in  suspected  car- 
cinomas of  the  large  bowel.  In  two  instances, 
however,  we  found  it  rewarding.  These  two 
patients  had  obstruction,  a redundant  sig- 
moid, and  colostomy  was  performed.  The  le- 
sion could  not  be  definitely  identified  either 
by  the  proctoscope  or  by  x-ray,  and  malignant 
cells  were  found  from  the  colostomy  opening. 
In  the  genitourinary  tract  exfoliative  cy- 
tology would  appear  to  be  of  little  or  no  value 
in  lesions  of  the  urethra  and  bladder.  These 
lesions  are  accessible  to  biopsy,  and  it  would 
be  only  those  cases  where,  let  us  say,  car- 
cinoma was  concealed  in  a diverticulum,  that 
it  would  be  of  value.  Well  differentiated 
transitional  cell  tumors  of  the  ureters  and 
plevis  cannot  be  diagnosed  with  accuracy  be- 
cause they  look  exactly  like  normal  cells. 
Squamous  cancer  or  undifferentiated  tran- 
sitional cell  carcinomas  of  the  ureter  or  pelvis 
can  be  diagnosed  with  accuracy.  Renal  cell 
carcinoma  arising  from  the  cortex  is  almost 
impossible  to  diagnose.  In  some  instances 
cells  are  not  exfoliated.  In  other  instances 
the  cells  exfoliated  are  very  well  differen- 
tiated, and  similar  cells  can  be  exfoliated 
when  there  is  focal  hyperplasia  of  renal 
tubules.  So  at  the  present  time  we  feel  that 
exfoliative  cytology  is  of  little  or  no  value  in 
the  diagnosis  of  renal  cell  cancer. 


We  think  that  exfoliative  cytology  is  of  no 
value  in  diagnosing  cancer  of  the  prostate. 
This  is  much  too  difficult  a procedure.  In 
lesions  of  the  uterine  cervix  and  endome- 
trium, we  feel  that  cytology  may  be  of  great 
value  in  discovering  the  initial  lesion.  We 
think  that  endocervical  smears  are  of  the 
greatest  value  in  that  regard,  and  we  would 
recommend  that  if  a patient  comes  in  with  a 
gynecologic  complaint,  an  endocervical  smear 
should  be  done.  If  this  smear  is  positive,  then 
the  chances  are  fairly  high  that  the  individ- 
ual has  some  pathology,  which  in  a fairly 
high  percentage  of  instances  will  be  a mali- 
gnant tumor.  However,  no  treatmenl  should 
be  given  on  the  basis  of  cytologic  diagnosis 
alone.  Unfortunately,  we  have  seen  hysterec- 
tomies done  on  the  basis  of  a single  cytologic 
report,  and  this  is  certainly  something  which 
should  never  be  attempted.  We  have  found 
cytology  of  the  greatest  value  in  carcinoma 
of  the  lung.  As  has  already  been  pointed  out, 
only  about  30  per  cent  of  the  resectable  can- 
cers of  the  lung  can  have  a positive  broncho- 
scopic  biopsy.  In  a recent  review  of  our  cases 
there  were  50  instances  in  which  there  were 
changes  by  x-ray  on  one  side,  a negative 
bronchoscopy,  and  a positive  cytological  re- 
port. In  all  of  these  cases  pneumonectomy  or 
lobectomy  was  done,  and  cancer  of  the  lung 
was  found  in  every  instance.  We  feel  that 
this  is  a valuable  method  of  diagnosing  cancer 
of  the  lung.  At  times  exfoliative  cytology 
may  be  of  value  in  following  patients  such  as 
those  that  have  had  pneumonectomies,  in 
order  to  detect  recurrences,  or  in  patients 
that  have  had  irradiation  therapy  of  the  cer- 
vix, in  order  to  detect  persistant  evidence  of 
carcinoma. 

WHAT  SHOULD  THE  PATHOLOGIST'S 
ATTITUDE  BE?  I think  that  the  pathologist 
should  realize  his  limitations,  that  even  with 
all  the  information  available,  he  still  will 
make  errors.  It  is  important  that  he  main- 
tain follow-up  on  the  debatable  cases,  be  con- 
stantly reviewing  the  material  in  order  to 
sharpen  his  diagnostic  ability.  The  path- 
ologist must  work  with  the  clinician  and 
realize  that  he  is  part  of  the  team  which  has 
to  make  the  diagnosis,  determine  therapy, 
and  consider  prognosis. 
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THE  MEDICAL  SCHOOL  AND  RURAL 
HEALTH 

By  Walter  L.  Hard.  Ph.D. 

Dean 

School  of  Medical  Sciences 
University  of  South  Dakota 


My  objective  in  this  discussion  is  two-fold. 
First,  to  summarize  some  of  the  more  out- 
standing contributions  made  by  the  medical 
school  to  medical  care  and  service  facilities 
in  this  state.  Secondly,  to  emphasize  that  a 
solution  to  most  of  the  problems  which  di- 
rectly affect  the  health  and  welfare  of  our 
rural  population  is  truly  predicated  upon 
education  at  one  level  or  another.  I use  the 
term  “education”  in  its  broadest  sense.  We 
could  well  adopt  the  term  “intramural,” 
meaning  wall,  for  those  educational  activities 
confined  to  an  institution  while  “extramural” 
education  is  essentially  that  activity  in  which 
we  are  participating  today.  It  embraces  the 
collection  and  dissemination  of  information 
to  the  public  such  as  is  represented  by  a 
majority  of  the  activities  of  both  State  and 
Federal  Departments  of  Health,  of  the  De- 
partment of  Agriculture,  and  of  our  State  and 
National  Medical  Associations. 

But  these  two  areas  of  educational  enter- 
prise are  not  sharply  divisible.  To  the  con- 
trary, extramural  educational  activities  must 
be  entirely  dependent  on  the  more  formal 
educational  opportunities  as  provided  by  our 
colleges  and  universities.  In  plain  terms  you 
simply  cannot  develop  an  on-the-spot,  exten- 
sion type,  program  unless  trained,  qualified 
personnel  are  available  for  such  work.  This 
means  that  these  personnel  must  be  educated 
obviously  in  the  institutional  environment. 
I do  have  reason  to  believe  that  the  limited 
numbers  of  trained  personnel  such  as  nurses. 


public  health  workers,  technicians,  sanitary 
engineers,  etc.,  does  at  present  impose  a most 
serious  restriction  on  the  expansion  of  any 
extensive  rural  health  program. 

Let  us  turn  our  attention  directly  to  what 
contributions  the  medical  school  may  make 
to  the  solution  of  some  of  our  rural  health 
problems.  Obviously,  our  paramount  job  is 
the  training  of  physicians.  To  give  you  an  ex- 
ample of  what  this  means  in  terms  of  health 
facilities  available  to  the  state,  let  me  note 
that  our  school,  since  its  founding,  embraces 
essentially  the  productive  period  of  a man’s 
lifetime  or  about  50  years.  Through  this 
span  of  years  our  school  will  have  graduated 
close  to  1,000  doctors,  and  in  terms  of  num- 
ber this  represents  the  present  physician 
population  of  not  only  South  Dakota  but 
North  Dakota  combined.  In  short,  the  ab- 
sence of  these  facilities  would  mean  a re- 
duction in  our  present  physician  population 
of  what  is  presently  represented  by  all  the 
physicians  in  the  Dakotas.  But  the  matter  is 
considerably  more  critical  than  just  mere 
numbers  alone.  Would  South  Dakota  stu- 
dents have  an  opportunity  to  enter  the  med- 
ical profession  in  the  absence  of  such  facil- 
ities available  in  the  state?  There  is  adequate 
evidence  to  suggest  that  they  would  not  in 
the  main.  Over  the  years  South  Dakota  has 
ranked  near  the  top  of  the  states  in  numbers 
of  students  studying  medicine  in  ratio  to 
population.  How  about  the  eleven  states  that 
do  not  have  medical  educational  facilities  and 
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these  incidentally  are  largely  rural  like  South 
Dakota?  These  states  are  at  the  bottom  of 
the  list  in  numbers  of  students  studying  med- 
icine. 

Likewise,  South  Dakota  can  take  some 
satisfaction  in  recognizing  that  in  recent 
years  upwards  of  40%  of  its  graduates  are  re- 
turning to  this  state  for  practice,  and  about 
75%  of  its  graduates  are  licensed  for  practice 
in  the  state.  Obviously,  we  would  like  to  see 
every  South  Dakota  medical  graduate  back 
in  the  state  for  practice.  It  is  to  be  noted, 
however,  that  our  present  return  is  probably 
higher  than  one  would  find  in  any  compar- 
able educational  field  at  a professional  level 
in  the  state.  I would  also  note  that  numbers 
of  four-year  schools  do  not  have  any  sig- 
nificantly higher  percentage  of  students  re- 
tained within  their  state  boundaries.  This  is 
another  way  of  saying  that  many  factors 
other  than  the  location  of  the  school  will  de- 
termine the  site  of  practice  for  members  of 
any  professional  group.  In  any  event,  the  im- 
portant consideration  is  not  the  location  of 
graduates  of  the  school  but  rather  the  oppor- 
tunities that  are  provided  the  citizenry  of  the 
state  for  acquiring  a medical  education. 

A second  item  on  this  problem  of  physician 
placement  is  worthy  of  m.ention.  Every  South 
Dakota  medical  school  graduate  who  has  re- 
turned to  the  state  for  internship  work  has 
remained  within  the  state  to  practice  med- 
icine. Perhaps  there  is  a lesson  for  us  in  that 
fact.  It  would  be  to  the  effect  that  other 
accredited  hospitals  together  with  the  med- 
ical school,  make  a concerted  effort  to  or- 
ganize a sufficiently  attractive  program,  to 
entice  an  ever-increasing  number  of  our 
graduates  back  to  the  state  for  internship 
training.  Once  here  they  are  apt  to  find  the 
excellent  practice  sites  available  throughout 
the  state. 

In  addition  to  the  internship  training  pro- 
gram just  mentioned,  a second  program  was 
introduced  at  the  medical  school  some  eight 
years  ago  and  had  as  one  of  several  objec- 
tives the  acquainting  of  the  young  medical 
student  with  the  nature  of  small  urban  and 
rural  medical  practice.  I refer  to  the  pre- 
ceptorship  program  whereby  students  in 
their  sophomore  year  spend  some  four  weeks 
working  intimately  with  an  individual  phys- 
ician assigned  to  some  community  within  the 
state.  This  program  has  been  directly  re- 


sponsible for  numbers  of  students  to  return 
to  the  state  for  medical  practice  and  in  some 
instances  to  return  to  the  physician  with 
whom  they  originally  served  the  preceptor- 
ship. 

Let  us  turn  our  attention  to  certain  other 
activities  of  the  school  which  have  had  and 
should  continue  to  express  a very  direct 
effect  on  rural  health  in  the  state.  You  have 
often  heard  the  remark  that  a University  rep- 
resents a storehouse  of  knowledge  which  has 
humorously  been  attributed  to  the  alleged 
fact  that  the  “freshmen  bring  in  .more  knowl- 
edge than  the  seniors  take  out  with  them.” 
I am  inclined  to  believe,  however,  that  there 
is  another  more  valid  reason  and  that  is  the 
accumulation  of  a competent,  active  faculty 
which  is  constantly  at  work  adding  to  our 
fund  of  medical  knowledge.  How  does  this 
apply  insofar  as  contributing  to  problems  of 
rural  health?  First,  the  medical  school  does 
offer  the  physician  throughout  the  state  cer- 
tain services  in  diagnostic  fields  such  as  path- 
ology and  m.icrobiology  which  are  of  direct 
assistance  to  the  physician  in  the  handling  of 
his  patients.  These  types  of  services,  then, 
cannot  help  but  elevate  the  quality  of  med- 
ical care  that  is  offered  the  rural  population, 
for  the  majority  of  the  physicians  that  take 
advantage  of  these  services  are  located  in  the 
smaller  communities  lacking  the  laboratory 
and  specialty  services  as  are  generally  avail- 
able in  the  larger  hospitals.  Research  inter- 
ests of  the  faculty  have  taken  the  form  of 
surveys  designed  to  identify  the  incidence  of 
certain  diseases  in  both  the  human  and 
domestic  animal  populations.  Indeed,  one 
such  survey  in  order  to  be  conducted  on  an 
adequate  basis  required  the  developm.ent  of 
a new  type  of  diagnostic  procedure  for  this 
particular  disease.  This  procedure  is  proving 
to  be  of  such  value  as  to  be  now  on  trial  for 
possible  general  adoption  by  the  medical  de- 
partment of  the  armed  services,  including  the 
veterinary  medical  division.  I cite  this  as 
only  an  example  of  just  what  significant  con- 
tributions can  be  made  by  personnel  ade- 
quately trained  and  competent  in  their  spec- 
ialty fields.  The  results  of  these  surveys  can- 
not help  but  be  advantageous  to  the  phys- 
icians and  other  health  workers  in  formula- 
ting necessary  measures  for  prevention  and 
control  of  such  diseases. 

Another  contribution  of  the  medical  fac- 
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ulty  which  has  directly  affected  the  type  and 
quality  of  medical  services  available  to  the 
rural  population  of  South  Dakota  is  to  be 
seen  in  the  postgraduate  medical  programs 
sponsored  by  the  medical  school.  We  are  all 
familiar  with  the  tremendous  advances  in 
medical  knowledge  in  recent  years.  But  un- 
less the  new  technics  for  diagnosis  and  treat- 
ment of  disease  get  into  the  hands  of  those 
people  directly  concerned,  namely  the  phys- 
icians, the  benefits  of  these  developments  are 
wasted.  Now  it  is  a tough  proposition  for  a 
physician  to  keep  abreast  of  all  recent  de- 
velopments as  adequately  as  he  would  prefer. 
Many  find  the  most  satisfactory  method  is  to 
literally  go  back  to  medical  school  for  special 
courses  dealing  with  these  new  developments. 
A number  of  such  courses  have  been  intro- 
duced at  the  medical  school  over  the  past 
three  years.  One  or  two  examples  will  suffice 
to  illustrate  how  effective  such  courses  are  in 
elevating  the  quality  of  medical  care  avail- 
able to  the  rural  population.  The  Depart- 
ment of  Microbiology  offered  a course  to 
some  fifteen  doctors  and  medical  technicians 
throughout  the  state  instructing  them  in  how 
by  a simple  procedure  a doctor  could  deter- 
mine which  one  of  the  several  antibiotic 
drugs  such  as  penicillin,  Aureomycin®,  etc., 
would  prove  most  effective  against  an  un- 
known or  undiagnosed  infection  from  which 
the  given  individual  was  suffering.  The 
alternative  procedure  would  delay  appro- 
priate treatment  perhaps  for  days  while  a 
sample  of  the  offending  agent,  perhaps  blood 
or  sputum,  was  mailed  to  a laboratory,  diag- 
nosed and  the  suggestions  for  treatment 
finally  returned  to  the  physician. 

Another  example  of  how  medical  care  and 
facilities  have  increased  in  the  state  as  a re- 
sult of  medical  school  activities  is  repre- 
sented in  two  short  courses  for  physicians 
operated  last  year  by  our  Department  of 
Physiology  and  Pharmacology  dealing  with 
the  use  of  radioactive  isotopes  in  medicine. 
These  isotopes,  the  product  of  atomic  bomb 
research,  are  of  tremendous  value  in  the 
diagnosis  of  certain  diseases.  Previously,  a 
physician  needing  this  information  to  pro- 
perly diagnose  a given  case  would  find  it 
necessary  to  send  the  patient  out  of  the  state 
to  one  of  the  large  medical  centers.  As  a re- 
sult of  these  courses,  there  are  now  some 
fifteen  South  Dakota  physicians  certified  by 


the  Atomic  Energy  Commission  as  being 
qualified  to  use  these  isotopes  and  there  are 
now  seven  well  equipped  laboratories  dis- 
tributed throughout  the  state  where  patients 
can  receive  this  up-to-the-minute  treatment. 

I think  it  is  evident  from  citing  just  these 
few  examples  that  a medical  school  does  con- 
tribute in  a direct  way  to  the  improvement 
of  medical  service  and  does  serve  to  provide 
citizens  of  the  state  with  the  best  possible 
medical  care  that  they  can  achieve  anywhere. 
Time  simply  does  not  permit  me  to  amplify 
on  a considerable  number  of  other  activities 
which,  also,  have  their  effect  in  the  promo- 
tion of  rural  health.  I would  be  amiss,  how- 
ever, not  to  point  out  that  the  medical  de- 
partments are  contributing  through  educa- 
tion to  the  new  training  program  for  nurses 
inaugurated  at  the  University  last  year. 

I persist  in  the  belief  that  still  the  most 
significant  contribution  of  the  school  is  to 
assure  educational  opportunity  for  the  most 
important  product  produced  by  the  rural 
population,  namely  the  children.  In  short, 
the  absence  of  medical  educational  facilities, 
as  previously  noted,  would  result  in  the  in- 
adequate opportunities  for  professional  edu- 
cation to  all  of  the  deserving  young  people  of 
the  state. 

I would  like  to  conclude  this  discussion 
with  a few  observations  in  terms  of  what  we 
see  in  future  need. 

First,  surveys  of  specific  disease  entities 
should  be  continued  and  expanded  in  order 
to  secure  that  type  of  information  which  can 
best  be  of  service  to  physicians  in  diagnosis 
and  treatment.  I have  made  reference  to  the 
fact  that  a start  has  been  made  by  our  staff 
in  this  direction  but  for  maximum  results  and 
economy,  it  should  be  an  integrated  approach 
with  other  agencies  of  the  state  concerned  di- 
rectly in  such  health  matters. 

Secondly,  there  has  been  a tremendous  in- 
crease in  the  use  of  insecticides  and  other 
toxicological  material  by  the  rural  popula- 
tion and  the  effects  of  these  agents  on  the 
human  body  are  virtually  unknown.  That 
they  do  have  an  adverse  effect  is  amply  at- 
tested by  the  increased  number  of  patients, 
coming  to  the  physicians’  attention,  with 

(Continued  on  Page  458) 
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THE  WORK  OF  THE  PHYSICAL 
THERAPIST 
*Lois  Saxton 
Rapid  City,  S.  D. 


The  loss  of  manpower  during  World  War  II 
and  the  Korean  conflict  and  the  stepped-up 
economy  following  have  been  vital  factors 
pushing  and  developing  our  rehabilitation 
and  physical  therapy  programs. 

Physical  Therapy  embraces  many  phases 
of  modalities  or  types  of  treatment  in  the 
treating  of  disease  or  injury  and  in  perform- 
ing tests.  Recently,  a patient  in  a hospital 
ward  after  observing  me  push  a diathermy 
machine  past  his  room  for  several  days  re- 
marked, “You  must  get  tired  doing  that  all 
day  long!”  To  many  people  and  doctors  as 
well.  Physical  Therapy  and  diathermy  are 
synonymous.  Space  will  not  permit  a de- 
tailed discussion  of  the  scope  of  Physical 
Therapy,  but  I will  try  to  convey  some  of  the 
things  we  as  physical  therapists  do. 

Now  in  my  twentieth  year  as  a physical 
therapist,  I can  truly  say  we  have  had 
changes  in  techniques  and  types  of  treatment 
during  that  time.  We  see  on  the  doctor’s 
prescription  many  patients  with  fractures  for 
whirlpool  or  infra-red  and  graduated  resis- 
tive exercises  much  earlier  than  in  the  years 
past.  Removal  of  the  knee  cartilage  once 
posed  serious  problems  for  us  in  helping  the 
patient  regain  function  and  mobility  of  the 
muscles  about  the  knee.  Many  doctors  in- 
stitute a program  of  physical  therapy  starting 
the  day  following  surgery  with  emphasis  on 
strengthening  the  quadriceps  muscle  and 
early  ambulation.  The  surgeon  recognizes  the 
importance  of  deep  breathing  exercises,  leg 
and  foot  exercises  and  ambulation  following 
many  kinds  of  abdominal  surgery.  Many 
physical  therapists  work  on  such  programs  in 
the  hospitals  and  see  the  post-surgical  pa- 
tients routinely. 

Heat  has  long  been  considered  of  value  in 
the  treatment  of  various  traumatic  injuries. 
Infra-red,  short  wave  diathermy,  paraffin 
baths,  whirlpool,  hot  packs,  ultra-sound 
therapy,  give  different  kinds  of  heat  and  are 
ordered  when  the  needs  of  the  patient  are 
best  served.  Ultra-violet  is  used  in  certain 

^President,  South  Dakota  Chapter 
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skin  conditions  and  for  drying  up  localized 
body  areas.  Massage  is  used  for  circulatory 
effects  and  to  aid  in  the  restoration  of  joint 
action.  The  use  of  low  volt  muscle  stimula- 
tors is  of  considerable  value  in  post-fractures, 
nerve  injuries  and  in  keeping  up  muscle  tone 
during  convalescence.  I cannot  stress  too 
strongly  the  value  of  the  galvanic  current  in 
maintaining  muscle  tone  in  a degenerated 
nerve  injury. 

The  proper  application  of  exercises  follow- 
ing fractures  of  the  femur  in  maintaining 
muscle  tone  of  the  quadriceps  muscle,  the 
stretching  of  muscles  and  proper  posture 
exercises  in  back  injuries,  helping  the  arthri- 
tic patient  with  exercises  to  regain  mobility 
and  muscle  tone  in  affected  joints  are  but  a 
few  of  the  many  ways  exercises  can  help  the 
patient. 

Frequently,  physical  therapists  see  a pa- 
tient who  has  been  told  to  go  home  and  exer- 
cise his  now  healed  arm.  The  doctor  has  per- 
haps not  been  able  to  check  his  patient  as 
often  as  he  wished.  The  patient,  after  arriv- 
ing home  forgot  a few  exercises  and  he  failed 
to  properly  carry  through  with  the  remain- 
der. Part  of  our  job  is  seeing  the  patient  un- 
derstands his  part  of  the  program  and  under- 
stands the  importance  of  carrying  through 
your  orders.  Understanding  the  range  of 
motion  and  the  musculature  necessary  for 
carrying  out  a motion  such  as  pronation  and 
supination  of  the  forearm  is  a simple  matter 
to  us.  Ask  a patient  to  supinate  or  pronate 
the  forearm  without  demonstrating  it  to  him 
and  many  times  he  will  flop  the  arm  at  the 
shoulder  or  bend  the  elbow.  Until  he  broke 
the  arm  he  took  all  the  movements  of  it  for 
granted.  He  was  aware  he  had  five  fingers, 
etc.,  but  if  asked  to  name  the  number  of 
joints  in  his  fingers  without  looking  at  them, 
he  cannot  do  it.  So  the  program  of  exercising 
must  be  explained  to  the  understanding  of 
the  patient  and  cannot  be  haphazard. 

To  tell  the  patient  to  go  home  and  soak  in 
the  bathtub  or  soak  the  arm  in  the  wash 
basin  is  fine  and  practical  from  the  stand- 
point of  money  and  time  to  the  patient.  Many 
times  the  patient  lacks  the  will  to  carry 
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through  or  is  frequently  neglectful.  We  try 
to  fill  the  void  and  get  the  patient  started 
out  right  so  he  may  carry  through  to  a suc- 
cessful conclusion  satisfactory  to  you,  the 
physician  and  to  himself.  Sometimes  patients 
become  dissatisfied  when  put  on  their  own 
and  seek  medical  help  outside  the  profession. 
We  have  had  patients  tell  us  that  they  would 
never  think  of  going  to  a doctor  when  they 
have  a backache.  The  laying  on  of  hands 
seems  to  have  a psychological  effect  as  well 
as  a physiological  one.  The  cultist  fills  the 
need  with  this  patient  and  the  patient  con- 
tinues to  see  him  whenever  his  backache  re- 
curs. 

Shortening  the  period  of  convalescence, 
then,  is  both  a saving  of  money  and  time  to 
the  wage  earner  and  homemaker.  Physical 
therapy  endeavors  to  do  this  acting  on  the 
physician’s  orders.  The  recent  enactment  of 
a state  licensing  board  and  law  requiring  all 
physical  therapists  to  be  licensed  in  the  state 


of  South  Dakota  brings  an  added  sense  of 
responsibility  to  all  physical  therapists.  We 
pledge  to  keep  our  professional  standards 
high  and  strive  to  constantly  better  our  pro- 
fession. 

The  following  is  a list  of  licensed  Physical  Therapists  in 
South  Dakota; 

Edward  C.  Akerly,  Hot  Springs,  S.  D. 

Louis  Akers,  Downey,  Illinois 
J.  R.  Amick,  Valentine,  Nebr. 

Gwen  M.  Bailey,  Rapid  City,  S.  D. 

Helen  C.  Buchanan,  Huron,  S.  D. 

Cornelia  A.  Burrill,  Sioux  Falls,  S.  D. 

Doris  D.  Chaffin,  Sturgis,  S.  D. 

Keith  C.  Fitzpatrick,  Mitchell,  S.  D. 

Dale  R.  Fellows,  Sioux  Falls,  S.  D. 

Katherine  J.  Gale,  Sioux  Falls,  S.  D. 

Sister  Mary  Alacoque  Geppert,  Aberdeen,  S.  D. 

George  O.  Herrick,  Ft.  Meade,  S.  D. 

Ruth  S.  Howe,  Presho,  S.  D. 

Sister  Mary  Leoncia,  Watertown,  S.  D. 

Neil  H.  Meyers,  Mitchell,  S.  D. 

Robert  H.  Normand,  Rapid  City,  S.  D. 

Allen  E.  Quail,  Sioux  Falls,  S.  D. 

Lois  M.  Saxton,  Rapid  City,  S.  D. 

W.  J.  Shultz,  Ellsworth  AFB,  S.  D. 

Virginia  W.  Skinner,  Sioux  Falls,  S.  D. 

Annette  L.  Smith,  Mission  Hill,  S.  D. 

Carol  Spensley,  Sioux  Falls,  S.  D. 


ANNUAL  CLINICAL  CONFERENCE 

Chicane  ifletiical  ^pcietif 
March  5,  6,  7 and  8,  1957 
PALMER  HOUSE,  CHICAGO 

Daily  Half-Hour  Lectures  by  Outstanding  Teachers  and  Speakers 

on  subjects  of  interest  to  both  general  practitioners  and  specialists 

Panels  on  Timely  Topics  Daily  Teaching  Demonstrations 

Medical  Color  Telecasts 

Scientific  Exhibits  worthy  of  real  study  and  helpful  and  time-saving 

Technical  Exhibits 

The  Chicago  Medical  Society  Annual  Clinical  Conference  should  be  a MUST  on  the  calendar  ©f  every 

physician.  Plan  now  to  attend  and  make  your  reservation  at  the  Palmer  House. 
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ARE  YOU  TAX  BAIT? 

(Continued  from  November) 

Ralph  R.  Benson 
Attorney-at-Law 
Los  Angeles.  California 


BAIT  #13 

Do  you  pay  your  bills  in  cash? 

Do  you  think  anything  could  ever  shock  a 
Cadillac  salesman?  Well,  just  try  paying  off 
the  purchase  of  a new  Cadillac  in  cash.  Dr.  M 
thought  he  had  just  made  a good  deal.  He 
had  not  quite  reached  35  and  was  about  to 
become  the  “proud  owner”  of  their  newest 
model.  Of  course,  it  was  not  all  in  cash  — 
just  $2,000  in  $100  bills,  the  balance  of  $3,600 
of  the  purchase  price  was  his  trade-in,  a car 
only  a year  bid.  The  salesman  recounted  the 
money,  piling  it  neatly  on  his  glasstop  desk 
and  with  a nervous  smile  gave  the  cash  re- 
ceipt and  the  keys  to  the  excited  and  happy 
Dr.  M and  his  wife. 

In  the  course  of  time,  the  salesman  forgot 
about  the  whole  deal.  But  Dr.  M vividly  re- 
membered this  purchase  for  more  reasons 
than  he  later  cared  to  remember.  At  Income 
Tax  Season  — “open”  season  for  the  unwary 
— Dr.  M simply  took  100%  business  and  pro- 
fessional depreciation  of  the  new  car.  This 
was  correct  because  the  car  was  not  used  for 
personal  reasons.  But  he  took  the  straight 
line  method,  figuring  4 years  of  life  for  the 
new  car,  and  divided  the  total  price  of  $5,600 
by  4.  He  was  wrong.  An  accountant  would 
take  into  consideration  the  trade-in  on  the 
old  car  by  picking  up  from  last  year  the  de- 
preciated value  $3,600  ' j . 4 — 900)  and  the 
unused  depreciation,  $2,700,  added  to  the 
$2,000  cash  balance,  for  a total  of  $4,700  be- 
fore dividing  by  the  straight  4.  What  had 
thrown  Dr.  M off  was  the  sales  gimmick  of 
giving  him  a $3,600  trade-in  allowance  on  the 
new  car,  the  exact  amount  he  had  originally 
paid  for  the  old  car. 

The  tax  return  was  processed.  When  the 
new  car  showed  up  it  was  compared  with  the 
depreciation  of  last  year.  The  tax  people 
thought  the  old  car  was  overlooked  either  by 
being  sold  and  unaccounted  for  or  that  he  was 
still  using  it  for  business  or  personal  reasons, 
and  should  be  explained.  The  Doctor  was 
called  in  and  as  a simple  routine  affair  was 
asked  to  bring  in  his  receipts  and  checks  on 
payment  of  the  new  car.  When  the  Doctor 


explained  he  paid  in  cash  and  had  no  check, 
he  now  had  a nervous  smile  on  his  face 
reminiscent  of  the  salesman  at  the  car  agency 
office.  True,  paying  bills  in  cash  would  not 
be  revealed  on  the  face  of  the  tax  return,  but 
once  the  Government’s  attention  is  attracted 
even  by  a small  bait  on  the  return,  then  when 
the  cash  transactions  are  uncovered,  the  Gov- 
ernment has  a newer  and  better  bait  to  be 
intrigued  with  for  a more  discerning  investi- 
gation. 

The  moral  is:  If  you  pay  by  cash,  be  pre- 
pared for  the  awkward  looks  and  the  nervous 
smiles.  As  the  Major  said  to  the  Lieutenant 
in  the  Medical  Corps:  “Do  it  through  chan- 
nels.” Cash  transactions  are  not  routine. 
Always  deposit  every  cash  receipt  in  a bus- 
iness or  professional  checking  account  and 
all  payments  can  be  made  from  there. 

BAIT  #14 

Are  you  buying  property? 

Dr.  .N,  31,  in  his  first  year  of  practice,  pur- 
chased a $50,000  home.  The  escrow  called  for 
$25,000  cash  down  and  a $25,000  mortgage. 
The  County  Assessor,  using  the  50%  value 
of  the  real  estate  as  a yardstick,  placed  a 
$25,000  value  as  assessment  for  county  real 
property  taxes. 

This  new  home  was  a far  cry  from  the  fox 
holes  on  the  Anzio  Beachhead  as  a medical 
corpsman  under  mortar  fire  and  exploding 
hand  grenades.  With  victory  in  Europe  came 
medical  school  under  the  G.  I.  Bill.  He 
dreamed  of  a small  town  practice.  Finally,  at 
31,  he  was. already  established  in  a small  city, 
had  a new  home,  and  had  married.  He 
donated  one  afternoon  a week  to  a Spastic 
Children’s  Foundation  and  even  gave  a dona- 
tion of  $1,000  to  its  fund.  He  was  well  liked 
by  the  community  and  the  home  was  a sym- 
bol of  his  inner  well  being. 

One  night  he  sat  down  to  do  his  tax  return. 
His  return  was  fairly  simple  inasmuch  as  it 
was  his  first  year  in  practice.  He  decided  to 
itemize  his  deductions  on  page  3.  He  took 
$1,000  charitable  deduction.  He  also  took  a 
deduction  for  the  taxes  and  mortgage  interest 
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on  the  house.  His  return  was  absolutely  ac- 
curate. But  his  return  was  pulled.  The  Gov- 
ernment was  in  a fog  as  to  the  low  mortgage 
interest  compared  to  the  high  real  estate 
taxes.  The  realty  taxes  are  a give-away  as 
to  valuation.  When  the  tax  people  looked  for 
prior  tax  returns  from  Dr.  N,  they  found 
none.  They  called  him  in  to  meet  him.  It  was 
a short  visit  — when  the  Doctor  explained 
that  the  $25,000  down  payment  came  from 
his  wife’s  family  as  a present  to  the  newly- 
weds. 

The  moral  is:  Be  prepared  to  explain  the 
source  of  any  large  down  payment  in  buying 
property.  The  size  of  the  down  payment  re- 
veals itself  to  the  Government  both  on  a tax 
return  and  in  the  records  of  the  County  Re- 
corder which  are  often  scrutinized  by  the 
Treasury  Department.  The  tax  man  at  the 
Federal  Building  looks  at  the  tax  return,  page 
3,  for  the  items  of  reality  taxes  and  mor- 
tgage interest  and  could  then  approximate 
the  down  payment.  The  tax  man  at  the 
County  Recorder’s  Office  can  look  at  the  re- 
corded mortgage  instrument  for  the  size  of 
the  debt  and  then  look  at  the  deed  for  the 
documentary  stamps  which  are  paid  on  the 
total  value  of  the  property  and  he  then  ar- 
rives at  the  amount  paid  down.  At  the  Re- 


corder’s Office,  these  documentary  stamps 
are  helpful  because  usually  the  deed  to  the 
property  does  not  state  the  total  sales  price. 
Believe  it  or  not,  the  Government  is  not  a 
snooper  — but  the  tax  checkers  and  special 
agents  are  well  trained  and  intelligent. 

(To  be  Continued  in  January) 


THE  MEDICAL  SCHOOL  AND 
RURAL  HEALTH— 

(Continued  from  Page  454) 
peculiar  ailments  attributable  to  these  toxi- 
cological agents.  We  need  a laboratory  where 
problems  of  this  type  can  be  studied  and 
properly  it  should  be  located  where  the  per- 
sonnel are  already  available  for  application 
of  their  talents  and  knowledge  to  the  prob- 
lem. 

Thirdly,  the  State  Medical  Association  has 
made  an  auspicious  start  in  the  study  of  both 
the  medical  and  economic  aspects  of  the  more 
elderly  segment  of  our  population.  These 
studies  could  generally  be  expanded  to  in- 
clude the  entire  rural  population. 

Fourth,  since  medical  education  remains 
the  keystone  of  all  of  our  efforts  and  activ- 
ities in  promoting  better  health  for  our  rural 
population,  it  should  be  deserving  of  con- 
tinued and  expanded  financial  support. 
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for  a spastic 


Trasenllne-FHenobarbilai 


c I B A 

Summit,  N.  J. 


integrated  relief . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 
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TABLETS  (yellow,  coated),  each  containing 
SO  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  SO  mg.  phenobarbital. 
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Program 


THE  MEDICOLEGAL  CONFERENCE 


8:30-9:30  A.M. 
9:30-9:50  A.M. 


9:50-10:30  A.M. 

10:30-12:00  noon 
Noon  Adjournment 


1:30-2:00  P.M. 
2:00-3:30  P.M. 


3:30-3:45  P.M. 
3:45-4:15  P.M. 
4:15-5:00  P.M. 


6:00  P.M. 
7:00  P.M. 


9:30-10:15  A.M. 
10:15-10:45  A.M. 

10:45-11:00  A.M. 
11:00-11:30  A.M. 

11:30-12:00  noon 

Noon  Adjournment 


1:15-1:45  P.M. 
1:45-3:00  P.M. 
3:00  P.M. 


Elks  Ballroom 
Marvin  Hughiti  Hotel 
Huron,  South  Dakota 

SATURDAY,  JANUARY  26.  1956 
Morning  Session 

Chairman — C.  L.  Swanson,  M.D.,  Pierre 

Registration — Lobby  of  the  Elks  Ballroom 
Welcome  by  A.  P.  Peeke,  M.D.,  President,  Volga 
South  Dakota  State  Medical  Association 
and 

Herbert  Rudolph,  President,  Pierre 

South  Dakota  State  Bar  Association 

Professional  Liability — C.  F.  Branton 

St.  Paul  Mercury  Indemnity  Company,  St.  Paul,  Minn. 

Medical  Examiners  Law — Wayne  Geib,  M.D.,  Rapid  City 

Afternoon  Session 

Chairman^ — -T.  A.  Hohm.,  M.D.,  Huron 
The  Medical  Witness — C.  Joseph  Stetler,  Director  Law  Depart- 
ment, American  Medical  Association 
The  Medical  Expert  Witness — -A  Demonstration 
Judge — C.  Joseph  Stetler 
Physician — Ralph  E.  DeForest,  M.D.,  Chicago 
Direct  Examination — R.  G.  Van  Buskirk 
Cross  Examination — Edwin  G.  Holman 
(Demonstration  staffed  and  produced  by  AMA  Law  Department) 
Coffee  Break— Elks  Ballroom 
Discussion  of  Trial  Led  by  C.  Joseph  Stetler 

Pet  Peeves— A discussion  period  designed  to  air  differences 

between  the  two  professions 

Chairman- — Boyd  Benson,  Huron 

Pre-Prandial  Libation— Elks  Ballroom 

Dinner-Elks  Ballroom  (price  $2.50  per  person) 

Dinner  Speaker — Hon.  Joe  Foss,  Governor,  State  of  South  Dakota 
Toa.stmaster — N.  E.  Wessman,  M.D.,  Sioux  Falls 

SUNDAY.  JANUARY  27,  1957 
Morning  Session 

Chairman— H.  F.  Fellows,  Rapid  City 
“The  Doctors  Duty  in  Law  Enforcement” 

“Relationship  of  Trauma  to  Neurosis” 

Cecil  G.  Baker,  M.D.,  Superintendent,  Yankton,  State  Hospital 

Coffee  Break — Elks  Ballroom 

Problem  Injuries  of  the  Extremities 

Robert  Van  Demark,  M.D.,  Sioux  Falls 

Question  and  Answer  period  conducted  by 

Judge  Dwight  Campbell,  Aberdeen 

Afternoon  Session 

Chairman — P.  Preston  Brogdon,  M.D.,  Mitchell 

Medicolegal  Problems^ — C.  Joseph  Stetler,  Chicago 

The  Interprofessional  Code — Ellsworth  Evans,  Sioux  Falls 

Adjournment 
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New  Books 

Dr.  Warren  L.  Jones  of  Sioux  Falls,  Asso- 
ciate Professor  of  Medicine  of  the  Clinical 
Faculty  of  the  University  Medical  School 
recommended  for  student  references  Cardiac 
Diagnosis,  a Physiologic  Approach  by  R.  F. 
Rushmer,  Associate  Professor  of  Physiology 
and  Biophysics  of  the  University  of  Washing- 
ton Medical  School.  Saunders,  1955. 

This  book  is  one  that  experienced  phys- 
icians as  well  as  medical  students  would  find 
valuable.  It  represents  an  approach  to  car- 
diac diagnosis,  based  on  the  functions  and 
control  of  the  heart  under  normal  and  ab- 
normal conditions  emphasizing  the  mechan- 
isms by  which  disease  processes  produce 
various  signs  and  symptoms. 

The  many  changes  in  recent  years  in  the 
concepts  of  cardiac  functions  and  control  with 
rapid  advances  in  prophylaxis  against  rheu- 
matic fever  and  surgical  therapy  of  many 
types  of  valvular  and  congenital  heart  di- 
seases greatly  increase  the  need  for  accurate 
diagnosis. 

According  to  the  organization  of  the  book, 
in  which  the  heart  is  considered  in  relation 
to  the  entire  circulatory  system.  Part  I is 
devoted  to  the  anatomic,  physical  and  func- 
tional aspects  of  the  whole  cardiovascular 
system.  Part  II  is  concerned  with  the  regu- 
lation of  the  peripheral  vascular  systems  of 
the  heart,  reflecting  the  growing  emphasis  on 
neural  and  hormonal  control.  Part  III  analy- 
zes congestive  heart  failure  using  a compre- 
hensive scheme  of  the  factors  in  cardiac  re- 
serve and  their  interrelationships.  Part  IV 
includes  basic  principles,  method  of  pro- 
cedures, usefulness  and  limitations  of  diag- 
nostic techniques  and  Part  V is  the  apprecia- 
tion of  fundamental  concepts  and  diagnostic 


methods  to  clinical  problems  encountered 
among  5 main  categories  of  heart  disease. 

The  illustrations  are  unusual  and  a val- 
uable aid  in  clarifying  ideas  of  each  chapter 
and  in  visualizing  concepts. 

The  Drug  Addict  as  a Patient  by  Dr.  Marie 
Nys wander.  President  of  the  National  Ad- 
visory Council  on  Narcotics  is  a practical 
handbook  designed  for  the  physicians  use.  A 
brief  history  of  drug  addiction  in  the  U.  S.  re- 
veals the  series  of  events  leading  to  the 
criminal  underworld  taking  over  the  task  of 
treating  the  addict  while  the  physician  is 
prevented  by  law  from  administering  to  him. 
Chapter  two  gives  details  on  pharmacology 
of  addicting  drugs,  effect  on  bodily  functions, 
and  the  signs  and  diagnostic  pitfalls  of  addic- 
tion. 

The  importance  of  the  book  is  the  assess- 
ment of  changes  for  permanent  cures  and  de- 
tailed instructions  for  treatment  and  re- 
habilitation under  the  care  of  the  general 
physician.  Dr.  Nyswander  proposes  coopera- 
tive effort  on  the  part  of  the  medical  pro- 
fession and  the  Bureau  of  Narcotics,  to  es- 
tablish nation  wide  clinics,  and  use  present 
hospitals  for  treatment;  train  personnel;  and 
legalize  drugs  for  the  addict,  thus  abolishing 
the  underworld  black  market.  The  Harrison 
Act  of  1917  was  largely  responsible  for  forcing 
the  addict  out  of  the  role  of  the  legitimately 
ill  into  the  role  of  the  willful  criminal. 

The  six  point  program  of  the  New  York 
Academy  of  Medicine  is  designed  to  stamp 
out  drug  addiction  as  completely  as  possible, 
stop  the  formation  of  new  addicts,  and  re- 
habilitate as  many  present  addicts,  already 
addicted  to  narcotic  drugs,  who  are  resistant 
to  rehabilitation,  as  possible. 

(Continued  on  Page  463) 
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This  month  sees  the  start  of  a program  containing  extensive  implications  for  the  future 
of  medicine  when  the  Department  of  Defense  pays  for  in-hospital  medical  and  surgical  services 
for  dependents  of  servicemen. 

Representatives  of  our  Association  traveled  to  Washington,  D.  C.  to  negotiate  the  contract 
and  fee  schedule.  I would  like  to  dwell  momentarily  on  this  fee  schedule  and  its  implications. 
The  schedule  is  adequate  to  meet  normal  charges  everywhere  in  the  State  and  is  more  than 
adequate  in  some  areas.  It  is  necessary  that  physicians  charge  their  normal  charges  for  re- 
cipients of  this  program.  The  fee  schedule  is  a maximum  schedule  which  will  enable  the 
Government  to  pay  Doctors  their  normal  fees  within  the  limits  set  by  the  negotiations. 

Much  could  be  written  on  the  possible  results  of  a maximum  fee  schedule  becoming  also 
the  minimum.  This  program  will  work  just  as  well  as  we  Doctors  make  it  work. 

A.  P.  Peeke,  M.D. 

Volga,  S.  D. 


461  — 


BLUE  SHIELD  --  THE  "DOCTORS'  PLAN" 

Blue  Shield  was  initiated  by  organized 
medicine,  it  is  approved  by  the  County  and 
State  Societies,  and  its  medical  policies  are 
determined  by  medical  men.  Hence,  Blue 
Shield  is  often  called  the  “doctors’  plan.” 

From  a public  relations  standpoint,  this  has 
subtle  dangers  as  well  as  obvious  advantages. 
For  while  most  people  will  have  implicit  con- 
fidence in  a health  insurance  program  ap- 
proved by  the  medical  profession,  there  is 
always  the  possibility  that  some  may  think 
the  “doctors’  plan”  is  designed  primarily  to 
benefit  the  doctor,  rather  than  the  patient. 

Much  depends  on  the  attitude  of  the  in- 
dividual physician  toward  his  local  Plan.  If 
the  doctor  fails  to  acknowledge  Blue  Shield 
as  his  own,  if  he  declines  to  accept  the  respon- 
sibilities of  a participating  physician,  or  if  he 
uses  the  Blue  Shield  payment  merely  as  a 
platform  upon  which  to  charge  a.  higher  fee, 
then  he  should  not  be  surprised  if  some  of  his 
friends  conclude  that  Blue  Shield  is  operated 
largely  for  the  doctor’s  benefit. 

But  if  the  physician  looks  upon  himself  not 
as  the  owner  but  as  the  trustee  of  Blue 
Shield,  if  he  speaks  well  of  the  Plan,  if  he 
tries  to  help  his  patients  understand  the  plan 
and  use  it  intelligently  then  the  patient 
will  identify  Blue  Shield  with  the  idealistic 
traditions  and  purposes  of  medicine. 

Blue  Shield  is  the  “doctors’  plan.,”  not  in 
the  sense  that  the  doctor  owns  it,  but  because 
he  has  organized  it  to  help  him  serve  his  pa- 
tients more  satisfactorily.  It  is  the  “doctors’ 
plan”  because  the  doctor  is  responsible  for  it, 
and  because  Blue  Shield  is  an  impressive 
proof  of  the  doctors’  concern  for  the  welfare 
of  the  people. 


Blue  Shield  now  serves  the  vital  needs  of 
more  than  37  million  Am.ericans.  Thirty- 
seven  million  Americans  can’t  be  wrong,  and 
their  support  of  this  program  represents  a 
tremendous  popular  vote  of  confidence  in  the 
medical  profession.  In  a sense,  Blue  Shield 
is  a bond  of  mutual  benefit  between  the  pro- 
fession and  the  people. 

Your  Blue  Shield  Plan  may  not  be  all  that 
you  would  like  it  to  be,  but  it  is  yours  — to 
strengthen  and  improve.  It  is  the  medical 
profession’s  best  answer  — - so  far  — to  the 
challenge  confronting  the  profession,  to  prove 
that  we  can  solve  our  own  p.roblems  by 
voluntary  cooperation  with  industry,  labor 
and  the  public.  What  Blue  Shield  m.ay  be- 
come is  largely  up  to  you! 


ANOTHER  INCREASE  IN  PROFESSIONAL 
LIABILITY  RATES 

Word  has  recently  been  received  at  the 
Medical  Association  offices  that  the  Insur- 
ance Commissioner  will  permit  a 33  1/3  rd  % 
raise  in  professional  liability  rates  in  the 
State  starting  this  month.  According  to  the 
record  of  the  years  1949  through  1953,  South 
Dakota  doctors  paid  in  $82,221.00  in  premiums 
and  the  insurance  companies  paid  out  $93,- 
525.00  in  claims.  (This  includes  actual  re- 
serves for  unknown  claims.) 

The  new  rate  raise  will  be  20%  for  non- 
surgical  practitioners  and  40%  for  surgeons. 

This  latest  increase  brings  again  into  focus 
a problem  that  has  been  bothering  physicians 
for  years  — how  to  keep  down  the  high  cost 
of  litigation,  settlements,  etc.  A complete 
study  of  the  problem  is  certainly  in  order. 


i 
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HOW  TO  BE  MORE  POPULAR 
WITH  YOUR  PATIENTS! 

Most  people  like  their  doctors  and  are  gen- 
erally satisfied  with  medical  service.  But  the 
public  offers  some  definite  suggestions  for 
ways  doctors  might  improve  the  doctor- 
patient  relationship. 

These  suggestions  came  to  light  when  re- 
sults of  a nationwide  survey  done  by  a market 
research  firm  for  the  American  Medical  As- 
sociation were  tabulated.  Heading  the  list  of 
suggestions  for  doctors  was  “be  available, 
come  when  called.”  This  desire  that  a doc- 
tor be  available  when  needed  is  not  news  to 
the  medical  profession,  whose  members  have 
been  working  for  the  last  five  or  six  years  to 
blanket  the  country  with  ’round-the-clock 
emergency  call  systems  and  similar  informal 
arrangements  to  guarantee  that  availability. 

Second  suggestion  from  the  public  is 
“charge  lower  fees.”  Doctors  have  long  sus- 
pected that  most  of  the  profession’s  public 
relations  problems  arise  from  the  economic 
side  of  medicine.  Yet  in  the  survey  individ- 
ual doctors’  charges  receive  only  moderate 
criticism  by  the  public.  The  public  is  by  no 
means  as  critical  of  doctor  bills  as  it  is  of 
other  costs  of  medical  care,  such  as  hospital 
and  drug  bills.  Almost  five  times  as  many 
people  (41%)  say  hospital  bills  have  risen  the 
fastest  since  World  War  II  as  say  doctors’ 
bills  have  (9%).  Almost  four  times  as  many 
(32%)  mention  drug  bills  as  having  increased 
with  the  greatest  speed. 

People  want  doctors  to  take  more  personal 
interest  in  them  and  be  more  friendly  and 
sociable,  the  survey  showed.  Assembly-line 
medicine,  where  patients  are  rushed  through 
in  an  impersonal  manner  is  not  what  the 
average  American  is  seeking  in  his  own  phys- 
ician. 

Closer  adherence  to  appointment  schedules 
is  also  suggested  by  the  public  who  express 
annoyance  at  unreasonable  waits  to  see  their 
doctors.  People  also  want  doctors  to  be  hon- 
est and  frank  with  them  in  regard  to  illnesses 
and  fees.  They  also  think  doctors  ought  to 
assume  more  responsibility  for  informing  the 
public  about  medicine  as  a part  of  their 
efforts  to  get  along  better  with  the  public. 


MEDICAL  BOOKSHELF 

(Continued  from  Page  460) 

This  report  on  addiction  was  the  result  of 
a request  by  the  Interdepartmental  Commit- 
tee of  Congress  to  the  Committee  on  Public 
Health  of  the  New  York  Academy  of  Med- 
icine to  study  ways  “to  provide  for  more 
effective  control  of  narcotic  drugs,  and  for 
other  purposes.”  This  comprehensive  report 
was  published  in  the  Bulletin  of  the  New 
York  Academy  of  Medicine  v.  31;  592-597, 
1955. 

Any  publication  by  Dr.  L.  J.  Regan,  Pro- 
fessor of  Legal  Medicine  at  the  University  of 
Southern  California  and  Dr.  A.  R.  Moritz, 
Professor  of  Pathology  at  Western  Reserve 
University  merits  attention.  Their  recent 
book  Handbook  of  Legal  Medicine,  Mosby, 
1956  should  prove  a daily  working  manual  for 
physicians  as  well  as  lawyers. 

The  jurisdictions  in  regard  to  abortion, 
adoption,  artificial  insemination,  consent  for 
operation  and  autopsy,  insane  persons,  pro- 
fessional fee,  license  to  practice,  deaths,  rape, 
and  many  other  medicolegal  aspects  are  in- 
cluded in  this  small,  concise,  well  written 
volume. 

The  illustrations  in  the  section  on  mal- 
practice prevention  are  instructive.  One 
points  out  that  a surgeon  who  performs  an 
operation  without  his  patients  consent  com- 
mits an  assault  for  which  he  is  liable  for 
damages.  The  caption  reads  — Doctor  “No, 
I didn’t  tell  him  I was  going  to  operate,  why 
upset  him.” 

Esther  Howard 
Medical  Librarian 


H.  D.  NEWBY.  M.D. 

1885  - 1956 

Doctor  H.  D.  Newby,  Rapid  City,  died  at  a 
local  hospital  following  a heart  attack  Thurs- 
day, November  1st.  One  of  Rapid  Citys  best- 
known  physicians.  Doctor  Newby,  age  70, 
was  an  eye,  ear,  nose  and  throat  specialist. 

He  was  a native  South  Dakotan,  born  in 
Parker,  November  12,  1885.  He  attended 
South  Dakota  schools  and  the  University  of 
South  Dakota  prior  to  graduation  from  Rush 
Medical  School  in  Chicago  in  1911. 

He  is  survided  by  his  widow  and  two  sons, 
Robert  a captain  in  the  Air  Force  in  Africa, 
Willis,  also  a captain  in  the  Air  Force,  Sta- 
tioned at  Lincoln,  Nebr. 
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SOUTH  DAKOTA 


GENERAL  PRACTITIONER  OF  THE  YEAR 


G.  A.  LANDMANN.  M.D. 


On  October  27th  Doctor  G.  A.  Landmann,  Scotland,  was  named  general  practitioner  of  the 
year  for  South  Dakota  by  Dr.  A.  P.  Peeke,  president  of  the  South  Dakota  State  Medical  Asso- 
ciation. 

Announcement  of  the  selection  of  Dr.  Landmann  was  made  at  the  same  time  as  his  name 
was  proposed  by  the  doctors  of  South  Dakota  for  national  recognition  at  the  mid-year  meeting 
of  the  American  Medical  Association  in  Seattle  the  last  week  of  November. 

Dr.  Landmann  was  born  in  Scotland,  July  14th,  1880  and  was  the  second  white  child  born 
there.  He  is  a member  of  one  of  the  prominent  pioneer  families  of  the  community.  His  early 
schooling  was  in  Scotland  where  he  attended  th-e  Scotland  Academy.  Later  he  completed  his 
college  work  at  Lake  Forest  College  in  Chicago  and  he  received  his  medical  education  and  de- 
gree from  the  University  of  Illinois  Medical  School.  On  many  occasions  he  took  graduate 
training  when  new  methods  and  new  drugs  were  introduced. 

In  1904  he  went  to  Parkston  to  practice  and  later  went  to  Marquette  College  in  Milwaukee 
where  he  was  an  instructor.  In  1912  he  returned  to  practice  and  in  1922  he  built  the  Scotland 
Clinic  which  he  later  sold. 

He  and  Mrs.  Landmann  were  married  in  1905  and  there  are  two  sons  and  one  daughter  in 
the  family  as  well  as  11  grandchildren. 

Being  civic  minded.  Dr.  Landmann  served  as  mayor  of  Scotland  for  over  16  years.  He  served 
a number  of  years  as  a member  of  the  Board  of  Education  and  has  been  active  in  the  Commer- 
cial Club  and  Chamber  of  Commerce.  He  is  a long  time  member  of  the  Masonic  Lodge,  is  a 
charter  member  and  past  commander  of  the  American  Legion,  is  a charter  member  of  the 
Rotary  Club,  and  has  been  a long  time  member  of  the  AMA.  Both  he  and  Mrs.  Landmann 
have  been  active  members  of  the  Presbyterian  church.  During  World  War  I,  Dr.  Landmann 
was  in  the  Medical  Corps  and  served  a year  and  a half. 

Among  many  letters  of  support  for  Dr.  Landmann’s  nomination  to  the  AMA  was  a letter 
of  tribute  from  Gov.  Foss  saying  “Dr.  Landmann’s  record  as  a South  Dakota  country  doctor  is 
outstanding.  A man  of  great  capabilities,  he  has  been  a devoted  servant  to  his  community  and 
state  and  one  who  is  dearly  beloved  by  professionals  and  laymen  alike.” 

For  the  past  number  of  years.  Dr.  and  Mrs.  Landmann  have  spent  their  winters  in  Cali- 
fornia and  a dinner  given  in  their  honor  a few  years  ago,  just  before  their  departure  from 
Scotland,  was  a tribute  for  the  many  years  of  service  to  the  community. 
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MAYER  NAMED 
PRESIDENT-ELECT 
OF  N.C.  CONFERENCE 
Dr.  R.  G.  Mayer.  Aberdeen, 
former  president  of  the 
South  Dakota  State  Medical 
Association,  was  named 
president-elect  of  the  North 
Central  Medical  Conference 
at  its  meeting  in  St.  Paul, 
Sunday,  November  11.  The 
Conference  is  made  up  of 
physicians  from  Iowa,  Minn- 
esota, Nebraska,  Wisconsin 
and  the  Dakotas. 

Dr.  Mayer  will  serve  as 
president-elect  until  the  an- 
nual meeting  in  1957  and 
then  will  take  over  as  presi- 
dent through  the  1958  meet- 
ing. 

Attending  the  North  Cen- 
tral Conference  from  South 
Dakota  were  Drs.  H.  Russell 
Brown,  Watertown;  John  J. 
Siransky,  Watertown;  Roy 
E.  Jernstrom,  Rapid  City; 
H.  J.  Grau,  Rapid  City;  Mag- 
ni  Davidson,  Brookings;  A.  P. 
Peeke,  Volga;  A.  W.  Spiry, 
Mobridge;  and  D.  A.  Greg- 
ory, Milbank,  as  well  as  Dr. 
Mayer,  attorney  Karl  Gold- 
smith, Pierre,  and  executive 
secretary  John  C.  Foster, 
Sioux  Falls. 


This  is  your 

MEDICAL  ASSOCIATION 


J.  W.  DONAHOE.  M.D. 

TO  A.H.A.  BOARD 
Dr.  John  W.  Donahoe, 

Sioux  Falls,  was  named  to 
the  Board  of  Directors  of  the 
American  Heart  Association 
for  a three  year  term. 

Selection  to  the  post  was 
made  during  the  association’s 
32nd  Annual  Meeting  in  Cin- 
cinnati. Dr.  Donahoe  is  a 
past-president  of  the  South 
Dakota  Heart  Association 
and  has  been  active  in  the 
organization  since  its  incep- 
tion. 


ABERDEEN  DISTRICT 

SOCIETY  MEETS 

The  Aberdeen  District 
Medical  Society  held  its  reg- 
ular monthly  meeting  on 
Wednesday  evening,  Novem- 
ber 7 in  the  Ball  Room  of  the 
Alonzo  Ward  Hotel.  Over  40 
being  present.  After  a fine 
dinner,  a short  business  ses- 
sion was  held.  Dr.  Herbert 
W.  Schmidt,  of  the  Mayo 
Clinic,  made  a fine  talk  on 
‘Peptic  Ulcer  of  the  Eso- 
phogus’;  which  was  illus- 
trated with  a movie  film. 
Then  Dr.  Corrin  H.  Hodgson, 
also  of  the  Mayo  Clinic,  gave 
a travelogue;  and  showed  ex- 
cellent movie  films  of  his 
trip  to  Africa.  Dr.  Hodgson 
spent  six  months  in  Africa  as 


medical  observer  with  Con- 
gressman Bolton’s  Congres- 
sional Committee.  A number 
of  members  of  the  Women’s 
Auxiliary  were  also  present. 


CHEST  DISEASE 
COURSES  SET 

We  wish  to  announce  that 
the  Council  on  Postgraduate 
Medical  Education  of  the 
American  College  of  Chest 
Physicians  will  present  the 
following  Postgraduate  Cour- 
ses on  Diseases  of  the  Chest 
during  the  period  January  — 
April,  1957: 

Vanderbilt  University, 
Nashville,  Tennessee 
January  14-18 
Mark  Hopkins  Hotel, 

San  Francisco,  California 
February  25  - March  1 
Bellevue-Stratford  Hotel, 
Philadelphia,  Pennsylvania 
April  1-5 

Tuition  for  each  course  is 
$75.  The  most  recent  ad- 
vances in  the  diagnosis  and 
treatment  of  chest  diseases 
— medical  and  surgical  — 
will  be  presented. 

Further  information  may 
be  obtained  by  writing  to  the 
Executive  Director,  Amer- 
ican College  of  Chest  Phys- 
icians, 112  East  Chestnut 
Street,  Chicago  11,  Illinois. 
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ACHROMYCIN 

Hydrochloride 
Tetracycline  HCl  Lederle 


in  the  treatment  of 

genitourinary  infections 

Urologists  report  the  decided  advantages  of 
oral  efficacy,  minimal  side  effects,  and 
wide  range  antibacterial  activity  offered  by 
Achromycin  in  the  treatment  of  urinary  tract 
infections. 

Finland’s^  group  of  patients  with  acute  infec- 
tions of  the  urinary  tract  (principally  E.  coli) 
demonstrated  excellent  response,  both  clini- 
cal and  bacteriological,  following  administra- 
tion of  tetracycline. 

Prigot  and  MarmelP  reported  49  out  of  50 
patients  with  gonorrhea  showed  a negative 
smear  and  culture  on  the  first  post-treatment 
visit.  Purulent  discharge  disappeared  in  these 
patients  within  24  hours  after  a usual  1.5  Gm. 
dose  of  tetracycline. 

Trafton  and  Lind^  found  tetracycline 
(Achromycin)  an  effective  antibiotic  for 
treating  many  urinary  tract  infections  caused 
by  both  Gram-negative  and  Gram-positive 
organisms. 

English,  et  al}  noted  that  a daily  dose  of  1 to 
1.5  Gm.  of  tetracycline  resulted  in  urinary 
levels  as  high  as  1 mg.  per  milliliter. 

To  suit  the  needs  of  your  practice  and  to  fur- 
ther the  patient’s  comfort  Achromycin  is 
offered  in  a complete  line  of  21  dosage  forms. 


filled  sealed  capsules 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER.  NEW  YORK 


* 


REQ.  U.S.  PAT.  OFF. 
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SOUTH  DAKOTA 


TRANQUILIZING  DRUGS 
UNDERGO  EVALUATION 


NEWS  NOTE 
Dr.  W.  J.  Donahoe,  Sioux 
Falls,  State  Chairman  of  the 
American  Academy  of  Ped- 
iatrics, attended  that  meet- 
ing in  New  York  during  the 
month  of  October. 


PAN-PACIFIC 
SURGICAL  ASS'N. 

TO  MEET 

More  than  1,500  top  med- 
ical minds  from  20  countries 
bordering  the  vast  Pacific 
Basin  are  planning  to  con- 
verge Nov.  14th  to  22nd  1957 
on  Hawaii  in  a unique  inter- 
change of  surgical  ideas, 
according  to  an  announce- 
ment by  Dr.  F.  J.  Pinkerton, 
Director-General  of  the  Pan- 
Pacific  Surgical  Assn. 

Experts  from  such  di- 
verse areas  as  Japan,  Thai- 
land, Indonesia,  Alaska  and 
Venezuela  will  discuss  spec- 
ial problems  peculiar  to  their 
countries  but  of  universal  in- 
terest to  the  medical  profes- 
sion; other  international  ex- 
perts will  cover  such  general 
fields  as  obstetrics,  ortho- 
pedics, neurosurgery,  urol- 
ogy and  radiology. 

Scientific  sessions  will  be 
limited  mainly  to  the  morn- 
ings, according  to  Dr.  Pink- 
erton, and  central  attraction 
will  be  an  historical  mass 
pageant  telling  the  long 
story  of  Pan-Pacific  medicine 
and  surgery  dating  back  a 
thousand  years. 

Doctors  from  the  United 
States  and  from  Europe  were 
invited  by  Dr.  Pinkerton  to 
attend  the  Congress,  and  as- 
surance was  given  that 
Hawaiian  hospitality  will  be 
lavished  on  both  them  and 
their  families. 


Plans  are  completed  for 
the  first  nation-wide  evalua- 
tion of  the  new  tranquilizing 
drugs  for  mental  ill  patients 
in  37  Veterans  Administra- 
tion hospitals.  One  of  these 
is  the  VA  Hospital  at  Fort 
Meade,  South  Dakota. 

Dr.  William  S.  Middleton, 
Chief  Medical  Director  who 
released  the  announcement, 
said: 

“VA,  with  its  vast  clinical 
material  and  its  research  po- 
tential, is  in  a unique  posi- 
tion to  carry  out  work  on  the 
tranquilizing  drugs  to  bene- 
fit veterans  and  the  nation.” 

The  project  will  be  con- 
ducted under  the  direction  of 
VA’s  Psychiatry  and  Neu- 
rology Service,  of  which 
Dr.  Jesse  F.  Casey  is  the  di- 
rector. Dr.  Casey  said  the 
study  is  designed  to  answer 
questions  of  the  drugs’  effec- 
tiveness and  toxicity,  what 
dosage  is  desirable  and  how 
long  it  should  be  continued. 

The  project  will  be  direc- 
ted by  an  executive  commit- 
tee of  doctors  from  various 
VA  hospitals,  who  completed 
plans  at  a meeting  in  Wash- 
ington last  month. 

Dr.  S.  Theodore  Ginsberg, 
chairman  of  the  committee 
and  chief  of  VA’s  Psychiatry 
Division,  said  two  tranquil- 
izing drugs  now  in  clinical 
use  will  be  used  in  the  first 
study,  which  will  involve 
about  1,000  patients  with 
acute  and  chronic  schizo- 
phrenia, popularly  called 
“split  personality.” 

Plans  for  the  study  were 
begun  a year  ago.  It  now  will 
be  carried  forward  under 
rigidly  controlled  conditions, 
with  each  hospital  following 


the  same  procedure  so  that 
results  of  the  study  may  be 
evaluated  accurately.  Dr. 
Ginsberg  said. 

Dr.  Iven  F.  Bennett,  execu- 
tive secretary  of  the  commit- 
tee and  chief  of  Psychiatric 
Research,  said  during  the 
short  time  the  tranquilizing 
drugs  have  been  available, 
much  research  on  their  use 
has  been  done,  but  the  work 
has  been  on  too  small  a scale 
and  research  procedures 
have  been  too  variable  to 
give  doctors  the  answers 
they  need. 

Dr.  Bennett  said  the  par- 
ticipating hospitals  have 
agreed  on  carefully  designed 
requirements  for  selection  of 
patients,  supply  of  the  drugs, 
dosage,  rating  of  patients’ 
progress,  and  collection  of 
data.  All  other  forms  of 
treatment  of  benefit  to  pa- 
tients will  be  continued  dur- 
ing the  study,  he  added. 

Dr.  Bennett  said  research- 
ers now  plan  the  study  to 
cover  a three-month  period 
of  treatment,  but  this  period 
may  be  extended  as  the  con- 
dition of  individual  patients 
may  indicate. 

Preliminary  results  of  the 
study  are  to  be  discussed  by 
doctors  from  the  37  partici- 
pating VA  hospitals  in  the 
VA’s  3rd  annual  conference 
on  chemotherapy  in  psy- 
chiatry May  8-11,  1957  at  the 
Downey,  111.,  VA  Hospital. 

Doctors  from  VA  hospitals 
carrying  on  individual  re- 
search projects  in  tranquil- 
izing drugs  also  are  expec- 
ted to  make  reports  at  the 
conference.  Dr.  Bennett  said. 

The  VA  hospitals  partici- 
pating in  the  tranquilizing 
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drugs  study  include  30  neu- 
ropsychiatric hospitals  and 
seven  general  medical  and 
surgical  hospitals  which  have 
psychiatry  and  neurology 
services.  These  are; 

Neuropsychiatric  — Amer- 
ican Lake,  Wash.;  Battle 
Creek,  Mich.;  Brockton, 
Mass.;  Canadaigua,  N.  Y.; 
Coatesville,  Pa.;  Danville, 
111.;  Downey,  111.;  Fort 
Meade,  S.  D.;  Gulfport,  Miss.; 
Jefferson  Barracks,  Mo.; 
Knoxville,  Iowa;  Lexington, 
Ky.;  Los  Angeles,  Calif.; 
Lyons,  N.  J.;  Murfreesboro, 
Tenn.;  Northampton,  Mass.; 
N.  Little  Rock,  Ark.;  Palo 
Alto,  Calif.;  Perry  Point, 
Md.;  Pittsburgh,  Pa.;  Rose- 
burg,  Ore.;  Salisbury,  N.  C.; 
Salt  Lake  City,  Utah;  Sepul- 
veda, Calif.;  Sheridan,  Wyo.; 
Togus,  Main;  Tomah,  Wis.; 
Topeka,  Kans.;  Tuskegee, 
Ala.,  and  Waco,  Texas. 


NEW  ORLEANS  HOSTS 
MEDICAL  ASSEMBLY 

The  twentieth  annual  meet- 
ing of  the  New  Orleans 
Graduate  Medical  Assembly 
will  be  held  March  11  thru 
14  at  the  Municipal  Auditor- 
ium in  that  city.  A post-clin- 
ical tour  of  the  Mediterran- 
ean and  Europe  will  follow. 

Full  particulars  are  avail- 
able from  Dr.  Maurice  E.  St. 
Martin,  Room  103,  1430  Tu- 
lane  Avenue,  New  Orleans 
12,  La. 


NEW  MEMBERS  OF 
S.  D.  SOCIETY  OF 
OB.  & GYN. 

Eleven  South  Dakota  phys- 
icians have  been  admitted  to 
membership  in  the  South 
Dakota  Society  of  Obstetrics 
and  Gynecology,  it  was  an- 
nounced this  month  through 
the  executive  office  of  the 
State  Medical  Association. 

New  members,  who  main- 
tain much  of  their  medical 
practice  in  the  field  of  ob- 
stetrics and  gynecology,  are 

Drs.  George  Barnett,  Robert 
Olson,  Anthony  Lund,  New- 
ton Wessman,  Russell  Orr, 

all  of  Sioux  Falls;  John  Her- 
manson.  Valley  Spring;  Car- 
son  Murdy,  Aberdeen;  Percy 
Peabody,  Sisseton;  Thomas 
Price,  Yankton;  A.  P.  Peeke, 
Volga;  and  James  Anderson, 
Madison. 


ST.  LOUIS  HOSTS 
G.P.  ACADEMY 

More  than  5,000  of  the  na- 
tion’s family  physicians  will 
attend  the  Ninth  Annual 
American  Academy  of  Gen- 
eral Practice  Scientific  As- 
sembly, March  25-28,  1957,  in 
Kiel  Auditorium,  St.  Louis, 
Mo. 

During  the  four-day  scien- 
tific meeting,  the  doctors 
will  hear  outstanding  speak- 
ers discuss  important  sub- 
jects including  infertility, 
polio  vaccination,  and  the 
“neglected”  pediatric  areas, 
the  eyes,  ears,  and  feet.  They 
will  visit  60  scientific  and  260 
technical  exhibits. 


Dr.  I.  S.  Ravdin,  professor 
of  surgery  at  the  University 
of  Pennsylvania,  will  mod- 
erate a panel  discussion  of 
pre-  and  post-operative  care. 
Dr.  Philip  Thorek,  associate 
professor  of  surgery  at  the 
University  of  Illinois  and 
professor  of  surgery  at  Cook 
County  Graduate  School  will 
discuss  “Intestinal  Obstruc- 
tion.” Three  other  surgeons 
will  highlight  advances  in 
vascular,  thoracic,  and  neu- 
rosurgery. One  afternoon 
will  be  devoted  to  a review 
of  procedures  that  assure 
birth  of  “healthy  babies” 
from  “well  mothers.”  This 
subject  is  important  to  fam- 
ily physicians  who  currently 
deliver  85  per  cent  of  the  na- 
tion’s children. 


KENTUCKY  HOSTS 
RURAL  HEALTH 
CONFERENCE 

The  Twelfth  Annual  Na- 
tional Conference  on  Rural 
Health  will  be  held  at  the 
Brown  Hotel  in  Louisville, 
Kentucky,  March  7-8-9,  1957. 

Highlights  of  the  program 
will  be,  “The  Need  for  Fre- 
quent and  Thorough  Phys- 
ical Examinations,”  “The  Im- 
pact of  Modern  Living,” 
“Rural  Economics  in  Relation 
to  Health,”  and  “The  Migrant 
Labor  Problem.” 

The  meeting  will  be  at- 
tended by  doctors,  farmers, 
and  educators  from  all  areas 
of  the  United  States. 
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SOUTH  DAKOTA 


BUY 
QUALITY 
IN  YOUR 
PRINTING 


An  old  adage  says  "Clothes  make  the  man,"  Per- 
haps this  is  not  true  in  a very  strict  sense,  but 
nevertheless  a well-groomed  man  makes  a better 
impression  than  one  who  is  not.  This  same  reason- 
ing may  well  apply  to  the  printed  forms  which 
leave  your  office.  A dignified,  well-printed  state- 
ment or  envelope  can  lend  a great  deal  of  prestige 
to  your  practice.  It  costs  no  more  to  get  QUALITY 
printing  than  poor  printing. 

We've  had  many  years  of  printing  experience  and 
would  like  to  help  you  with  your  printing  require- 
ments. 


MIDWEST-BEACH  COMPANY 


222  South  Phillips  Ave. 


Sioux  Falls,  S.  Dak. 


NOW!  Automatic  Skin  Clip  Application  with 


AUTOCLIP  APPLIER 

AUTOCLIPS  and  AUTOCLIP  REMOVER 

Pat.  Appl.  for 


Skin  closure  with  Autoclips 

Pressure  on  the  Remover  opens  the  clips 

ADVANTAGES 

Time-saving  — 20  Autoclips  are  fed  to  the  applying  forceps 
automatically.  This  takes  a fraction  of  the  time  required  for 
preparing  and  applying  individual  clips  in  individual  forceps. 
Autoclips  are  double  wound  clips  — fewer  are  needed. 
Better  cosmetic  results  because  Surgeons  can  concentrate 
on  actual  closure  without  necessity  for  reloading  individual 
clips  as  in  usual  Michel  wound  clip  technic. 

Reduces  clip  waste  — not  inadvertently  compressed  before 
applying;  points  not  damaged  during  sterilization. 

Autoclip  Applier  loaded  with  Autoclips  can  be  sterilized  by 
autoclaving  or  boiling  — always  ready  for  emergency  use. 
Rack  of  Autoclips  reloaded  in  seconds. 

Remaining  clips  from  several  racks  are  easily  combined. 
Nursing  assistance  not  required. 

AUTOCLIP  Applier  each  $23.50 

AUTOCLIPS.  18  mm. 

20  nickel  silver  ouble  clips  per  rack 

100  clips  (5  racks)  to  a box  2.40 

1000  clips  (10  boxes)  to  a carton  22.00 

Quantity  Discounts: 

5% for  5000;  10%  for  10,000;  15%  for  25.000 


AUTOCLIP  Remover.  4".  stainless  steel 


each  $8.00 


KREISER'S,  INC. 

Surgical  Division 

Minnesota  Ave.  & 21st  St.  Sioux  Falls,  South  Dakota 
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VETERINARY  MEDICINE  AND  THE 
PHARMACISTS* 

1.  Sulfonamides 
Lawrence  W.  Price,  D.V.M.** 
Chicago,  Illinois 


The  armamentarium  of  veterinary  med- 
icine consists  primarily  of  three  groups  of 
drugs  — the  sulfonamides,  the  antibiotics 
and  the  biological  products.  Any  one  of  these 
groups  can  be  a subject  in  itself  and  so  I will 
try  to  cover  each  of  them  only  briefly  in  this 
paper. 

The  sulfonamides  like  penicillin  are  part 
of  medicine  because  of  an  accident.  Certain 
of  these  chemicals  were  synthesized  by  the 
dye  industry  in  Germany  in  the  hope  that  a 
color  fast  material  could  be  obtained.  Since 
bacteria  are  essentially  protein  in  nature,  it 
was  thought  that  these  protein  fast  sul- 
fonamides might  be  useful  as  bactericidal 
agents. 

Today  there  are  about  800  sulfonamide 
chemicals  known.  As  antibacterials,  some  are 
good,  some  bad  and  some  indifferent.  At 
first  sulfanilamide  was  the  miracle  drug  and 
then  in  the  attempt  to  control  side  effects  and 
produce  drugs  having  a particular  type  of 
usage,  Sulfapyridine,  Sulfathiazole  and  Sul- 
faguanidine  were  synthesized. 

One  group  of  sulfonamides  predominates 
in  usage  in  veterinary  medication  today.  This 
is  the  Sulfapyrimidine  group  consisting  of 
Sulfadiazine,  Sulfamethazine  and  Sulfamera- 

*Presented  at  the  Pharmaceutical  Institute,  South 
Dakota  State  College,  1956.  This  is  the  first  of  a 
series  of  three,  papers  devoted  to  veterinary  med- 
ication and  the  pharmacist  — Ed. 

** Associate  Director,  Veterinary  Professional  Ser- 
vice, Lederle  Laboratories  Division,  American 
Cyanamid  Co. 


zine.  These  drugs  are  the  most  effective  of 
the  sulfonamides  and  have  the  least  toxicity 
and  side  effects. 

In  veterinary  medicine  as  in  human  med- 
icine we  are  concerned  with  antagonists  when 
sulfonamides  are  administered.  Any  of  the 
proteins  or  protein  derived  materials  in  the 
body  such  as  pus,  blood  and  dead  cells  sur- 
rounding must  infections  are  antagonists  to 
the  sulfonamide  group.  An  additional  very 
important  antagonist  is  encountered  in  the 
field  of  feed  additives  or  feed  medications. 
This  is  the  growth  stimulation  para-amino- 
benzoic  acid.  Therefor,  it  should  be  remem- 
bered that  feeds  containing  this  chemical 
should  be  discontinued  during  the  time  sul- 
fonamides are  being  administered. 

Tissue  penetration  is  very  important  in 
human  medication  with  the  sulfa  drugs.  In 
veterinary  medicine  we  are  concerned  also 
with  the  blood-milk  barrier.  This  is  import- 
ant because  of  the  number  of  mastitis  cases 
treated  in  all  types  of  animals.  The  Sul- 
fapyrimidine group  seems  to  be  the  best  to 
transfer  to  the  milk  barrier. 

Another  important  consideration  in  the  use 
of  these  drugs  is  the  metabolism  in  the  an- 
im.al.  Acetylation  of  these  drugs  is  extremely 
important.  The  percent  acetylation  of  a sul- 
fonamide is  directly  proportioned  to  its  ac- 
tivity as  well  as  its  toxicity.  The  greater  the 
degree  of  acetylation  the  less  likely  that  renal 
damage  will  result.  The  acetylated  form  is 
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more  soluble  in  the  urine  as  it  is  currently 
being  formed  and  will  not  crystallize  out  as 
readily  as  the  unacetylated  form  in  the  renal 
tubules. 

Important  Consideration  in  Sulfonamide 
Therapy 

There  are  several  important  facts  that  you 
as  pharmacists  should  keep  in  mind  when  a 
client  asks  you  for  a sulfonamide  product  and 
how  best  to  use  it. 

First,  dosage  is  important.  In  the  veterin- 
ary field  the  dosage  of  the  sulfonamides  is 
approximately  1-1 1/2  grains  of  drug  per  pound 
of  body  weight  for  the  initial  dose.  Par- 
ticularly with  the  sulfapyrimidine  group  of 
drugs  that  dosage  should  give  satisfactory 
blood  levels  for  24  hours.  From  that  time  on 
for  four  or  five  days  the  maintenance  dosage 
should  be  just  half  of  this  initial  dosage. 

Now,  if  any  effect  is  going  to  be  obtained 
with  sulfonamide  therapy,  you  will  certainly 
see  an  effect  by  the  fourth  or  fifth  day.  If 
there  is  no  effect  by  that  time  or  if  there  is 
not  an  optimum  effect,  this  type  of  therapy 
should  be  discontinued  since  toxicity  symp- 
toms will  probably  appear  shortly  there- 
after. 

Another  important  fact  concerning  dosage 
deals  directly  with  the  farmer.  Many  people 
have  the  impression  that  if  a little  of  a drug 
does  some  good,  a lot  of  a drug  would  do  a lot 
more  good.  Of  course,  this  is  far  from  the 
truth  and  the  pharmacist  should  impress  upon 
the  farmer,  with  all  the  psychology  at  his 
command,  that  sulfonamides  are  potent  drugs 
and  that  dosage  must  be  followed. 

Incidently,  the  matter  of  coloring  is  im- 
portant. A water  clear  solution  of  sulfona- 
mide or  any  other  potent  drug  should  not  be 
dispensed.  I recall  a poultryman  who  was 
treating  his  hens  with  a water  clear  Sulfa- 
thiazole  solution.  Everytime  he  went  into 


the  hen  house  he  would  put  some  of  this  solu- 
tion into  the  drinking  water.  His  wife, 
following  him  into  the  hen  house  on  various 
occasions,  would  also  put  some  into  the  drink- 
ing water.  Very  shortly  those  chickens  ex- 
hibited the  best  sulfonamide  toxicity  sym- 
ptoms I have  ever  seen.  By  all  means  color- 
ing is  important,  therefor. 

Another  important  consideration  in  the  ad- 
ministration of  sulfonamides  to  animals  is 
the  problem  of  dehydration.  In  hot  dry 
weather  particularly  or  in  any  period  of  rapid 
change  in  temperature  animals  dehydrate 
quickly.  Also,  many  livestock  owners  forget 
that  water  is  an  extremely  important  factor 
in  the  growth  of  their  stock. 

These  facts  are  extremely  important  when 
sulfonamides  are  being  administered.  Any 
dehydration  during  sulfonamide  therapy  will 
cause  blocking  of  the  renal  tubules  rapidly 
and  lead  to  uremia.  This  is  particularly 
critical  in  baby  pigs  and  poultry.  These  an- 
imals have  a very  critical  electrolyte  balance 
and  it  takes  very  little  to  dehydrate  a baby 
pig  or  a chicken. 

The  choice  and  method  of  administration 
of  these  drugs  is  also  important.  For  example, 
Sulfathiazole  is  a very  efficient  agent  against 
pneumonitis  if  administered  every  four 
hours.  However,  the  restraint  and  fighting 
necessary  to  administer  the  drug  probably 
does  a great  deal  of  harm  to  the  animal.  It  is, 
of  course,  much  better  if  the  water  can  be 
medicated.  In  those  cases  where  water  med- 
ication cannot  be  done,  a sulfonamide  that 
could  be  used  once  in  a 24  hour  period  should 
be  recommended. 

Ease  of  administration  is  extremely  im- 
portant. If  you  have  seen  anyone  adminis- 
tering an  intravenous  type  medication  to  a 
range  animal  that  is  not  properly  restrained, 
you  have  probably  seen  veterinary  medicine 
in  its  most  acrobatic  form. 
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ROLICTON  TABLETS 

Description;  l-methallyl-S-methyl-G-aminote- 
trahydropyrimidinedione,  brand  of  amin- 
oisometradine,  uncoated  scored  tablets  of 
400  mg. 

Uses:  This  orally  effective  non-mercurial  and 
non-sulfonamide  diuretic  is  primarily  use- 
ful for  maintaining  patients  in  an  edema- 
free  state,  especially  those  with  edema  of 
congestive  heart  failure.  Rolicton  is  also 
indicated  in  ascites  and  for  the  edema  of 
hepatic  cirrhosis,  molimen,  nephrosis,  so- 
dium retention,  glomerulonephritis  and 
toxemia  of  pregnancy.  It  is  not  intended 
for  initial  diuresis  in  severe  congestive 
failure.  There  are  no  known  contraindica- 
tions, and  side  effects  (nausea,  vomiting, 
diarrhea,  rarely  vestibulo-auditory  mani- 
festations, cutaneous  reactions  or  leuko- 
penia) are  minimal. 

Dosage:  One  tablet,  four  times  a day,  with 
meals  on  the  first  day  and  then  one  tablet, 
twice  daily,  with  meals  for  maintaining  pa- 
tients edema  free  and  for  initial  and  con- 
tinuing diuresis.  Rolicton  may  be  used  for 
initial  diuresis  when  fastness  has  developed 
to  other  diuretics  or  when  they  are  con- 
traindicated; under  these  circumstances  up 
to  ten  tablets  may  be  given  for  short  per- 
iods of  time. 

How  supplied:  Bottles  of  100  and  500  tablets. 

Source:  G.  D.  Searle  & Co. 

TREVIDAL  LIQUID 

Description:  Trevidal  Liquid  is  an  antacid 
liquid  containing  four  antacid  ingredients 
and  an  acid-resistant  vegetable  gum.  The 
four  antacids  — aluminum  hydroxide,  cal- 
cium carbonate,  magnesium  trisilicate,  and 
magnesium  carbonate  — are  so  balanced  as 
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to  provide  rapid  yet  prolonged  acid-neu- 
tralization without  risk  of  side  effects.  In 
addition  to  providing  rapid  yet  prolonged 
acid-neutralization  and  effective  coating  of 
the  gastric  mucosa,  Trevidal  Liquid  has 
been  especially  compounded  for  compati- 
bility to  assist  the  physician  to  more  com- 
pletely individualize  therapy  for  peptic 
ulcer  or  hyperacidity.  Trevidal  Liquid 
guarantees  stability  and  compatibility 
when  it  is  prescribed  in  combination  with 
an  antispasmodic,  sedative,  absorbent,  anti- 
bacterial, costive,  carminative,  digestant,  or 
laxative.  Trevidal  Liquid’s  palatability 
assures  patient  acceptance  regardless  of 
the  duration  of  therapy. 

Uses  and  Doses;  Trevidal  Liquid  is  indicated 
in  the  treatment  of  peptic  ulcer  and  hyper- 
acidity. In  hyperacidity,  the  dosage  is  1 
to  4 teaspoonfuls  whenever  symptoms 
occur.  In  peptic  ulcer,  the  dosage  is  2 to  4 
teaspoonfuls  about  % hour  before  symp- 
toms usually  appear.  Dose  may  be  re- 
peated 4 to  5 times  daily,  between  meals 
and  at  bedtime,  or  according  to  the  phys- 
ician’s instructions.  As  an  adjunct  to  Tre- 
vidal Liquid  therapy,  Trevidal  tablets  may 
be  prescribed.  One  tablet  equals  one  tea- 
spoonful. 

How  supplied;  Trevidal  Liquid  is  available  in 
12-oz.  bottles. 

Source:  Organon. 

VISTABOLIC 

Description:  Each  Vistabolic  tablet  contains 
1.0  mg.  of  hydrocortisone,  10.0  mg.  of  Stene- 
diol  (m.ethandriol),  and  Vz  U.S.P.  oral  anti- 
anemia unit  of  Bif acton  (Vitamin  B12  with 
Intrinsic  Factor  Concentrate).  Each  cc  of 
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Vistabolic  Injectable  provides  1.0  mg.  of 
hydrocortisone  acetate,  10.0  mg.  of  Stene- 
diol,  and  20  meg.  of  vitamin  B12  activity 
(15  U.S.P.  units)  as  supplied  by  Pernaemon 
(Liver  Injection,  U.S.P.) 

Uses:  Vistabolic  may  be  used  after  surgery, 
injuries,  during  convalescence  from  de- 
bilitating disease,  in  fatigue,  neurasthenia, 
poor  nutrition,  emotional  tension  and  men- 
tal depression  states,  and  in  all  geriatric  pa- 
tients in  whom  the  physician  desires  to  in- 
duce a general  alleotic  effect.  Hydrocor- 
tisone, the  natural  adrenal  anti-stress  hor- 
mone, aids  the  geriatric  patient  to  respond 
adequately  to  stressful  stimuli;  Stenediol, 
the  non-virilizing  anabolic  hormone,  aids 
the  aged  body  to  retain  and  utilize  essen- 
tial protein;  and  vitamin  B12  supplies  the 
oft-needed  hematopoietic  and  appetite- 
stimulating  effect. 

Dosage:  The  average  dosage  of  Vistabolic 
tablets  is  one  or  two  tablets  a day  for  2-4 
weeks  after  surgery,  debilitating  disease,  or 
other  stressful  situations.  The  dosage  of 
Vistabolic  Injectable  is  one  cc  2-3  times  a 
week  for  the  same  period. 

How  supplied:  Vistabolic  tablets  are  available 
in  boxes  of  30.  Vistabolic  Injectable  is 
available  in  10-cc  vials. 

Source:  Organon. 

PLESTRAN 

Description:  A carefully-balanced  combina- 
tion of  methyltestosterone,  ethinyl  estra- 
diol, and  thyroid  globulin  (Proloid) 

Uses:  To  improve  muscle  tone  and  vigor  in 
patients  of  either  sex  who  complain  of 
chronic  fatigue,  depression,  muscular  aches 
and  pains,  and  changes  associated  with  old 
age. 

Action:  Restores  work  capacity  and  a sense 
of  well-being  usually  within  seven  to  ten 
days;  improves  nitrogen  balance,  appetite, 
mental  alertness,  and  tolerance  to  cold; 
helps  to  correct  osteoporosis  and  senile  skin 
and  hair  texture  changes,  and  may  help  to 
retard  atherosclerosis. 

How  supplied:  Bottles  of  100  and  500  tablets. 

Source:  Warner-Chilcott  Laboratories. 

CATHOCILLIN 

Description:  A combination  of  75  mg.  Potas- 
sium Penicillin  G and  125  mg.  Cathomycin 
in  capsule  form. 

Uses:  Cathomycin  was  introduced  by  Merck 
Sharp  & Dohme  earlier  this  year  as  an  anti- 


biotic effective  against  strains  of  staphylo- 
coccus which  are  resistant  to  penicillin  and 
other  antibiotics  and  also  effective  against 
some  strains  of  Proteus  vulgaris  which  pre- 
viously could  not  be  treated  with  anti- 
biotics. 

The  combination  of  penicillin  with  Catho- 
mycin offers  the  advantages  of  both  and 
eliminates  gaps  in  coverage  presented  by 
either  antibiotic  alone. 

Among  the  indications  for  use  of  Catho- 
cillin  are  the  following  conditions:  tonsilli- 
tis, pharyngitis,  pneumonia,  otitis  media, 
cervical  lymphadenitis,  streptococcal  sore 
throat,  sinusitis,  infected  tooth  sockets, 
Vincent’s  infection,  acne  and  superficial 
skin  infections,  impetigo,  boils,  furuncles 
and  carbuncles,  lung  abscess,  bronchitis, 
mastitis,  osteomyelitis,  postoperative 
wound  infections  and  infected  lacerations, 
staphylococcal  enteritis,  straphylococcal 
diarrhea  of  the  newborn,  peritonitis  (caused 
by  susceptible  organisms),  gonorrhea,  ure- 
thritis, pelvic  inflammatory  disease,  gono- 
coccal arthritis,  scarlet  fever  and  ery- 
sipelas. 

Source:  Merck  Sharp  and  Dohme. 


"...THE  MERCURIALS 
HAVE  PROLONGED 
THE  WORKING  PERIOD 
.AND  LIFE  SPAN  OF 
COUNTLESS  SUFFERERS 
FROM  CONGESTIVE 
HEART  FAILURE..."* 

TABLET 

NEOHYDRIN® 

*Fishberg,  A.  M.:  Hypertension 
and  Nephritis,  ed,  5,  Philadelphia, 

Lea  & Febiger,  1954,  pp.  177-178. 
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Fellow  Pharmacists: 

We  had  our  first  executive  meeting  in  Brookings,  October  14,  with  nearly  everyone  in  at- 
tendance. Tom  Haggar  called  a meeting  of  the  Committee  on  Regulations  the  same  day,  and 
later  they  met  with  us  and  gave  us  their  findings. 

Later  that  day  Delos  Casey  of  Madison  met  with  us  and  offered  some  very  constructive 
ideas  which  tied  in  very  well  with  the  new  regulations. 

On  Hobo  Day  my  wife  and  I were  guests  of  South  Dakota  State  College.  We  had  seats  on 
the  reviewing  stand  for  the  parade  and  when  the  pharmacy  float  went  past,  its  reception  was 
such  as  to  guarantee  it  first  prize. 

At  noon  we  attended  the  luncheon  at  Wecota  Cafeteria  and  then  went  on  to  the  game 
where  we  had  seats  on  the  fifty  yard  line.  After  the  game  we  attended  the  alumni  gathering 
at  the  Union  Building  where  we  renewed  old  acquaintances  and  made  new  ones.  Needless  to 
say  we  had  a marvelous  time. 

Last  month  my  wife  and  I attended  the  funeral  of  Ralph  Syverson,  Redfield  druggist,  who 
passed  away  October  15  at  the  age  of  49  years.  He  had  been  sick  for  five  weeks  and  they 
thought  he  was  going  to  recover,  but  had  a relapse  and  passed  away  suddenly.  He  will  be 
greatly  missed  by  both  family  and  friends. 

Merry  Christmas  and  Happy  New  Year  to  all  you  folks. 

A1  Knutson,  President 
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NORTH  DAKOTA  HOSTS 
BOARDS  AND  COLLEGES 


The  annual  meeting  of  Dis- 
trict V National  Association 
of  Boards  of  Pharmacy  and 
American  Association  of  Col- 
leges of  Pharmacy  was  held 
October  21-23  at  the  Gardner 
Hotel,  Fargo,  North  Dakota. 

A total  of  47  Board  mem- 
bers and  faculty  were  pres- 
ent representing  the  states  of 
South  Dakota,  North  Dakota, 
Nebraska,  Iowa  and  Minn- 
esota and  the  seven  colleges 
of  pharmacy  at  North  Dakota 
Agricultural  College,  South 
Dakota  State  College,  Uni- 
versity of  Nebraska,  Creigh- 
ton University,  State  Univer- 
sity of  Iowa  and  the  Univer- 
sity of  Minnesota. 

Representing  the  South 
Dakota  Board  of  Pharmacy 
was  Bliss  C.  Wilson,  Secre- 
tary; Harold  Mills,  Rapid 
City;  Harold  Tisher,  Yank- 
ton; Milford  Schwartz;, 
Huron,  and  Glen  Velau,  In- 
spector, Sioux  Falls. 

Representing  the  Division 
of  Pharmacy  at  State  College 
was  Guilford  C.  Gross,  Pro- 
fessor of  Pharmacology,  and 
Winthrop  Lange,  Assistant 
Professor  of  Pharmacy.  Dur- 
ing the  meeting  Dr.  Lange 
was  elected  to  serve  as  Sec- 


retary-Treasurer of  District 

V. 

During  the  meetings  of  the 
Board  members  papers  were 
presented  concerning  topics 
such  as  pharmacy  laws  and 
regulations,  board  examina- 
tions, reciprocity,  and  intern- 
ship. Bliss  C.  Wilson  pre- 
sented a paper  titled  “Reso- 
lution 13  on  Restricted  Sales 
and  Definitions.” 

At  the  meetings  of  the  col- 
lege faculty  representatives 
papers  were  presented  con- 
cerning faculty,  curriculum, 
student  admissions  and  grad- 
uate instruction.  Dr.  G.  C. 
Gross  presented  a discussion 
of  the  question,  “How  Can 
Our  Colleges  Maintain  Ade- 
quate Staff.” 

During  the  combined  meet- 
ings of  the  boards  and  col- 
leges papers  were  presented 
dealing  with  topics  such  as 
board  examination  questions, 
the  teaspoon  vs.  the  dram, 
the  degree  to  be  given  upon 
completion  of  the  S-year 
course,  public  and  interpro- 
fessional relations,  a training 
program  for  law  enforce- 
ment officials,  and  recipro- 
city with  registered  phar- 
macists from  foreign  coun- 
tries. 


The  1957  meeting  of  Dis- 
trict V AACP-NABP  will  be 
held  at  Omaha,  Nebraska, 
with  Dr.  S.  J.  Greco,  Creigh- 
ton University  and  William 
Sprague,  Omaha,  co-chair- 
men, representing  the  col- 
leges and  boards  respec- 
tively. 


FEDERAL  PROGRAM 
AIDS  NURSING 
EDUCATION 

The  first  Federal  program 
to  further  education  of  quali- 
fied nurses  in  supervision, 
teaching  and  administration 
was  recently  announced  by 
the  Bureau  of  Medical  Ser- 
vices of  the  U.  S.  Public 
Health  Service. 

The  program  is  called  the 
Professional  Nurse  Trainee- 
ship  Program  and  is  under 
the  supervision  of  Miss  Mary 
Jenney,  a Senior  Nurse  Of- 
ficer in  the  Public  Health 
Service  Commissioned  Corps. 

A total  of  56  institutions  of 
nursing  education  are  par- 
ticipating in  the  new  pro- 
gram. Included  is  the  Di- 
vision of  Nursing,  South  Da- 
kota State  College.  Federal 
funds  in  the  form  of  trainee- 
ship  grants  are  used  to  en- 
able nurses  to  prepare  for 
leadership  positions  in  ad- 
ministration, supervision  or 
teaching. 
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Awarded  grants  at  State 
College  were  Doris  Townley, 
Associate  Director  of  Nurs- 
ing at  McKennan  Hospital, 
Sioux  Falls,  and  Donna  Her. 
Miss  Townley  is  completing 
work  toward  a baccalaureate 
degree  in  nursing  education 
and  Miss  Her  is  preparing  for 
teaching  in  a school  of  nurs- 
ing. 


MANUFACTURING 
PHARMACIST  SPEAKS 
TO  A.Ph.A. 

“Which  Road  — Retail  or 
Research”  was  discussed  by 
Paul  C.  Wieseman,  Chief 
Pharmacist  of  The  Norwich 
Pharmacal  Company,  Nor- 
wich, N.  Y.,  before  the  Stu- 
dent Branch  of  the  Amer- 
ican Pharmaceutical  Associa- 
tion of  the  South  Dakota 
State  College  Division  of 
Pharmacy  recently. 

In  his  talk  Mr.  Wieseman 
outlined  the  advantages  and 
disadvantages  of  a career  in 
pharmaceutical  research  vs. 
retail  pharmacy. 

His  speaking  tour  included 
South  Dakota  State  College, 
North  Dakota  Agricultural 
College,  the  University  of 
Minnesota,  and  Abbott  and 
Northwestern  Hospitals  in 
Minneapolis. 

Mr.  Wieseman  has  been 
associated  with  The  Nor- 
wich Pharmacal  Company 
since  1933.  As  chief  phar- 
macist for  the  company,  he 
is  in  charge  of  new  product 
development. 


PHARMACY  STUDENTS 
NAMED  TO  WHO'S  WHO 

The  1956-57  edition  of 
“Who’s  Who  Among  Stu- 
dents in  American  Colleges 
and  Universities”  will  con- 
tain the  names  of  four  South 


Dakota  State  College  phar- 
macy students. 

Students  are  selected  to 
represent  the  school  on  the 
basis  of  scholarship,  leader- 
ship, participation  in  extra- 
curricular activities,  citizen- 
ship, service  to  the  school 
and  promise  of  usefulness  to 
business  and  society. 

All  of  the  students  are 
seniors. 

Selected  to  represent  phar- 
macy at  State  College  are 
Ruth  Kohlmeyer,  Brookings; 
Robert  Monroe,  Milaca, 
Minnesota;  Kenneth  Odell, 
Montrose;  and  Mary  Lou 
Scheurenbrand,  Mitchell. 


NATIONAL  MEETING 
TO  STUDY  LOCAL 
HEALTH  SERVICES 

The  National  Advisory 
Committee  on  Local  Health 
Departments  will  consider 
what  might  be  called  the 
birth,  care,  and  growth  of 
local  official  health  services 
at  its  9th  annual  meeting,  to 
be  held  March  19  in  Cincin- 
nati, Ohio  . 

“The  terminology  indicates 
the  closeness  of  these  basic 
health  services  to  the  people, 
and  the  need  continuously  to 
revitalize  and  strengthen 
them,”  said  Sherwood  A. 
Messner,  committee  chair- 
man, in  announcing  the 
meeting.  Mr.  Messner  is  pro- 
gram services  director  of 
United  Cerebral  Palsy  Asso- 
ciations, one  of  the  51  na- 
tional bodies  working  to- 
gether in  the  National  Health 
Council,  which  sponsors 
NACLHD.  The  Advisory 
Committee  includes  repre- 
sentation from  65  groups, 
both  members  and  non- 
members of  the  Council. 

“Birth”  represents  the 
problem  of  those  areas,  large- 


ly rural,  that  are  entirely 
without  the  services  of  a 
health  department  or  its 
equivalent,  according  to 
Howard  Ennes,  director  of 
the  Bureau  of  Public  Health 
of  The  Equitable  Life  Assur- 
ance Society  of  the  United 
States  who  heads  the  annual 
meeting  committee. 

The  “care”  aspect  of  the 
program  will  include  areas 
that  have  difficulty  main- 
taining or  upgrading  the 
level  of  existing  services  in, 
for  example,  immunization, 
milk  inspection,  and  public 
health  nursing. 

Third  program  phase, 
“growth,”  will  take  in  com- 
munities that  — although 
having  good  basic  services  — 
are  trying  to  meet  the  new 
hazards  of  today  and  tomor- 
row such  as  air  pollution, 
radiation,  and  the  mounting 
toll  of  the  chronic  diseases. 

Mr.  Ennes  said  the  triple- 
phase program  would  aim  at 
triple  stimulation  of — respon- 
sible officials  to  work  with 
and  utilize  citizen  groups  — 
health  officers  to  clarify  for 
themselves  where  they  are 
going  — civic  groups,  volun- 
tary and  professional  agen- 
cies to  nudge  local  officials  to 
do  their  jobs. 


LUNSFORD  RICHARDSON 
PHARMACY  AWARDS 

The  Vick  Chemical  Com- 
pany has  announced  that 
applications  may  be  made  for 
the  Lunsford  Richardson 
Pharmacy  Awards  for  senior 
and  graduate  students  in 
pharmacy. 

Cash  awards  of  $1,000  will 
be  given  to  senior  and  grad- 
uate students  of  pharmacy  in 
each  of  four  different  regions 
of  the  United  States  for  the 
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best  papers  on  any  of  the 
selected  subjects  listed. 

Cash  awards  of  equal 
amount  will  be  given  to 
schools  attended  by  winning 
students  in  each  region. 

Established  in  honor  of 
Lunsford  Richardson  (1854- 
1919),  founder  of  the  Vick 
Chemical  Company,  and  his 
son  Lunsford  (1891-1953), 
who  became  President  and 
later  Chairman  of  the  Board 
of  Directors  of  the  Company, 
the  winners  of  the  awards 
will  be  announced  about 
June  1,  1957. 

The  purpose  of  the  Luns- 
ford Richardson  Pharmacy 
Awards  is  to  encourage  and 
stimulate  the  senior  and 
graduate  student: 

1.  To  explore  and  investi- 
gate current  problems 
of  pharmacy. 

2.  To  summarize  and  pre- 
sent their  findings  for 
the  benefit  of  other  stu- 
dents and  investigators. 

3.  To  broaden  the  scope  of 
their  interest  in  the  pro- 
fession of  pharmacy. 

The  applicant  may  submit 
a paper  on  any  pharmaceu- 
tical aspect  of  one  of  the  fol- 
lowing general  subjects: 

1.  Pharmacy 

Entries  may  include 
papers  on  any  phase  of 
pharmaceutical  formu- 
lation, compounding, 
stability,  new  product 
development,  dosage 
forms,  etc. 

2.  Pharmaceutical  Chem- 
istry 

Entries  may  include 
papers  on  any  pharma- 
ceutical aspect  of  analy- 
tical, organic  or  phys- 
ical chemistry. 

Dr.  Louis  C.  Zopf,  Dean, 
School  of  Pharmacy,  State 
University  of  Iowa  and 


Chairman,  Executive  Com- 
mittee, American  Association 
of  Colleges  of  Pharmacy;  Dr. 
Justin  Powers,  Editor,  Scien- 
tific Edition,  Journal  of  the 
American  Pharmaceutical 
Association  and  Chairman, 
Committee  on  National 
Formulary;  and  Dr.  Linwood 
F.  Tice,  Member,  Revision 
Committee,  U.  S.  Pharma- 
copeia and  Editor,  American 
Journal  of  Pharmacy  and  Di- 
rector of  Pharmacy  Depart- 
ment, Philadelphia  College 
of  Pharmacy  and  Science 
have  been  selected  to  judge 
the  manuscripts. 


RAPID  CITY 
PHARMACISTS 
ELECT  TWO 

Rapid  City  Druggists  elec- 
ted two  new  officers  at  a 
business  meeting  of  the 
Rapid  City  Pharmaceutical 
Society,  Tuesday,  October 
23,  1956,  at  the  home  of 
Wells  Eer  Nisse. 

Harris  Bernstein  was  elec- 
ted secretary  to  replace 
Robert  Deal  of  Becker’s 
Drug  who  is  moving  to  New 
Underwood.  Clifford  Stark- 
johann.  Mills  Drug,  was  elec- 
ted treasurer  to  replace  Leo 
Schroeder,  Lehr  Drug,  who 
is  moving  to  Aberdeen. 

At  a previous  meeting 
Wells  Eer  Nisse  was  elected 
president,  while  Joe  Gold- 
man was  elected  to  the  vice 
presidency. 

Following  the  business  ses- 
sion, the  film  “A  is  for  Atom” 
by  General  Electric  was 
shown  and  refreshments 
were  served. 


VITAMIN  BOOKLET 
AVAILABLE 

With  almost  one-third  of 
our  population  in  the  “40- 
plus”  age  group,  science  is 
focusing  more  and  more  at- 
tention on  the  need  of  keep- 
ing them  in  top  condition. 

A new  booklet  issued  by 
Merck  & Co.,  Inc.,  of  Rah- 
way, N.  J.,  entitled  “Why  the 
40-Plus  Patient  Needs  More 
Vitamins”  details  the  role 
vitamins  play  in  helping  to 
achieve  this  goal.  Based  on 
an  exhibit  which  has  drawn 
large  crowds  at  medical 
meetings,  the  booklet  stresses 
the  protection  vitamins  give 
the  40-and-over  individual, 
particularly  with  reference 
to  the  circulatory,  nervous, 
digestive,  hemopoietic,  ske- 
letal and  endocrine  systems. 
There  are  also  selected  ab- 
stracts from  articles  by  nu- 
tritional and  medical  author- 
ities, and  a bibliography  of 
142  references. 

Major  features  of  the  ex- 
hibit, such  as  the  direct  re- 
lationship which  deficiency 
of  the  B vitamins  has  on 
heart  disease,  eye  and  skin 
disorders,  nervous  condition 
and  other  common  ailments, 
are  included  in  detail. 

In  addition  to  offering 
copies  to  physicians  at  var- 
ious medical  conventions 
throughout  the  U.  S.,  Merck 
is  distributing  this  booklet  to 
pharmaceutical  customers. 
Interested  personnel  can  ob- 
tain a copy  by  writing  to 
“40-Plus”  Department, 
Chemical  Division,  Rahway, 
N.  J. 
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RECENT  PHARMACEUTICAL 
SPECIALTIES 
INDEX 

Volume  IX,  1956 

Index  By  Product 


Page  Issue 

Achrocidin  157  Apr. 

(Lederle) 

Albamycin  318  Aug. 

(Upjohn) 

Albumisol,  5%  Concentration 370  Sept. 

(Merck  Sharp  and  Dohme) 

A.P.C.  with  Demerol  Tablets 230  June 

(Winthrop) 

Aquavac  Infectious  Bronchitis  Vaccine  ....  318  Aug. 
(Lederle) 

Aquavac  Newcastle  Disease  Vaccine  318  Aug. 

(Lederle) 

Aureomycin  Poultry  Formula  123  Mar. 

(Lederle) 

Aurovim  317  Aug. 

(Lederle) 

Azo  Gantrisin  157  Apr. 

(Hoffmann-LaRoche) 

Becejex  85  Feb. 

(Winthrop) 

Bicillin-Vee  Tablets  85  Feb. 

(Wyeth) 

Cathocillin  473  Dec. 

(Merck  Sharp  and  Dohme) 

Compren  201  May 

(Lilly) 

Cortisporin  122  Mar. 

(Burroughs-Wellcome) 

Cortisporin  Otic  Drops  Sterile 274  July 

(Burroughs-Wellcome) 

Dermerol  with  Atropine  230  June 

(Winthrop) 

Demerol  with  Scopolamine  229  June 

(Winthrop) 

Donnagesic  Extentabs 318  Aug. 

(Robins) 

Fergon  Plus  Caplets  85  Feb. 

(Winthrop) 

Flexin  201  May 

(McNeil) 

Frenquel  122  Mar. 

(Merrell) 

Hydeltracin  317  Aug. 

(Merck  Sharp  and  Dohme) 

Inversine  317  Aug. 

(Merck  Sharp  and  Dohme) 

Kemadrin  370  Sept. 

(Burroughs-W  ellcome) 

Lanoxin  370  Sept. 

( Burroughs-W  ellcome) 

Lorfan  413  Oct. 

(Hoffmann-LaRoche) 

Maredox 371  Sept. 

(Burroughs-Wellcome) 

Mephyton  370  Sept. 

(Merck  Sharp  and  Dohme) 

Meticortelone  Acetate  Aqueous 

Suspension  122  Mar. 

(Sobering) 

Meticorten  Ointment 273  July 

(Schering) 

Meti-Derm 156  Apr. 

(Schering) 

Meti-Derm  Ointment  with  Neomycin  273  July 

(Schering) 

Metimyd  Ophthalmic  Suspension 200  May 

(Schering) 

Metreton  Nasal  Spray 413  Oct. 

(Schering) 


Page  Issue 

Metreton  Tablets 413  Oct. 

(Schering) 

Mytelase  Chloride 411  Oct. 

(Winthrop) 

Neovar  Tablets  87  Feb. 

(Paul  Maney) 

Nilevar 201  May 

(Searle) 

Otamylon  with  Hydrocortisone 411  Oct. 

(Winthrop) 

Pabalate-HC 86  Feb. 

(Robins) 

Pediatric  Piptal 231  June 

(Lakeside) 

Persistin  200  May 

(Sherman  Laboratories) 

Plastic  Bags  for  Blood  Storage 86  Feb. 

(Fenwal  Laboratories,  Inc.) 

Plestran  473  Dec. 

( W arner-  Chilcott) 

Releasin  412  Oct. 

( Warner-Chilcott) 

Reserpine  with  Mebaral 229  June 

(Winthrop) 

Ritalin 318  Aug. 

(Ciba) 

Robalate  Liquid 371  Sept. 

(Robins) 

Rolicton  Tablets  472  Dec. 

(Searle) 

Roxel  Elixir  317  Aug. 

(Merck  Sharp  and  Dohme) 

Seromycin 413  Oct. 

(Lilly) 

Seromycin  with  INH  413  Oct. 

(Lilly) 

Sigmagen  86  Feb. 

(Schering) 

Sparine  . 274  July 

(Wyeth) 

Sterisil  Vaginal  Gel  229  June 

(Warner-Chilcott) 

Tes-Tape  156  Apr. 

(Lilly) 

Theragran  Liquid 200  May 

(Squibb) 

Trevidal  Liquid 472  Dec. 

(Organon) 

Tylandril  157  Apr. 

(Lilly) 

Unguentine  with  Dianestol  86  Feb. 

(Norwich) 

Vistabolic  472  Dec. 

(Organon) 

Index  By  Manufacturer 

Burroughs-Wellcome  and  Company  (USA),  Inc. 

Cortisporin  122  Mar. 

Cortisporin  Otic  Drops  Sterile  274  July 

Kemadrin  370  Sept. 

Lanoxin  370  Sept. 

Maredox ■_ 371  Sept. 

Ciba  Pharmaceutical  Products,  Inc. 

Ritalin 318  Aug. 

Fenwal  Laboratories,  Inc. 

Plastic  Bag  for  Blood  Storage  86  Feb. 

Hoffmann-LaRoche,  Inc. 

Azo  Gantrisin  157  Apr. 

Lorfan  - - 413  Oct. 
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Lakeside  Laboratories 

Pediatric  Piptal 231  June 

Lederle  Laboratories  Division,  American 
Cyanamid  Company 

Achrocidin  157  Apr. 

Aquavac  Infectious  Bronchitis 

Vaccine  318  Aug. 

Aquavac  Newcastle  Disease  Vaccine  318  Aug. 

Aureomycin  Poultry  Formula  123  Mar. 

Aurovim  317  Aug. 

Eli  Lilly  and  Company 

Compren  201  May 

Seromycin  413  Oct. 

Seromycin  with  INH 413  Oct. 

Tes-Tape 156  Apr. 

Tylandril 157  Apr. 

Paul  Maney  Laboratories 

Neovar  Tablets  87  Feb. 

McNeil  Laboratories,  Inc. 

Flexin  201  May 

Merck  Sha^  and  Dohme 

Albuminsol,  5%  Concentration  370  Sept. 

Cathocillin  473  Dec. 


Hydeltracin  317  Aug. 

Inversine  317  Aug. 

Mephyton  370  Sept. 

Roxel  Elixir  317  Aug. 

Wm.  S.  Merrell 

Frenquel  122  Mar. 

The  Norwich  Pharmacal  Co. 

Unguentine  with  Dianestol 86  Feb. 

Organon,  Inc. 


Vistabolic  472  Dec. 

A.  H.  Robins  Company,  Inc. 

Donnagesic  Extentabs  318  Aug. 

Pabalate-HC  86  Feb. 

Robalate  Liquid  371  Sept. 


Schering  Corporation 

Meticortelone  Acetate  Aqueous 

Suspension  122  Mar. 

Meticorten  Ointment  273  July 

Meti-Derm  156  Apr. 

Meti-Derm  Ointment  with  Neomycin  273  July 
Metimyd  Ophthalmic  Suspension  ____  200  May 

Metreton  Nasal  Spray 413  Oct. 

Metreton  Tablets  413  Oct. 

Sigmagen  86  Feb. 

G.  D.  Searle  & Co. 

Nilevar  201  May 

Rolicton  Tablets  472  Dec. 

Sherman  Laboratories 

Persistin  200  May 

E.  R.  Squibb  and  Sons 

Theragran  Liquid  200  May 

The  Upjohn  Company 

Albamycin  318  Aug. 

Warner-Chilcott  Laboratories 

Plestran  473  Dec. 

Releasin  412  Oct. 

Sterisil  Vaginal  Gel 229  June 

Winthrop  Laboratories 

A.P.C.  with  Demerol  Tablets  __ 

Becejex  

Demerol  with  Atropine 

Demerol  with  Scopolamine  

Fergon  Plus  Caplets  

Mytelase  Chloride  

Otamylon  with  Hydrocortisone 

Reserpine  with  Mebaral  

Wyeth,  Inc. 

Bicillin-Vee  Tablets  85  Feb. 

Sparine  274  July 


230  June 

85  Feb. 

230  June 

229  June 

85  Feb. 

411  Oct. 

- I-  411  Oct. 

229  June 


MONODRAL-  MEBARAL 


ANTICHOLINERGIC  • SEDATIVE 

in  peptic  ulcer  management 

■ relieves  pain  promptiy  • promotes  heaiing 

a reduces  tension  safely  • maintains  anacidity  for  hours 

a tranquilizes  without  dulling  a controls  hyperactivity  of 
a well  tolerated  upper  gastro-intestinal  tract 

Monodral  with  Mebaral — the  “psycho vis- 
ceral stabilizer” — provides  for  patients  with  ulcer 
and  gastro-intestinal  spasm  an  effective  barrier 
against  the  impact  of  environmental  stimuli  . . . 
controls  gastric  hypersecretion  and  hypermotility 
for  three  and  one  half  to  five  hours.'*' 

EACH  TABLET  CONTAINS:  DOSAGE:  1 OF  2 tablets  three  01 

Monodbal  bromide 5 mg.  four  times  daily. 

Mebakal 32  mg.  Available  on  prescription  only. 

Bottles  of  100  tablets. 

Laboratories  New  York  18,  N.  Y. 

Monodral  (brand  of  penthienate)  and  Mebaral  (brand  of  mepbobarbital),  trade* 
marks  reg.  U.  S.  Pat.  Off. 

*Reference»  and  clinical  trial  supplies  available  on  request. 
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the  Emblems  of  RELIABLE  PROTECTION 


We  cordially  invite  your  inquiry 
for  application  for  membership 

which  affords  protection  against 
loss  of  income  from  accident  and 
sickness  as  well  as  benefits  for 
hospital  expenses  for  you  and 
all  your  dependents. 


$4,500,000  ASSETS 
$t4.$09tVi90  l>AID  FOR  BENEFITS 
SINCE  ORCANIZATtON 


Since  1902 


PHYSICIANS  CASUALTY 
AND 

HiALTH  ASSOCIATIONS 

OMAHA  2.  HEiiASKA 


DECEMBER  ADVERTISERS 

Abbott  Laboratories 
Ames  Company,  Inc. 

Ayerst  Laboratories 

Brown  & Williamson  Tobacco  Co. 

Burroughs- Well  come  Company 

Brown  Drug 

Chicago  Medical  Society 

Ciba  Pharmaceutical 

Coca-Cola  Company 

Corn  Products  Company 

Foot-so-Port  Shoe  Company 

Kreiser’s 

Lakeside  Laboratories 
Lederle  Laboratories 
Eli  Lilly  & Company 
Midwest-Beach  Printing  Co. 

Parke,  Davis  & Company 
Charles  Pfizer  Company 
Physicians  Casual^  Association 
Riker  Laboratories 
Sobering  Corporation 
Schieffelin  & Company 
G.  D.  Searle  & Company 
Merck,  Sharp  & Dohme  Co. 

Smith,  Kline  & French 
United  States  Brewers 
Upjohn  Company 
Wallace  Laboratories 
Winthrop  Laboratories 


organomercurial  diuretics 
'".-..permit  ingestion  of 
enough  salt  to  make  food 
palatable;  without  them, 
many  patients  would  lose 
their  appetites,  a conse- 
quence of  the  salt-free  diet 
which  has  occasionally  been 
known  to  cause  serious 
malnutrition/'^ 


^AAodeil,  W. : The  Relief  of  Symptoms,  Phil- 
adelphia, W.  B.  Saunders  Company,  1955, 
pp.  265-266. 


— 480  — 


DECEMBER  1956 


INDEX  TO  VOLUME  IX 
By  Title,  Subject  and  Author 


A 

A Brief  History  of  the 
S.D.S.M.A. 

R.  G.  Mayer,  M.D.  166 

Ackerman,  L.  V.,  M.D. 

The  Responsibility  of  the 
Pathologist  in  the  Diag- 
nosis and  Treatment  of 

Cancer  445 

Ambulatory  & Comparative 
Treatment  of  the  Anxiety 
Neurosis  Syndrome  With 
Chlorpromazine,  Pheno- 
barbital  & Dimethylane 

Wallace  Marshall,  M.D.  384 

Animal  Health  Pharmacy, 

Part  V 

Kenneth  Redman,  Ph.D.  402 

Appendicitis  in  General 
Practice 

Roscoe  E.  Dean  162 

Are  You  Tax  Bait? 

Ralph  R.  Benson  212,  250, 

275,  345,  389,  457 

B 

Bender,  Lyle  M.,  Dr. 

Business  Outlook  in  S.  D.  194 
Benson,  Ralph  R. 

Are  You  Tax  Bait?  ...  212,  250, 
275,  345,  389,  457 
Birmingham,  Donald  J.,  M.D. 
Occupation  Health  Pro- 
grams of  Official  Agencies  237 
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Sick  patients 


need  food 


for  therapy 


THAT  MAN  MUST  EAT  to  remain 
well  is  a concept  as  old  as  medicine. 
But  only  recently  has  it  been  estab- 
lished (1)  that  nutritional  needs  are 
increased  in  illness;  (2)  that  food  suffi- 
cient to  meet  these  needs  is  well  uti- 
lized, and  (3)  that  therapeutic 
nutrition  prevents  many  of  the  debili- 
tating effects  of  disease  and  injury. 

Unfortunately,  because  of  the  ano- 
rexia accompanying  illness,  effective 
nutritional  therapy  requires  added 
care  on  the  part  of  the  physician. 
Food  comes  from  familiar  kitchens 
and  lacks  the  impressive  aura  of  more 
dramatic  therapeutic  agents.  Thus  it 
is  often  difficult  to  convince  the 
patient  that  food,  too,  is  therapeutic 
— that  although  drugs  may  arrest 
disease  only  food  can  repair  the 
ravages  of  disease. 

Whatever  the  nutritional  problem — 
whether  caused  by  anorexia,  mechan- 
ical difficulty  in  eating  or  limitation  of 
gastric  capacity  or  tolerance — only 
an  assured  food  intake  will  solve  it. 
The  use  of  Sustagen,  a food  formu- 
lated for  therapeutic  nourishment, 
will  overcome  many  difficulties  in  the 
therapeutic  feeding  of  sick  patients. 
A foundation  for  therapy  thus  may 
be  established. 

The  development  of  Sustagen  ex- 
emplifies the  continuous  effort  of 
Mead  Johnson  & Company  to  provide 
the  medical  profession  with  products 
basic  to  the  management  of  illness 
and  the  restoration  of  health. 
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as  the  only  source  of  food  or  to  fortify  the 
diet  in  brief  or  prolonged  illness. 
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in  inflammatory  skin  diseases 


all  the  benefits  of  the  “predni-steroids” 
plus  positive  antacid  action 
to  minimize  gastric  distress 


ROUTINELY  ACHIEVED  WITH 


Clinical  evidence'-^-^  indicates  that 
to  augment  the  therapeutic  advan- 
tages of  prednisone  and  prednko- 
lone,  antacids  should  be  routinely 
co-administered  to  minirriize  gas- 
tric distress. 
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available  in  5 mg.  tablets 
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minimal  side  effects 

Few  drugs  have  been  so  thoroughly  studied  before  introduction 
or  introduced  with  such  a substantial  background  of  clinical 
experience. 

In  the  more  than  12,000  cases  treated  with  ‘Compazine’  here  and 
abroad,  and  in  experimental  studies  at  very  high  dosage,  no  blood 
change  or  jaundice  attributable  to  ‘Compazine’  was  observed. 
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